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in  severe  respiratory  infections 
refractory  to  other  measures. « 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

for  established : 
clinical  efficacy  against 
susceptible  organisms 


Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 


Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 


CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 


This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

I? 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 


The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References:  (1)  Thacher,  H.  C.,  & Fishman,  L:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.;  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 
__  Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 

..  , ^ ^ J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
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double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
{SYj  by  11  in.)  white  paper.  Wide  margins 
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numbered  consecutively,  the  page  number 
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SPECIAL  COUGH  FORMULA 

for  druLdr&rt 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 

Each  teaspoon  (5  ml.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


$ 


LABORATORIES  | 

New  YofV  18.  N V 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 


Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 


Available  on 
prescription  only. 


Exempt  Narcotic 
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Here’s  a penicillin  that  gives  you... 

■■■  ■■  r-  V' 


Potassium  Penicillin  V,  \ 

Abbott.  I 

125  mg.  ! 

(200,000  units)  ( 

Caution:  Federal  law  ^ 

prohibits  dispensing  f 

without  prescription.  . 


Single  Oral  Doses  to  Fasting  Subjects* 


Consider  milder  bacterial  infections 

An  example  might  be  a respiratory  infection. 
Here  economy  could  be  a definite  factor  in 
your  thinking.  In  the  chart  above,  you’ll  see 
that  200,000  units  (125  mg.)  of  Compocillin  VK 
produces  blood  levels  at  least  equal  to  those 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec- 
tions, Compocillin-VK  may  be  given  at  half  the 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cost 
of  Compocillin-VK  therapy  will  be  no  more — 
and  often  will  be  less — than  treatment  with  oral 
penicillin  G. 

Compocillin-VK— the  original  potassium  penicillin  V • In  Filmtab 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab— Film-sealed  tablets.  Abbott:  U.S.  Pat.  No.  2.881.085 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


COMPOCILLIN-VK 


Potassium  Penicillin 
V,  Abbott. 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  full  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

•Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbott  Laboratories. 

ABBOTT  LABORATORIES  NORTH  CHICAGO.  ILLINOIS 


Single  Oral  Doses  to  Fasting  Subjects* 


(250  mg.) 


Units 

cc. 


0 

Time  in  hours 


250  mg. 

(400,000  units) 

Caution:  Federal  la’ 
prohibits  dispensini 
without  prescriptior 
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SYNergized 

aspIRIN 


Synirin. 

ANALGESIA 

WITH  A DOSAGE  AS  FLEXIBLE  AS  ASPIRIN 


->/he  simultaneous  action  of  aspirin  and 
pentobarbital  begins  promptly  and  lasts 
four  to  five  hours.  Each  tablet  contains 
aspirin  5 grs.  and  pentobarbital  (acid) 
yi  gr.  Synirin  was  formulated  for  a two- 
tablet  dose  for  adults  and  a one-tablet 
dose  for  children  from  5 to  12  years  of 
age.  It  may  be  repeated  every  four  hours 
for  the  relief  of  pain. 

Dispensed  in  bottles  of  100  and  1000  tablets 


WM.  P.  POYTHRESS  & COMPANY.  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


A 
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Provides  greater  assurance  of  more  comprehensive  relief  in  acute 
self-limiting  diarrheas  through  the  time-tested  effectiveness  of  two 
outstanding  antidiarrheals— Donnagel  and  a paregoric  equivalent. 
Tastes  good,  too! 

Each  30  cc.  (1  fl.  oz.)  of  Donnacel-PG  Also  available: 


contains: 

Powdered  opium  U.S.P 24.0  mg. 

( equivalent  to  paregoric  6 ml. ) 

Kaolin  6.0  Gm. 

Pectin  142.8  mg. 

Natural  belladonna  alkaloids 

hyoscyamine  sulfate  0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  (%gr. ) 16.2  mg. 

Supplied:  Pleasant-tasting  banana  fla- 
vored suspension  in  bottles  of  6 fl.  oz. 


— for 

control  of  bacterial  diarrheas. 

— the  basic  formula  — 
when  paregoric  or  an  antibiotic  is  not 
required. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND  20.  VIRGINIA 
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Since  the  influenza  epidemic  of  1918 


^^.‘‘TABLOID’"-  I 


^^pirin’CompoODtl  | 

compressed  I 

little  J 


Jk.  '% 


10-A 


....the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  14  (16  mg.)  or  gr.  Vi  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 


‘EMPIRES!’  COMPOUND  with  CODEINE  PHOSPHATE  ♦ 

gr.  Va  gr.  V*  gr.  Vi  gr.  1 


* Available  on  oral  prescription  where  State  law  permits.  Subject  to  Federal  Narcotic  Regulations. 

& BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 

Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Current  Comment 

The  Month  in  Washington — 

Health,  Education  and  Welfare  Secretary 
Anthony  J.  Celebrezze  expressed  the  belief 
that  state  and  local  governments  have  the 
primaiy  responsibility  for  welfare  pro- 
grams and  other  public  services. 

He  told  a National  Press  Club  luncheon; 

“The  federal  government’s  responsibility 
should  be  limited  to  those  matters  which  are 
of  primary  national  interest  and  cannot  be 
effectively  carried  on  through  individual  or 
local  community  effort.” 

He  also  said  that  his  basic  welfare  pro- 
gi-am  policj’  would  be  to  “help  people  help 
themselves.” 

But  Celebrezze  does  not  follow  this  phil- 
osophy of  government  to  the  point  of  weak- 
ening his  support  of  the  Kennedy  Adminis- 
tration’s social  security  hospitalization  legis- 
lation. The  Administration  has  said  that  it 
will  push  again  for  passage  of  such  legisla- 
tion in  the  new  Congi'ess  convening  January 
9.  But  Celebrezze  conceded  it  would  be  diffi- 
cult to  secure  House  approval. 

The  Administration  gave  no  indication  in 


pre-session  talk  whether  the  big  push  for 
the  legislation  would  be  made  in  this  year 
or  in  1964. 

The  House  of  Delegates  of  the  American 
Medical  Association,  at  its  recent  16th  Clin- 
ical Meeting  in  Los  Angeles,  reaffirmed  its 
opposition  to  the  Social  Security  approach 
in  providing  health  care  for  the  aged.  The 
A.M.A.  also  reaffirmed  its  support  of  the 
Kerr-Mills  program. 

Dr.  George  M.  Fister,  A.M.A.  president, 
said  the  A.M.A.  “will  not  compromise  on 
the  fundamental  principles”  in  the  contro- 
versy. Noting  that  the  medical  profession 
again  faces  a hard  fight  on  the  issue  in 
Congi'ess,  Dr.  Fister  expressed  confidence 
that  “we  can  again  win.” 

A spokesman  for  the  drug  industry 
warned  at  a Washington,  D.C.  meeting  of 
government  and  industry  officials  and  con- 
sumers that  enactment  of  the  Administra- 
tion medical  care  plan  would  open  the  way 
for  the  federal  government  “to  extend  its 
controls  in  all  health  areas,  including  drugs, 
ostensibly  to  assist  patients  economically  to 
obtain  these  services.”  The  spokesman, 
(Continued  on  page  36- A) 


12-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  agfain!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood  ...  relaxes  tension 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  grodu- 
olly  up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  I mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pinic,  scored  tablets. 

Write  lor  literature  and  samples. 

*Deprol*’ 


.W.  WALLACE  LABORATORIES 
\Afs  Cranbury,  N.J. 


FROM  A NATIONWIDE 
SURVEY  OF  9,872  CULTURES 
OF  COMMON  PATHOGENS  ^ 


C^^nclucions  of  Nationwide  Report  I 


Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 


Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  imspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

, Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  toTao.^’"*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 
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Report  II 

Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracL^ 
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Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.> 
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New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


® an  antibiotic 
that  time 
hasn’t  changed 

(triacetyloleandomycinj  ^ 


If  you  would  like  a report  of  the 
entire  susceptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 
Pediatric  Drops  • Parenteral  (as  oleandomycin  phosphate) 


WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


‘I  feel  as  though  everything  in  me 
has  slowed  down. . . 

‘After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry." 

‘Everything  bothers  me  now,  Doctor. 
I wasn’t  like  this  before  my  meno- 
pause. . . 

‘The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore." 

"Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL®  SPANSULE*  brand  of  sustained  release  capsules 


FORMULA;  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  DexedrineS  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  l]i  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  ovenveight. 


USUAL  DOS.AGE:  One  'DexamyT  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates  and 
in  coronary  or  cardiovascular  disease  or  severe  hyper- 
tension. 

SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  30. 
Prescribing  information  October  1962.  ^51^ 

Smith  Kline  & French  Laboratories  ^3" 
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who 

coughed  ? 


HYCOMINE' 

SYRUP 

for  COUGHS 


provides  fast  and 
long-lasting  cough  control 


I 


relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 


Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 
contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...1.5 mg.  I 

Pyrilamine  Maleate 12.5  mg.  ? 

Phenylephrine  Hydrochloride 10  mg.  ; , 

Ammonium  Chloride  60mg.  ■ 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


O^Sd\ 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

Hew 

Creamalin' 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  regr.  U.  S.  Pat.  Off. 

•Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but.,. 


Does  she  realize  how  harsh  soap  can  be? 


/ 

f j,  «.  «• » 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline  — in  the  pH  10  or  higher 
range  — and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

Eow  much  more  logical  to  use 
alkali- free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  eases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral 
BABY. 


at  kali- free  baby  bar 


LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 


LB.fiD.2— 4/62 
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Trocinate 


Brand  of  Thiphenamil  HCl. 


FOR  DIVERTICULITIS,  MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA,  IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


t^^cinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito-urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HCl. 

Usual  Dosage  : 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets:  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

3 Does  not  muddle  the  mind 
or  impair  physical  activity 


CM.7»7* 


WALLACE  LABORATORIES /Crarjf>u»7,Af.7. 


** relief  of  symptoms  is  striking  with  Rautrax-N”^ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer)  with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  -capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  A/odi^ed  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendrodumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  OmatON  Olin 


'RAUDIXIN'®,  'RAUTRAX'®.  AND*  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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in  fractures:  vitamins  are  therapy 


Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
'"reminder"  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  tivo  antihistamines 
and  two  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

*Each  tablet  contains  phenylephrine  HCl  10  mg., 
phenylpropanolamine  HCl  40  mg.,  phenyltoloxamine 
citrate  16  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


inflammation” 
in  dry,  pruritic  j 

skin  disorders  I 


SENILE  DERMATOSES 
ATOPIC  DERMATITIS 
PSORIASIS 
STASIS  DERMATITIS 
CONTACT  DERMATITIS 
LOCALIZED 

N^ODMATITIS  jj 


BENEFICIAL  RESULTS  were  obtained  with  SARDO  in  the  bath  in  122  of  135  patients  (90%) 
with  dry,  itchy  skin  conditions,  in  most  cases  with  beneficial  effect  "after  the  first  bath." 
Dryness  was  allayed  in  all  cases,  and  associated  itching  "either  completely  relieved  or 
greatly  improved.”  No  irritation  or  sensitization  was  observed. 


This  new  study  corroborated  others*  "*  showing 
physiologic  lipid-aqueous  skin  balance. 

Pleasant,  easy-to-use  SARDO  releases  millions 
the  bath.  Bottles  of  4,  8 and  16  oz.  *paten 

SAMPLES  and  literature  available  from... 

SARDEAU,  INC. 

76  East  65th  Street,  New  York  22,  N.  Y. 


that  SARDO  helps  re-establish  the  normal 
of  microfine  water-dispersible  globules*  in 

r PENDING  T.M.  (C)  1963  BY  SARDEAU,  INC. 

1.  Borota,  A.,  and  Grinell,  R.  N.: 

J.  Amer.  Geriatrics  Soc.,  10:413,  1962. 

2.  Spoor,  H.  J.:  N.Y.  State  J.M.  68:3292, 1958. 

3.  Lubowe,  I.  I.:  Western  Med.  1:45, 1960. 

4.  Weissberg,  G.:  Clin.  Med.  7:1161, 1960. 
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Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  dosage: 
1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


As  you  know,  the  confidence 
your  patients  place  in  a 
certain  treatment  or  drug 
often  helps  to  reinforce  the 
relief  they  get  from  it. 

That's  why  it’s  often  a good 
idea  to  explain  the  reasons 
for  your  recommendations, 
even  in  the  simplest  cases. 

For  example,  aspirin.  You 
probably  recommend  it 
more  than  any  other  drug,  as  an  analgesic,  as  an  antipyretic,  as  an  aid  to 
sleep  when  restlessness  is  caused  ^ by  minor  discomforts.  Cer- 
tainly aspirin  is  the  most  versatile  and  one  of  the  most 

effective  drugs  in  the  arsenal  of  medicine. 


what  your 
patients 
need  to 
know  about 
Aspirin 


But  aspirin  is  such  a common  and  such  a safe  drug  that  most  laymen  vastly 
underrate  it.  To  use  it  with  the  utmost  confidence,  they  need  to  know  more 
about  it.  So  next  time,  take  a minute  or  two  to  explain  what  a uniquely  valuable 
drug  aspirin  really  is.  You  know  it;  your  patients  will  be  reassured  to  know  it,  too. 


5-grain  tablets 


1 H-grain  tablets 


For  professional  samples, 
write  The  Bayer  Company, 
1450  Broadway, 

New  York  18,  N.  Y. 


RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C> 

TABLETS 

ANTITUSSIVE  - DECONGESTANT- ANALGESIC 


Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  ^ 

'EMPRAZIU 

TABLETS 


*Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  tuckahoe,  n.y. 
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from  Oroya  fever  in  Peru  ! 


to  lobar  pneumonia  in  Nebraska 


there  is  a world  of 


Whether  treating  Oroya  fever  or  a host  of  other  infections,  physicians  throughout 
the  world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness 
and  excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia 
or  neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in 
more  than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  injec- 
tion you  see  will  very  likely  be  “Terra-responsive.” 

Oroya  fever  (Carrion’s  disease),  prevalent  only  in  certain  valleys  of  the  Andes,  is  charac- 
terized by  a rapidly  evolving,  febrile  pernicious  anemia.  The  infecting  organism  is  Bartonella 
bacilliformis,  a gram-negative,  flagellated  organism,  transmitted  by  night  bites  of  the 
phlebotomus,  or  sand  fly.  The  organism  is  unmistakably  identifiable  in  blood  films— no  other 
human  pathogen  even  slightly  resembles  it.  The  mortality  rate  of  untreated  Oroya  fever 
can  be  as  high  as  40  per  cent  (in  all  probability,  this  was  the  disease  which  decimated 
Pizarro’s  army  in  the  16th  century).  Treatment  with  Terramycin  produces  dramatic 
reduction  of  fever  and  a stabilized  blood  count  in  48  hours  or  less. 


IN  BRIEF \The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range 
of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad- 
spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms  may  develop.  If  this  occurs, 
discontinue  the  medication  and  institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are  rare.  For  complete 
information  on  Terramycin  dosage,  administration,  and  precautions,  consult  package 
insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 


‘tu.. 


relief 

has 

with 

nTz 

NASAL  SPRAY 


nTz  Nasal  Spray  provides  prompt,  dependable  decongestion  of  nasal 
membranes-for  fast  relief  of  colds.  nTz  is  “...singularly  effective  for 
nasal  congestion  due  to  either  allergic  or  infectious  causes."*  In  a major 
practice,  it  has  been  “an  efficient  nose  drop  which  has  superseded  al- 
most all  others....”*  More  than  a simple  vasoconstrictor,  nTz  is  a com- 
bination of  three  thoroughly  evaluated  ingredients. 

Oeo-Synephrine®  hydrochloride  0.5  per  cent— opens  engorged  nasal 
passages,  shrinks  sinus  ostia  and  provides  proper  breathing  and 
drainage  space. 

Ohenfadil®  hydrochloride  0.1  percent— provides  powerful  antiallergic 
action  to  check  rhinorrhea. 

©ephiran®  chloride  1:5000  (antibacterial  wetting  agent  and  preserv- 
ative)—promotes  spread  and  penetration  to  less  accessible  nasal 
areas. 

nTz  is  well  tolerated  by  the  delicate  respiratory  tissues.  In  several  hun- 
dred patients  treated  with  nTz,  there  were  “...no  deleterious  effects 
from... frequent  and  prolonged  use."* 

nTz  Nasal  Spray  is  also  useful  in  vasomotor  (allergic)  rhinitis  and  sinus- 
itis. It  is  best  used  twice  within  five  minutes.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with 
dropper. 

•Levin,  S.  J.:  Pedlat.  Clin.  North  America  1:975,  Nov.,  1954. 

wTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiamlne) 
and  Zephiran  chloride  (brand  of  benzalkonium  chloride,  refined),  trademarks  reg. 
U.S.  Pat.  Off. 

WINTHROP  LABORATORIES,  NEW  YORK  18,  N.Y. 
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Cleanliness  is  more  than  a virtue  at  Lilly; 
it  is  a routine.  It  starts  with  vacuum- 
cleaning the  drums  filled  with  raw  mate- 
rial even  before  they  enter  a Lilly  ware- 
house. It  is  the  first  of  an  endless  list  of 


rules  that  have  become  a way  of  life 
for  Lilly  employees.  Although  meticulous 
housekeeping  has  little  to  do  with  tech- 
nical know-how,  it  adds  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U,S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


AUTHORSHIP  OF  EDITORIALS 

Recent  communications  from  members  of 
the  state  association  indicate  that  some  still 
do  not  know  who  writes  the  editorials  print- 
ed in  our  Journal.  The  authorship  has  been 
stated  in  the  editorial  section  from  time  to 
time,  but  let  us  say  it  again.  All  unsigned 
editorials  are  ivritten  by  the  Editor.  Others 
are  either  signed  or  initialed  by  their  writ- 
ers. 


CONTENT  OF  EDITORIALS 

Opinions  stated  in  the  editorials  in  our 
Journal  are  those  of  their  writers.  These 
opinions  do  not  necessarily  reflect  the  stated 
policy  of  the  Nebraska  State  Medical  Asso- 
ciation, and  they  well  may  deal  with  sub- 
jects upon  which  the  association  has  not  ex- 
pressed an  opinion  or  formed  a policy.  If 
they  only  parroted  what  others  think,  they 
would  cease  to  be  editorials. 

Should  there  be  a difference  in  thinking 
expressed  in  an  editorial  from  that  of  other 
members  of  the  association  or  even  from 
that  of  the  association  as  a whole  as  deter- 
mined in  the  House  of  Delegates,  this  ex- 
pression should  not  be  condemned.  After 
all,  we  have  not  come  to  the  point  of  regi- 
mented thinking,  and  the  expression  of  a 
minority  or  an  individual  opinion  should 
not  be  considered  a misdemeanor ; it  may  be 
only  the  voice  of  a loyal  minority. 

Our  editorial  pages  are  not  a monopoly 
of  the  editor.  All  others  who  have  ex- 
pressed a desire  to  do  so  have  furnished  edi- 
torials, and,  from  time  to  time,  a member  has 
responded  to  an  invitation  to  write  an  edi- 
torial. 

All  these  items,  both  in  this  and  the  im- 
mediately preceding  editorial,  have  been  said 
again  and  again,  in  one  way  or  another,  but 
it  seems  necessary  to  repeat  them  from  time 
to  time  in  order  that  all  may  understand. 


FROM  ALASKA: 

FOUR  GOOD  QUESTIONS 

Elizabeth  A.  Tower,  MD,  managing  edi- 
tor of  Alaska  Medicine,  authored  an  editorial 
in  the  September,  1962,  issue  of  that  journal, 
entitled  “The  Fifth  Annual  Heart  Clinic.” 
In  this  editorial  she  relates  the  excellent  re- 


sults they  had  enjoyed  by  an  association  with 
a four-man  team  from  Stanford  University 
and  the  Presbyterian  Medical  Center  in  San 
Francisco. 

Now,  she  fears  “this  may  be  the  last  heart 
clinic,”  because  the  Crippled  Children’s 
Service  of  the  Maternal  and  Child  Health 
Division  has  shifted  the  regional  heart  center 
for  Alaska  from  California  to  Washington 
(state).  It  seemed  impossible  to  find  out, 
she  complained,  why  the  funds  were  not  al- 
located directly  to  Alaska.  She  says  the 
details  “remain  obscured  in  a mass  of  red 
tape.” 

Whatever  the  details  may  be,  this  seems 
to  be  another  instance  where  Washington 
(D.C.),  holding  the  purse  strings,  does  as  it 
pleases.  All  of  this  leads  Dr.  Tower  to  ask 
the  following  four  questions: 

What  is  the  function  of  government?  Is  it 
to  hold  individuals  in  dependency  upon  it  or 
to  aid  them  in  becoming  self-sufficient  ? 
Should  government  provide  health  services  for 
all  people  or  should  it  stimulate  and  educate 
people  to  provide  necessary  health  services 
for  themselves  and  for  those  for  whom  they 
are  responsible  ? 

Who  is  responsible?  Is  a personal  rela- 
tionship and  an  implied  contract  a requisite 
for  responsibility  in  its  fullest  sense?  Under 
a governmental  program,  is  everyone  respon- 
sible for  everyone  else  or  is  no  one  truly  respon- 
sible for  anyone? 

Who  should  benefit?  Should  ‘need’  be  a 
factor  in  determining  the  beneficaries  of  gov- 
ernmental funds  or  should  all  health  services 
be  provided  to  everyone  regardless  of  need  ? 
Is  there  justification  for  broad  groups  such 
as  merchant  seamen,  veterans,  and  American 
Indians  receiving  total  government  care  and 
in  the  long  run  have  they  benefitted  by  it  ? 
Who  should  be  responsible  for  assuming  care 
of  the  chronically  handicapped  and  medically 
indigent? 

Are  we  consistent?  Can  private  physicians 
and  voluntary  health  agencies  retain  autonomy 
while  accepting  governmental  subsidies  both 
overt  and  hidden?  Are  we  in  danger  of  ‘sell- 
ing our  birthright  for  a mess  of  potage?’ 

Now,  these  questions  are  very  important 
and  deserve  most  careful  attention  by  each 
one  of  us,  but  they  do  not  seem  to  have  a 
broad  application  to  the  subject  exposed 
in  the  editorial : a complaint  that  the  Alaska 
medical  fraternity  is  being  deprived  of  a 
by-no-means  “hidden”  governmental  sub- 
sidy. 
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This  is  probably  an  example,  either  of 
failure  to  recognize  the  funds  for  which  she 
cries  as  a “governmental  subsidy,”  or  of  the 
common  excuse  that  “eveiybody  else  is  do- 
ing it,  why  shouldn’t  we.”  This  fits  into 
her  fourth  question  like  a hand  into  a glove. 

The  doctor  has  already  admitted  that  the 
society  could  carry  on  without  the  govern- 
ment’s handout.  How  much  better  and 
cheaper  this  would  be!  Governmental  sub- 
sidies hand  out  the  taxpayer’s  money.  All 
government  handouts  are  taxpayer’s  money, 
as  the  Federal  Government  has  no  money 
of  its  own;  a five-dollar  bill  sent  to  Wash- 
ington has  a habit  of  returning  with  George 
Washington’s  picture  on  it  — a one-dollar 
bill. 

This  is  not  a criticism  of  the  writer  or 
her  editorial,  but  of  a waj'  of  thinking  — 
thinking  somewhat  inked  over  by  gradual 
brain-washing. 


“WE  HAVE  GOT  THE  HOSPITALS  . . 

Aneurin  B e v a n,  British  Minister  of 
Health  in  1950,  is  said  to  have  answered 
the  question  of  how  he  intended  to  get  con- 
trol of  the  medical  profession,  as  follows : 
“We  have  got  the  hospitals,  and  that  means 
we  will  control  the  doctors.  They  can’t  prac- 
tice without  places  to  practice.” 

Bevan’s  answer  was  highly  significant.  It 
foretold  the  future  of  the  profession  in 
England  with  considerable  accuracy,  and  we 
all  are  aware  of  the  sad  state  of  affairs  in 
the  medical  profession  resulting  from  that 
situation  in  that  country. 

Our  own  American  profession  well  can 
learn  the  lesson  from  Bevan’s  statement.  It 
is  but  little  more  important  to  maintain  the 
freedom  of  the  medical  profession  than  to 
insist  on  the  freedom  of  our  hospitals  from 
the  shackles  of  government  control,  and  the 
hobbling  of  the  pharmaceutical  industry  by 
unduly  restrictive  legislation.  In  fact,  all 
must  be  free  or  all  will  be  subjected  to  col- 
lectivism. 

We  should  be  as  watchful  for  any  signifi- 
cant signs  of  surrender  to  government  pres- 
sures on  the  part  of  the  American  Hospital 
Association  and  the  Pharmaceutical  Manu- 
facturers Association,  as  we  are  for  the 
safety  of  our  own  freedom;  and  we  should 
fight  as  hard  for  their  freedom  as  we  do  for 
our  own. 


G’s  and  g’s 

It  has  become  commonplace  to  watch  with 
a high  degree  of  disinterest,  illustration  on 
the  television  screen  intended  to  show  the 
public  what  marvelous  effects  are  to  be  had 
by  the  use  of  this  or  that  tooth  paste,  or 
mouth  wash.  The  anatomical  areas  are 
roughly  depicted,  and  we  mean  roughly, 
and  the  horrible  death  of  the  bacteria  is 
visible  right  before  the  viewer’s  eyes.  Of 
course,  part  of  the  hoped  for  effect  is  to 
show  the  common  man  what  swarms  of  dirty 
little  bacterial  invaders  he  is  carrying 
about  in  his  mouth  and  throat,  and  make 
him  decide  that  their  death  is  to  be  sought 
by  any  reasonable  means.  The  product  be- 
ing advertised,  of  course,  sticks  in  his  mind, 
and  he  is  likely  to  remember  it  when  he  goes 
to  buy  something  over  the  counter,  at  the 
drug  store  or  even  the  grocery  store. 

It  was  somewhat  of  a shock,  however, 
when  the  same  technique  was  observed  on 
T^"  by  an  old,  more  or  less  respected  phar- 
maceutical concern.  In  this  instance,  the 
only  difference  was  that  the  germs  are 
motile  and  are  represented  by  large  G’s  and 
small  g’s.  We  presume  the  difference  in 
size  has  some  hidden  meaning,  but  we  fail  to 
perceive  what.  The  G’s  and  g’s  are  bobbing 
about  like  letters  in  alphabet  soup,  pre- 
sumably in  the  secretions  of  the  mouth  and 
throat,  and  the  application  of  the  product 
immediately  cuts  the  number  of  G’s  and  g’s 
down  remarkably.  It  is  said  to  depress  the 
number  “much  longer.”  — And  we  have 
been  disturbed  by  the  misrepresentation  of 
the  doctor  by  anyone  wearing  a white  coat 
and  carrying  a stethoscope! 


News  and  Views 

United  Mine  Workers’  Hospitals  in  the  Red — 

After  six  years  of  operation  of  a chain 
of  hospitals  in  the  coal-mining  district  in 
Kentucky,  Virginia,  and  West  Virginia,  four 
of  the  ten  hospitals  are  in  the  red.  The 
union  is  now  trying  to  dispose  of  these  to 
the  communities  in  which  they  are  located. 
They  hope  to  keep  the  others  solvent  by 
concentrating  the  patients  from  the  area  in 
them  and  perhaps  shipping  patients  from 
more  distant  areas. 

These  hospitals  were  built  at  an  outlay 
of  some  $30  million  and  were  prepared  to 
offer  1,000  beds.  Their  building  and  their 
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management  formed  a controversial  prob- 
lem at  one  time.  There  were  medical  lead- 
ers who  resisted  the  plan.  The  overall  di- 
rector, Dr.  Draper,  was  vitriolic  in  charges 
against  private  practitioners,  charging  them 
with  widespread  abuses  in  the  treatment  of 
miners.  Eventually,  the  AMA,  who  had  co- 
operated in  the  plan  withdrew  its  support 
and  questioned  the  “right  or  ability  of  one 
individual  and  his  subordinates  to  determine 
arbitrarily  who  is  qualified  to  provide  med- 
ical care.” 

The  failure  of  some  of  these  hospitals  and 
perhaps  of  more  in  the  future  lies  in  the 
great  slump  in  the  industry,  due  to  com- 
peting fuels  and  automation.  The  great 
slump  in  the  work-force  and  in  the  royalty 
payments  left  the  hospitals  in  a bad  way, 
with  no  assured  future. 


School  Children  Lack  Protection 
Against  TB — 

The  nation’s  school  children  are  receiving 
far  from  uniform  protection  against  tuber- 
culosis, despite  the  availability  of  “effective 
eradication  procedures,”  a survey  by  the 
American  School  Health  Association  dis- 
closes. 

Only  nine  states  provide  their  school  chil- 
dren with  tuberculosis  screening  programs 
which  fully  meet  the  Association’s  standards. 
They  are  Arkansas,  Georgia,  Illinois,  Iowa, 
Kansas,  Minnesota,  Missouri,  Montana,  and 
North  Dakota. 

Nearly  250  children  under  14  years  of  age 
were  killed  by  tuberculosis  and  several  thou- 
sand additionally  were  disabled  by  the  dis- 
ease in  the  United  States  last  year.  Dr.  J. 
Arthur  Myers,  chairman  of  the  tuberculosis 
committee,  says. 


Control  of  Over-LTtilization — 

Most  doctors  agree  that  broad  workable 
insurance,  available  to  patients  at  a cost 
all  can  afford,  is  a necessary  part  of  the 
prevention  of  the  socialization  of  medical 
practice.  An  editorial  in  the  Texas  State 
Journal  of  Medicine  emphasizes  the  neces- 
sity to  stop  any  abuse  of  hospitalization  in- 
surance if  this  type  of  insurance  is  to  con- 
tinue to  be  available  and  effective. 


Insurance  costs  are  rising,  and  one  factor 
in  the  increasing  cost  is  over-utilization  of 
the  insurance  which  more  bluntly  can  be 
stated  to  be  an  abuse  of  the  insurance. 

Increasing  cost  may  result  from  the  prac- 
tice of  admitting  a patient  for  a diagnostic 
work-up  because  he  has  an  insurance  policy, 
and  then  trying  to  justify  this  admission 
to  the  insurance  company.  If  a patient  is 
kept  in  the  hospital  longer  than  necessary, 
for  the  convenience  of  the  family  and  be- 
cause insurance  is  available,  this  is  an  abuse 
of  the  insurance  policy  which  must  result 
in  higher  rates.  Similarly,  unnecessary 
tests  or  procedures,  or  increasing  fees  when 
the  patient  is  known  to  have  coverage  will 
also  increase  costs. 

Many  thoughtful  physicians  have  devoted 
study  to  the  selection  of  the  best  organiza- 
tional mechanism  for  the  prevention  and 
control  of  these  abuses.  Among  the  possi- 
bilities noted  but  not  favored  is  the  use  of 
the  public  grievance  committee.  The  griev- 
ance committee  is  not  an  ideal  mechanism 
because  it  only  covers  the  matters  of  ex- 
cessive charges  or  the  dissatisfaction  of  the 
involved  parties.  With  several  of  the  types 
of  abuse,  both  the  patient  and  the  doctor 
are  happy  with  the  situation  and  unlikely 
to  desire  the  intervention  of  a grievance  com- 
mittee. 

More  strongly  recommended  is  the  provi- 
sion of  a review  committee  to  prevent  abuses. 
It  is  assumed  that  if  doctors  know  that  their 
patient’s  charts  are  going  to  be  reviewed 
for  possible  abuse  in  hospitalization  insur- 
ance matters,  they  will  cooperate  with  both 
the  intent  and  purpose  of  insurance.  The 
success  of  tissue  review  committees  in  re- 
ducing unnecessary  surgery  is  noted  as  a 
precedent. 

Review  committees  are  made  up  of  fellow 
doctors.  They  devote  most  of  their  atten- 
tion to  the  short-stay  case,  and  to  the  long- 
stay  case,  and  to  spot-check  other  charts. 
Any  question  of  excessive  charges  should  be 
adjudicated  by  the  usual  grievance  commit- 
tee procedure.  Where  tried,  review  com- 
mittees have  proven  their  worth  and  their 
effectiveness  with  the  control  of  any  small 
group  who  may  abuse  privilege  to  the  detri- 
ment of  all.  The  need  for  this  review  is  ur- 
gent since  all  must  learn  to  use  rather  than 
to  abuse  insurance. 
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Comments  From 
Your  President 


Your  State  Medical  Association  was  well 
represented  by  your  delegates  and  officers 
at  the  Mid-Winter  Session  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion, held  in  conjunction  with  the  16th  Clin- 
ical Meeting  of  the  Association  in  Los  An- 
geles, November  25-28.  A symposium  on 
Kerr-Mills  in  action,  as  well  as  the  AMPAC 
session  on  post-election  evaluation,  and  plan- 
ning for  the  future  were  well  attended.  Our 
Senator  Carl  Curtis  was  the  keynote  speak- 
er at  the  all  day  Sunday  session  on  “Kerr- 
Mills  in  Action  1962.”  His  address  on  “The 
Voluntary  Way  — The  American  Way,” 
was  a very  inspiring  send  off  for  the  entire 
meeting  and  we  Nebraskans  felt  justly 
proud. 

Doctor  George  M.  Fister,  President  of  the 
American  Medical  Association,  in  his  re- 
marks to  the  House  of  Delegates,  reiterated 
many  of  the  achievements  of  American 
Medicine  under  our  competitive  enterprise 
system  and  warned  that  we  continue  to  face 
an  extremely  critical  period.  Medicine  has 
brought  to  this  nation  the  world’s  foremost 
record  in  medical  care  and  progress,  and  we 
must  not  trade  our  present  system  for  one 
that  is  alien  to  our  traditions.  This  achieve- 
ment is  not  unrelated  to  freedom.  Each  of 
us  must  understand  the  basic  issue  in  this 
struggle.  We  cannot  give  ground  on  basic 
principles.  People  must  know  the  true  story 
of  medicine  today  — the  truth  is  our  best  — 
weapon!  Each  of  us  must  assume  his  re- 
sponsibility in  helping  to  keep  the  public 
informed.  Twenty-eight  states  or  territories 
now  have  programs  of  medical  assistance  to 
the  aged,  and,  in  addition,  four  states  have 
secured  the  necessary  legislation.  Only 
eight  states  have  not  acted  to  implement  the 
Kerr-Mills  1 a w.  Nebraska  is  currently 
working  on  such  legislation. 


We  in  the  medical  profession  must  help 
determine  the  means  of  easing  the  burden 
of  catastrophic  illness,  particularly  for  those 
elderly  citizens  unable  to  obtain  or  afford 
prepayment  or  insurance  coverage  or  whose 
coverage  is  inadequate.  Such  aid  should  be 
based  upon  the  individual  applicant’s  need 
and  his  ability  to  pay  and  should  provide 
only  the  costs  of  those  services  which  are 
beyond  the  individual’s  means,  rather  than 
all  treatment  costs.  We  hope  to  foiTnulate 
and  initiate  an  effective  health  program  with 
proper  medical  advice  and  control. 

AMPAC,  in  its  first  political  year,  made 
an  excellent  record  and  turned  out  to  be  the 
biggest  news  in  the  American  political  or- 
ganization in  1962.  Its  record  has  encour- 
aged the  formation  of  political  action  com- 
mittees by  other  business  and  professional 
groups.  We  must  start  now  to  help  select 
and  lay  the  ground  work  for  aspiring  politi- 
cal candidates.  Your  support  of  AMPAC 
has,  and  will  continue  to  pay  big  dividends. 
It  is  indeed  a small  price  to  pay  for  the 
preservation  of  the  private  practice  of  medi- 
cine. 

0.  A.  KOSTAL,  MD, 

President. 
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ARTICLES 


_a 

The 


Painful  Hip* 

PAIN  about  the  hip  and  a pain- 
ful limp  may  be  caused  by: 
(1)  changes  within  the  hip  joint 
itself;  (2)  changes  within  the  neighboring 
structures;  (3)  may  be  confused  with  pain 
referred  from  the  low  back;  and  (4)  arterial 
insufficiency. 

Anatomy  of  Hip  Joint 

The  present  discussion  will  be  limited  to 
pain  produced  by  changes  within  the  hip 
joint  itself.  Before  discussing  abnormal 
changes  that  occur  within  the  joint,  I feel 
it  is  well  to  review  some  of  the  normal  struc- 
tures. Gray’s  Anatomy  describes  the  hip 
joint  as:  “An  enarthrodial  or  ball  and  socket 
joint  formed  by  the  reception  of  the  head 
of  the  femur  into  the  cup-shaped  cavity  of 
the  acetabulum.  The  articular  cartilage  on 
the  head  of  the  femur,  thicker  at  the  center 
than  at  the  circumference,  covers  the  entire 
surface  with  the  exception  of  the  fovea  ca- 
pitis femoris,  to  which  the  ligamentum 
teres  is  attached;  that  on  the  acetabulum 
forms  an  incomplete  marginal  ring,  the 
lunate  surface.  Within  the  lunate  surface 
there  is  a circular  depression  devoid  of  car- 
tilage, occupied  in  the  fresh  state  by  a mass 
of  fat,  covered  by  synovial  membrane.” 

I want  to  emphasize  that  the  head  of  the 
femur  is  completely  covered  with  articular 
cartilage  with  the  exception  of  that  portion 
occupied  by  the  fovea ; but  on  the  acetabular 
surface  there  is  a horseshoe  shaped  area  of 
articular  cartilage  that  forms  the  weight 
bearing  surface  of  the  acetabulum ; and  that 
an  area  composed  of  the  center  and  inferior 
portions  of  the  acetabulum  is  not  covered 
by  articular  cartilage.  Through  this  open- 
ing pass  the  ligamentum  teres  and  its  ac- 
companying blood  vessels  and  nerves.  This 
defect  is  bridged  by  the  transverse  acetab- 
ular ligament. 

The  articular  capsule  is  a strong,  dense 
structure  which  attaches  above  the  acetab- 
ular rim,  completely  around  the  acetabulum 
and  to  the  femur  in  front  along  the  inter- 
trochanteric line  but  posteriorly  is  reflected 
off  the  posterior  surface  of  the  femoral  neck 
closer  to  the  head.  The  capsule  is  reenforced 
by  three  accessory  ligaments  which  are  the 
iliofemoral,  the  pubocapsular  and  the  ischio- 
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capsular.  These  ligaments  are  all  tight  in 
extension  and  relaxed  in  flexion,  extension 
therefore  being  the  most  stable  position.  It 
is  easy  to  see  that  should  something  occur  to 
alter  the  configuration  of  the  hip  joint  itself 
or  to  prevent  normal  function  of  the  liga- 
ments, there  would  be  limitation  of  exten- 
sion. The  joint  is  held  together  not  only 
by  the  muscles  and  supporting  ligaments, 
but  also  by  the  configuration  of  the  joint 
itself  and,  with  the  synovial  fluid  seal  intact, 
by  the  action  of  atmospheric  pressure. 

Arterial  circulation  to  the  hip  is  supplied 
by: 

(1)  A vessel  that  accompanies  the  liga- 
mentum teres  into  the  fovea  capitis  femoris. 
This  vessel  usually  arises  from  the  obtura- 
tor, although  it  may  come  from  one  of  the 
branches  of  the  femoral  artery.  (2)  The 
lateral  circumflex  femoral  artery,  usually 
arising  from  the  profunda  femoral  artery, 
and  supplying  the  anterior  portion  of  the 
capsule  in  the  intertrochanteric  area  and  a 
portion  of  the  anterior  part  of  the  neck  of 
the  femur.  There  is  an  anastomotic  branch 
to  the  medial  femoral  circumflex  artery  as 
well  as  to  the  superior  gluteal  artery.  (3) 
The  medial  femoral  circumflex  vessel  which 
also  usually  arises  from  the  deep  femoral  ar- 
tery and  supplies  the  posterior  portion  of  the 
capsule.  Several  branches  penetrate  the  cap- 
sule and  course  in  a retinaculum  to  supply 
the  posterior  superior  aspect  of  the  neck  and 
of  the  head  of  the  femur.  (4)  There  is,  in 
addition,  some  anastomosis  from  the  in- 
ferior gluteal  vessels  and  the  first  perforat- 
ing artery.  In  the  adult,  some  supply  may 
come  from  the  nutrient  artery  by  way  of  the 
medullary  canal,  but  in  old  age  the  neck  of 
the  femur  is  essentially  a hollow  tube  and 
very  little  circulation  could  take  place  by 
this  route.  The  main  blood  supply  to  the 
head  of  the  femur  itself  comes  from  the 
medial  femoral  circumflex  and  from  the  ves- 
sel in  the  ligamentum  teres. 

According  to  Wertheimer,'^  innervation  to 

♦Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  Session,  November,  1961. 
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the  anterior  aspect  of  the  hip  joint  in  fifty 
anatomical  dissections  was  supplied  by  the 
accessory  obturator  in  one  case;  in  the  re- 
maining forty-nine  specimens,  the  articular 
branches  took  origin  from  the  trunk  of  the 
obturator  nerve  in  71.64  per  cent  of  the 
cases,  from  the  posterior  branch  in  25.37 
per  cent,  and  from  the  anterior  branch  in 
2.98  per  cent.  In  none  of  his  dissections  did 
he  find  a branch  from  the  femoral  nerve 
supplying  the  articular  capsule.  However, 
in  twenty-three  special  preparations  to  fol- 
low this  nerve,  seventeen  gave  off  a twig 
to  the  neighboring  blood  vessels ; in  four  oth- 
ers there  was  a nerve  to  the  muscle  or  to  the 
periosteum  of  the  pubis.  Wertheimer  fur- 
ther found,  in  the  dissection  of  fifty-three 
specimens,  that  the  nerve  supply  to  the  pos- 
terior capsule  of  the  hip  joint  in  all  of  the 
dissections  came  from  the  nerve  to  the 
quadratus  femoris  muscle.  In  two  cases 
there  was  an  additional  direct  articular 
branch  from  the  sciatic  nerve.  “The  nerve 
to  the  quadratus  femoris  and  the  gemellus 
inferior  supplies  not  only  these  two  muscles 
but  also  supplies  the  articular  capsule  and 
occasionally  the  gemellus  superior.  For  this 
reason  it  would  be  more  appropriate  to 
name  it  Nervus  Musculo- Articularis  of  the 
Sacral  Plexus.”  This  nerve  originated  from 
the  sacral  plexus  in  69.8  per  cent,  from  the 
proximus  segment  of  the  sciatic  nerve  in 
24.5  per  cent,  and  from  the  tibial  part  of  the 
sciatic  nerve,  when  the  latter  presented  a 
high  division  in  5.6  per  cent  of  the  dissec- 
tions. 

Pathologic  Changes  As  Related  to 
Structure  and  Function 

I would  like  to  refer  back  now  to  the 
peculiar  arrangement  of  the  weight  bearing 
portion  of  the  acetabulum  which  we  said 
was  a crescent  or  horseshoe  shaped  area  in 
the  acetabulum  into  which  the  head  of  the 
femur  fits.  Because  of  this  arrangement, 
weight  bearing  upon  the  head  does  not  in- 
volve the  entire  circumference  of  the  head 
but  is  limited  to  a small  portion.  Conse- 
quently, there  develops  a special  arrange- 
ment of  the  bony  trabeculae  in  the  head  and 
neck  of  the  femur  to  strengthen  this  area. 
It  would  appear  that  the  normal  hip  is  su- 
perbly constructed  to  serve  as  a movable, 
weight  bearing  joint.  This  joint,  however, 
is  very  finely  made  and  does  not  admit  of 
very  much  alteration  in  the  size  and  shape 
of  either  component  of  the  joint  before  in- 
congruity develops  which  is  either  followed 


by  or  is  associated  with  degenerative 
changes  within  the  joint  itself.  The  etiology 
of  degenerative  arthritis  of  the  hip  may 
then  be  grouped  into  (1)  known  causes,  and 
(2)  unknown  or  idiopathic  causes. 

Into  the  known  causes  will  fall  that  group 
of  circumstances  which  in  one  way  or  an- 
other have  altered  the  configuration  of  one 
element  of  the  joint  surface,  so  that  the 
close  and  smooth  fit  is  distorted.  Such  con- 
ditions that  may  be  grouped  into  the  known 
causes  of  degenerative  changes  would  be: 
developmental  defects,  damage  to  the  articu- 
lar surface  from  inflammatory  conditions 
such  as,  infection  or  rheumatoid  arthritis, 
fractures  or  dislocations  about  the  hip 
which  will  damage  the  articular  surface  or 
the  subchondral  bone,  repeated  and  pro- 
longed hemorrhage  into  the  joint  as  is  seen 
in  hemophilia,  alteration  in  circulation  to 
the  head  as  seen  in  sickle  cell  anemia  and 
some  other  blood  dyscrasia,  osteochondritis 
dissecans,  distortion  of  the  size  and  shape 
of  one  component  of  the  joint  as  seen  in 
Paget’s  disease  and  acromegalia.  While  in 
the  idiopathic  or  unknown  group  we  find 
degenerative  changes  occurring  in  an  other- 
wise normal  hip,  unless  we  wish  to  ascribe 
the  cause  to  disuse  as  suggested  by  Harrison, 
et  al.^ 

Regardless  of  the  cause,  the  early  change 
that  leads  to  a production  of  the  full  blown 
advanced  degenerative  arthritis  of  the  hip 
is  alteration  of  the  articular  cartilage.  As 
a result  of  post  mortem  study  of  a group  of 
femoral  heads  from  the  idiopathic  group, 
Harrison,  Schajowicz  and  Trueta^  state: 
“Without  exception  in  our  material  the  ini- 
tiation of  the  osteoarthritic  process  took 
place  in  the  articular  cartilage.  If  the  dis- 
ease progresses,  this  initial  stage  is  followed 
by  osteophyte  formation,  flattening  of  the 
femoral  head,  eburnation,  necrosis,  sclerosis, 
cyst  formation  and  the  extrusion  of  the 
head.” 

They  describe  the  changes  in  the  articu- 
lar cartilage  as,  “The  earliest  macroscopic 
change  in  the  cartilage  is  the  replacement 
of  its  normal  smooth  shiny  surface  by  an 
irregular  one  which  feels  softer  than  normal 
when  pressed  upon  by  probe.  As  the  car- 
tilage becomes  further  altered,  its  surface 
continuity  is  lost,  and  it  presents  a fila- 
mentous appearance.  Fragments  of  carti- 
lage become  separated  and  lie  free  in  the 
joint  cavity.  Microscopically  an  early  car- 
tilage lesion  consists  of  changes  in  the  non- 
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calcified  part  of  the  cartilage  which  result 
in  the  condition  known  as  fibrillation.  His- 
tochemically  these  changes  are  seen  to  be 
accompanied  by  a reduction  in  metachro- 
masia  of  the  cartilage.” 

In  those  circumstances  in  which  there  is  a 
defect  or  deformity  of  the  head  or  the  acet- 
abulum as  the  result  of  some  pre-existing 
condition,  there  is  not  only  alteration  in  the 
weight  bearing  area,  but  there  is  also  re- 
striction of  motion.  It  appears  that  for  ar- 
ticular cartilage  to  remain  in  a healthy 
state,  there  must  be  motion  and  intermittent 
compressing  forces.  Much  of  the  articular 
cartilage  obtains  its  nutrition  from  the 
synovial  fluid.  Exercise  increases  the 
amount  of  synovial  fluid,  and  it  would  ap- 
pear that  this  is  important  in  the  proper 
nutrition  of  the  articular  cartilage ; and 
also,  in  addition  to  nutrition,  the  synovial 
fluid  serves  to  restrict  and  limit  friction. 
Where  there  is  restriction  or  limitation  of 
motion,  there  is  undoubtedly  some  decrease 
in  the  amount  of  joint  fluid  and  there  is  also 
perhaps  some  loss  of  protection  against  fric- 
tion. It  has  been  shown,  however,  that 
there  are  blood  vessels  that  penetrate  into 
the  calcified  portion  of  the  articular  carti- 
lage from  the  subchondral  bone  and  undoubt- 
edly these  play  an  important  part  in  nutri- 
tion. Evans,  Eggers,  Butler,  and  BlumeB 
have  shown  that  immobilization  plus  the 
pressure  of  weight  bearing  results  in  thin- 
ning and  destruction  of  the  articular  carti- 
lage in  the  weight  bearing  portion,  plus  al- 
terations in  the  subchondral  area  with  in- 
creased vascularity,  invasion  of  the  calcified 
cartilage  with  blood  vessels,  and  on  the  area 
of  this  increased  circulation  the  production 
of  juxta-articular  cysts.  Such  a change  con- 
ceivably could  further  produce  limitation  of 
motion. 

We  said  earlier  that  all  ligaments  about 
the  hip  were  taut  in  full  extension  but  that 
they  were  relaxed  in  all  degrees  of  flexion. 
Anything  then  that  produces  interference 
with  normal  motion  or  is  painful  tends  to 
let  the  hip  drop  into  flexion.  With  this  re- 
striction of  motion  there  is  contracture  of 
the  surrounding  muscles  and  connective  tis- 
sues with  a further  gradual  increase  in  the 
restriction  of  joint  motion.  It  does  not  seem 
too  difficult  to  understand  the  pathological 
changes  which  follow  alterations  of  the  nor- 
mal anatomy  of  the  joint.  What  then  of  the 
conditions  that  have  developed  in  an  ap- 
parently otherwise  normal  joint?  In  study- 
ing this  problem,  Harrison,  Schajowicz  and 


Trueta^  found  that  in  all  hip  joints  over 
the  age  of  fourteen,  examined  at  post-mor- 
tem, there  was  some  evidence  of  alterations 
of  the  articular  cartilage.  They  further  found 
that  this  alteration  began  in  the  inferior, 
non-weight-bearing  portion  of  the  cartilage 
of  the  head  of  the  femur.  That,  with  the 
thinning,  fibrillation,  and  erosion  of  the  ar- 
ticular cartilage  in  this  area,  hyperemia  de- 
veloped in  the  subchrondral  bone  usually 
commencing  at  the  junction  of  cartilage  and 
soft  tissue  and  that  hyperemia  was  followed 
by  new  bone  formation  which  developed  in 
the  form  of  osteophytes.  The  osteophytes 
tended  to  enlarge  the  head  and  to  push  it  out 
of  joint.  In  every  instance,  however,  the 
articular  cartilage  on  the  weight  bearing 
surfaces  was  preserved  in  a liealthy  state 
for  a much  longer  period  of  time  than  that 
elsewhere  on  the  head  of  the  femur.  As  the 
hyperemia  spread  to  all  parts  of  the  head, 
there  was  gradual  weakening  of  the  bone  in 
the  weight  bearing  area  so  that  this  tended 
to  collapse,  in  their  opinion,  by  multiple 
trabecular  fractures;  and  as  the  process 
continued  there  was  gradual  wearing  away 
of  the  articular  cartilage,  even  over  the 
weight  bearing  portion  of  the  bone.  How- 
ever, in  this  area  in  which  the  articular 
cartilage  is  lost  there  is  usually  a smooth, 
ebu  mated  area  of  bone  so  long  as  motion 
even  to  a small  degree,  has  been  maintained. 
Regardless  of  the  etiology  of  the  degenera- 
tive changes,  in  all  probability  the  patho- 
logical process  is  the  same,  and  when  one 
looks  at  the  X ray  or  examines  a hip  in  the 
advanced  stages,  it  is  impossible  to  state 
what  predisposing  factors  may  have  been  in- 
fluential in  its  development. 

Let  us  look  a little  further  at  the  articular 
hyaline  cartilage.  This  structure,  which  is 
thickest  in  areas  of  greatest  stress,  presents 
a smooth,  pale  blue,  glistening  surface,  has  a 
basal  calcified  layer  opposed  to  the  sub- 
chondral bone.  There  are  nutrient  vessels 
that  go  through  the  subchondral  bone  into 
the  calcified  cartilage  that  may  extend  for 
a considerable  distance  into  the  hyaline  area, 
so  that  undoubtedly  there  must  be  some 
mechanism  of  nutrition  from  these  vessels 
into  various  parts  of  the  cartilage.  In  addi- 
tion to  this,  a certain  amount  of  nutrition 
must  undoubtedly  take  place  through  the 
synovial  fluid.  It  has  been  repeatedly 
claimed  that  once  this  hyaline,  uncalcified 
area  of  the  articular  cartilage  is  damaged, 
it  has  no  power  of  regeneration,  and  that  the 
cut  in  the  hyaline  cartilage,  or  an  area  that 
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has  been  lost,  is  repaired  with  fibro-carti- 
lage.  Fibrocartilage  is  not  as  capable  of 
resisting  the  stresses  and  strains  of  joint 
motion  with  weight  bearing  as  is  the  normal 
hyaline  cartilage,  so  that  once  it  is  damaged 
even  though  it  is  repaired  with  fibrocaidi- 
lage  the  substance  and  its  functional  perfec- 
tion are  permanently  altered.  There  is,  how- 
ever, some  doubt  as  to  whether  or  not  this 
is  exactly  true.  There  is  some  evidence  to 
suggest  that  hyaline  cartilage  does  have  cer- 
tain properties  of  regeneration  provided 
that  the  circumstances  are  favorable.  In 
spite  of  this,  however,  in  every  instance  in 
which  damage  to  articular  cartilage  has  oc- 
curred, the  changes  that  are  then  set  up 
are  progressive  and,  in  time,  result  in  com- 
plete disorganization  of  the  joint  in  spite 
of  the  fact  that  the  range  of  motion  may  be 
very  slight  indeed.  Bony  ankylosis  does  not 
occur.  The  restriction  of  motion  may  be 
due  to  incongruity  of  the  opposing  surfaces 
and  fibrous  adhesions.  It  would  appear 
that  the  reason  that  this  condition  seems  to 
be  progressive  is  not  necessarily  because 
there  is  complete  failure  of  regeneration  of 
damaged  hyaline  cartilage,  or  that  the  re- 
parative process  of  replacement  of  this  car- 
tilge  by  fibrocartilage  is  completely  inade- 
quate, but  it  seems  to  be  based  upon  the  fact 
that  damage  to  the  articular  surface  not  only 
sets  up  an  inflammatoiy  reaction  in  the 
synovia  but  also  sets  up  an  inflammatory 
reaction  in  the  bone  itself ; this  reactive  hy- 
peremia produces  new  bone.  This  hyperemia 
not  only  produces  osteophytes  and  increases 
the  size  and  incongruity  of  the  head,  but 
also  weakens  the  bone,  and  I agree  with 
Trueta  who  states,  “What  is  so  damaging  in 
osteoarthritis  seems  to  be  not  the  degenera- 
tion of  the  cartilage  but  the  vigorous,  per- 
sistent attempt  at  repair,  an  attempt  which 
aggravates  the  already  disordered  function 
of  the  joint  not  only  by  osteophyte  formation 
but  by  the  hypervascularity  which  weakens 
the  structure  of  the  bone  beyond  the  point 
where  it  can  carry  its  increased  load.” 

If  these  things  be  true,  and  I believe  them 
to  be,  let  us  go  then  to  one  of  the  first  con- 
siderations of  this  condition  in  the  patient, 
that  is,  pain.  The  patient  seeks  medical  at- 
tention because  of  pain,  and  throughout  the 
entire  course  of  the  condition  pain,  not  de- 
formity or  restriction  of  motion,  is  the  up- 
permost in  the  patient’s  mind.  In  spite  of 
this,  not  all  patients  have  great  pain.  It  is 
impossible  to  look  at  an  X ray  and  tell  which 
patient  has  pain  and  which  does  not.  Some 


patients  with  advanced  degenerative  ar- 
thritis will  have  little  or  no  pain  while  oth- 
ers with  very  few  changes  as  demonstrated 
in  the  X ray  will  complain  bitterly  of  pain. 
Visualizing  the  anatomy  of  the  blood  vessel 
and  nerve  supply  to  the  region  of  the  hip,  it 
seems  logical  to  assume  that  inflammation 
in  the  synovia  and  capsule  secondary  to  the 
attachment  and  ingestion  of  small  bits  of 
cartilage  could  produce  pain.  In  the  some- 
what more  advanced  stage  of  the  disease,  in- 
creased vascularity  itself  may  be  a cause  of 
pain.  And  finally,  in  the  still  more  advanced 
state  when  the  bone  structure  has  been  weak- 
ened as  the  result  of  changes  in  the  circula- 
tion, pain  may  be  directly  produced  by  the 
stress  of  overload.  We  see,  in  other  areas  of 
the  body,  destruction  of  bone  with  increased 
circulation  which  is  often  painful,  as,  for  in- 
stance, Sudeck’s  atrophy.  We  also  see  that 
pain  is  produced  when  the  architecture  of  the 
bone  is  such  that  it  is  weakened  and  unable  to 
resist  the  stresses  and  strains  placed  upon 
it.  In  all  probability  this  is  the  most  likely 
explanation  of  the  pain  which  is  associated 
with  osteoporosis  of  the  spine.  It  would  ap- 
pear then  that  one  can  explain  on  anatomical 
and  pathological  bases  not  only  the  pain,  but 
also  the  progressive  deformity  that  occurs 
in  this  condition. 

Treatment 

What  then  of  treatment?  Ideally  this 
would  be  a regimen  that  would  correct  the 
limitation  of  motion,  restore  the  normal 
configuration  of  the  joint  surfaces,  and  re- 
store a normal  articular  cartilage,  as  well 
as  relieve  the  contracture  of  the  capsule  and 
surrounding  muscles.  Unfortunately,  at 
the  present  time  I know  of  no  mechanism  by 
which  this  ideal  may  be  achieved.  So,  in 
our  efforts  to  relieve  pain,  we  must  use 
various  substitutes  depending  upon  the  con- 
dition of  the  hip  and  the  general  condition 
of  the  patient,  as  well  as  the  patient’s  re- 
quirements. Regardless  of  the  stage  of  pro- 
gression of  the  degenerative  changes,  rest 
produces  relief  of  pain.  However,  rigid  im- 
mobilization produces  further  damage  to  the 
joint,  leading  to  destruction  of  articular 
cartilage  and  fibrosis.  Relief  from  weight 
bearing  with  active  exercises  would  seem  to 
be  ideal  treatment  for  that  hip  in  which 
the  degenerative  process  is  not  far  ad- 
vanced. One  would  anticipate  that  this  would 
relieve  the  pain,  that  the  exercise  would 
improve  the  nutrition  of  the  articular  car- 
tilage, would  prevent  or  delay  the  formation 
of  contractures,  and  allow  the  joint  to  repair 
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itself  to  the  extent  that  an  equilibrium  would 
be  reached.  Unfortunately,  few  people  are 
willing  to  remain  on  crutches  with  non- 
weight-bearing exercises  for  sufficiently 
long  periods  for  this  to  occur,  if  in  fact  it 
would  occur,  for  I am  not  aware  of  any  re- 
port of  long  time  follow-up  on  any  series  of 
cases  so  managed. 

Therefore,  in  most  instances,  we  tem- 
porize. In  the  very  acute  joint  the  patient 
is  put  to  bed  for  a few  days  of  rest  and 
inactivity  followed  by  the  use  of  a cane 
or  crutch  for  support.  This  together  with 
reduction  in  weight  and  prescribed  exercise 
may  be  enough  to  carry  the  patient  along 
for  a considerable  period  of  time  in  a fairly 
comfortable  condition.  Attempts  to  reduce 
the  obese  are  not  followed  with  outstanding 
results,  and  few  patients,  particularly  wom- 
en, will  use  a crutch  or  a cane  for  support. 
However,  a few  patients  have  been  able  to 
control  their  obesity,  to  use  non-weight-bear- 
ing exercises  and  a support,  and  have  re- 
mained reasonably  comfortable  for  long 
periods  of  time.  When  these  measures  are 
ineffectual  or  not  followed  by  the  patient, 
something  else  is  required.  Systemic  use  of 
steroids  is  absolutely  contra  - indicated  in 
that  it  does  not  in  any  way  benefit  the  local 
condition  in  the  hip,  does  not  control  the 
pain,  and  is  harmful  to  the  patient.  How- 
ever, local  injections  of  an  appropriate  ste- 
roid into  the  hip  joint  itself  may  be  very 
effective  in  relieving  the  pain.  When  this 
occurs,  it  is  my  feeling  it  is  in  those  pa- 
tients in  whom  the  pain  is  not  based  upon 
incompetency  of  the  bone  structure  itself, 
but  rather  upon  the  inflammatory  changes 
in  the  capsule.  At  times,  the  relief  of  pain 
from  a single  injection  may  last  from  six  to 
eight  months  and  in  some  old,  poor-risk  pa- 
tients it  has  been  possible  to  cany  them  for 
years  on  such  a regimen. 

The  physician  always  asks  himself,  “Does 
a local  injection  of  steroid  into  the  hip 
joint  do  any  harm?”  Besides  relieving  pain 
it  would  also  appear  that  this  reduces  the 
viscosity  of  the  joint  fluid.  If  the  hip  is  no 
longer  painful,  perhaps  there  is  added  dam- 
age to  continued  function  of  the  hip  in 
weight  bearing  and  the  reduction  of  the  vis- 
cosity of  the  joint  fluid  also  would  tend  to 
increase  the  friction  on  function.  The  re- 
duction of  the  viscosity  of  the  joint  fluid 
apparently  is  not  of  long  duration,  and  I 
have  not  had  an  occasion  to  see  rapidly  pro- 
gressive changes  as  demonstrated  in  the 
X ray  following  one  or  two  injections  in 


the  hip.  It  would  appear  that  injections  of 
steroids  repeated  at  regular  intervals  over  a 
period  of  time  might  have  a detrimental  ef- 
fect upon  the  remaining  articular  cartilage 
and  the  subchondral  bone. 

Conservative  treatment  then  means:  (1) 
To  lessen  the  load  on  the  hip.  This  can  be 
done  by  reduction  of  weight  and  by  increas- 
ing the  power  of  the  supporting  muscula- 
ture. (2)  To  try  to  prevent  deformity  or 
restore  normal  range  of  motion  where  there 
is  some  contracture,  and  this  can  be  done  by 
a regular  system  of  exercises  in  many  cases, 
provided  the  deformity  of  the  hip  is  not 
great.  (3)  To  restrict  the  weight  on  the 
hip  further  by  the  use  of  some  external  sup- 
port, such  as  a cane  or  crutch.  (4)  To  give 
the  patient  some  innocuous,  pain  killing 
drug,  such  as  aspirin  or  Darvon.  (5)  In 
certain  instances  to  combine  with  this  regi- 
men the  local  installation  of  steroids  within 
the  hip  joint  itself. 

When  these  measures  fail  to  give  the  pa- 
tient satisfactory  function  with  comfort, 
then  one  must  seek  some  type  of  surgical 
intervention.  Since  the  vast  majority  of 
patients  suffering  from  degenerative  ar- 
thritis of  the  hip  are  in  the  latter  years  of 
life,  the  ideal  surgical  procedure  would  be 
one  which  carries  with  it  a very  low  mor- 
tality, does  not  require  prolonged  bedrest  or 
confinement  to  bed  after  the  surgery,  does 
not  depend  upon  a long  and  drawn  out  sys- 
tem of  rehabilitation,  including  exercises, 
and  which  will  provide  the  patient  with  a 
stable,  painless  hip  with  a usable  range  of 
motion.  The  number  of  operative  proce- 
dures which  have  been  devised  and  recom- 
mended in  the  surgical  treatment  of  this 
condition  are  legion.  let  us  examine  a few 
of  them. 

Surgical  Procedures 

Denervation  of  the  hip.  It  would  appear 
that  an  operative  procedure  carried  out  to 
section  the  sensory  nerve  to  the  hip  would 
be  one  which  could  be  rapidly  and  easily  per- 
formed, would  not  be  a great  risk  to  the  pa- 
tient, would  not  require  prolonged  immobili- 
zation, nor  a postoperative  system  of  re- 
habilitation. However,  it  is  very  difficult 
to  determine  whether  the  pain  is  primarily 
of  the  anterior  part  or  the  posterior  part 
of  the  hip.  In  addition,  it  is  somewhat  more 
difficult  to  denervate  the  posterior  aspect 
of  the  hip,  as  the  nerve  is  not  easily  located 
by  surgical  exposure.  In  those  individuals 
whose  pain  is  deemed  to  be  primarily  in  the 
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anterior  part  of  the  hip,  it  would  appear 
that  to  be  successful  the  main  trunk  of  the 
obturator  nerve  should  be  divided.  Such  a 
procedure  may  give  relief  of  pain.  It  does 
paralyze  the  muscles  supplied  by  the  ob- 
turator nerve.  In  those  circumstanse  in 
which  there  is  a marked  adduction  contrac- 
ture this  may  be  of  some  benefit.  But  most 
patients  upon  whom  this  procedure  has  been 
carried  out  have  had  some  complaints  re- 
ferable to  difficulty  in  walking,  following 
the  procedure,  as  a result  of  muscle  weak- 
ness. In  addition  to  that,  in  our  hands,  only 
a very  small  percentage  of  patients  re- 
mained free  of  pain  for  a reasonable  period 
of  time.  For  these  reasons  denervation  has 
a very  limited  application  and  is  seldom 
practiced  at  present. 

In  certain  instances,  kelotomy  or  acetah- 
nloplasty  have  been  successful  in  relieving 
pain  for  a period  of  years.  However,  in  time 
the  bone  reforms,  nerves  regenerate,  and  the 
pain  returns. 

Many  patients  will  obtain  a stable  and  rea- 
sonably painless  hip  from  subtrochanteric 
osteotomy.  In  certain  instances,  following 
this  procedure,  there  seems  to  be  a marked 
improvement  in  the  X-ray  appearance  of 
the  hip  with  widening  of  the  joint  line 
which  would  suggest  that  there  has  been  re- 
generation of  articular  cartilage.  In  just 
what  way  the  changing  of  the  mechanics  is 
successful  in  bringing  about  relief  of  pain 
and  improvement  in  the  joint,  I am  at  this 
time  unable  to  say.  Subtrochanteric  oste- 
otomy is  a reasonably  simple  surgical  proce- 
dure. It  is  not  frought  with  undue  risk  to 
the  patient.  If  internal  fixation  is  used,  it 
does  not  require  prolonged  postoperative 
fixation  and  has  provided  a satisfactory  an- 
swer to  the  problem  in  many  patients. 

The  majority  of  the  remaining  rational 
operative  procedures  fall  into  either  a com- 
plete fusion  of  the  hip  or  some  type  of  ar- 
throplasty. Arthrodesis  of  the  hip  will  pro- 
duce a painless  stable  hip.  However,  I am 
opposed  to  arthrodesis  of  the  hip  in  the 
elderly  individual  and  in  particular  the 
elderly  female.  This  procedure  usually  re- 
quires a considerable  period  of  immobiliza- 
tion in  the  postoperative  period,  resulting 
in  more  or  less  restriction  of  knee  motion. 
The  stiff  hip  together  with  some  stiffness 


of  the  knee  makes  dressing  difficult,  and 
the  female  has  difficulty  in  using  the  toilet. 
Most  adult  patients  in  the  older  age  group 
do  not  adjust  to  a fused  hip  without  the  re- 
quirement of  some  type  of  external  support, 
either  crutch  or  cane.  Finally,  a fair  per- 
centage will  develop  low  back  pain  due  to 
the  extra  stress  placed  on  the  spine  in  swing- 
ing the  hip. 

Arthroplasty  is  an  attempt  to  reshape  the 
joint  and  to  prevent  bony  fibrous  tissue  for- 
mation to  the  extent  that  it  would  restrict 
a usable  range  of  joint  motion  to  provide  a 
stable,  relatively  painless  joint. 

From  the  earliest  beginnings,  down  to  the 
present  time,  efforts  to  achieve  these  re- 
sults have  been  centered  upon  interposing 
various  materials  between  the  reshaped  joint 
surfaces.  In  all  instances  they  are  a make- 
shift substitute  and  will  continue  to  be  so 
until  such  time  as  we  can  find  a way  to  re- 
place the  damaged  articular  cartilage  with 
a new  and  healthy  one,  and  at  the  same  time 
to  reverse  the  changes  in  the  capsule  and 
synovia,  and  overcome  the  weakness  and 
contractures  in  the  supporting  muscles.  At 
the  present  time  it  appears  that  arthroplasty 
performed  to  utilize  a metal  prosthesis  of 
the  intramedullary  type  provides  a result 
that  is  superior  to  other  varieties. 

References 

1.  Harrison,  M.  H.  M.;  Schajowicz,  F.,  and  Tru- 

eta,  J.:  Osteoarthritis  of  the  hip:  a study  of  the 

nature  and  evolution  of  the  disease.  J.  Bone  & Joint 
Surg.  35-B:598-626,  1953. 

2.  Roberts,  G.  C.  L. : The  role  of  capsular 

changes  in  osteoarthritis  of  the  hip  joint.  J.  Bone 
& Joint  Surg.  35-B:627-642,  1953. 

3.  Horwitz,  T.:  Bone  and  cartilage  debris  in  the 

synovial  membrane.  J.  Bone  & Joint  Surg.  30-A: 
579-588,  1948. 

4.  Evans,  E.  B.;  Eggers,  G.  W.  N.;  Butler,  J. 

K.,  and  Blumel,  J. : Experimental  immobilization 

and  remobilization  of  rat  knee  joints.  J.  Bone  & 
Joint  Surg.  42-A  :737-758,  I960. 

5.  Howe,  W.  W.;  Lacey,  II,  T.,  and  Schwartz, 

R.  P. : A study  of  the  gross  anatomy  of  the  ar- 

teries supplying  the  proximal  portion  of  the  femur 
and  the  acetabulum.  J.  Bone  & Joint  Surg.  32-A: 
856-866,  1950. 

6.  Rhaney,  K.,  and  Lamb,  D.  W.:  The  cysts 

of  osteoarthritis  of  the  hip:  a radiological  and 
pathological  study.  J.  Bone  & Joint  Surg.  37-B; 
663-675,  1955. 

7.  Wei’thmeier,  L.  G. : The  sensory  neiwes  of 

the  hip  joint.  J.  Bone  & Joint  Surg.  34-A:477- 
487,  1952. 


10 


Nebraska  S.  M.  J. 


Neural  Mechanisms 

SUBSERVING 

Sexual  Drive  and  Potency* 


I.  Introduction 

The  more  peripheral  neural  and 
distal  spinal  segmental  compon- 
ents of  the  apparatus  subserv- 
ing penile  erection,  ejaculation  and  super- 
vention of  the  dependent  state  include  af- 
ferent and  efferent  neurones  of  somatic 
(pudendal)  nerves  relater  to  the  S2,  3 and 
4 segments  of  the  spinal  cord;  parasympa- 
thetic (pelvic  plexus)  pre-  and  postgangli- 
onic neurones  S2,  3 and  4;  and  sympathetic 
(hypogastric  plexus)  pre-  and  postgangli- 
onic neurones  from  DIO  to  L4  inclusive. 
It  has  long  been  known  that  electrical  stim- 
ulation of  the  parasympathetic  outflow  re- 
sults in  engorgement  of  the  corpora  caver- 
nosa, hence,  penile  (and  clitoridal)  erection; 
and  that  stimulation  of  the  sympathetic  out- 
flow results  in  seminal  ejaculation  and  col- 
lapse of  the  vascular  sinuses  of  the  corpora 
cavernosa,  hence,  dependency.  While  these 
parasympathetic  and  sympathetic  events  are 
frequently  correlated,  ejaculation  does  not 
require  antecedent  erection  and,  conversely, 
erection  is  not  necessarily  followed  by  ejacu- 
lation. 

As  revealed  in  studies  of  the  priapism 
that  occurs  in  over  40  per  cent  of  patients 
exhibiting  anatomic  or  physiologic,  or  both, 
transection  of  the  spinal  cord  by  traumatic, 
neoplastic,  infectious  and  degenerative 
processes  acting  above  the  lumbosacral  en- 
largement, penile  erection  can  occur  even 
when  suprasegmental  neural  influences  are 
completely  in  abeyance.^’  It  may  also 
occur,  although  conspicuously  less  often, 
with  severe  but  incomplete  transections  of 
the  cord. 21  However,  as  will  be  documented 
below,  it  does  not  follow  from  these  circum- 
stances that,  given  relative  integrity  of  the 
spinal  cord,  penile  erection  can  and  does 
occur  in  the  human  despite  any  and  all  le- 
sions of  the  suprasegmental  apparatus. 

Until  quite  recently,  information  concern- 
ing the  cerebral  neurohumoral  apparatus 
subtending  penile  potency  and  the  behavior- 
al phenomena  loosely  encompassed  by  the 
term,  “libido,”  which  augment,  inhibit,  and 
modulate  activities  at  the  segmental  and 
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peripheral  neuro-musculo-glandular  levels 
has  been  markedly  deficient.  However, 
within  the  past  six  years,  neurosurgical  and 
psychological  studies  carried  out  on  sub- 
human mammals  have  furnished  data  which, 
though  far  from  full,  now  permit  us  to  en- 
vision the  modus  operandi  of  at  least  some 
essential  parts  of  the  apparatus  so  closely 
related  to  survival  of  the  species. 

II.  Human  Studies 

The  pertinent  human  material  is  drawn 
from  the  writer’s  experiences  with  patients 
suffering  from  bilateral  hyperkinetic  disor- 
ders who,  prior  to  the  adoption  in  1957  of 
the  high  frequency,  focussed  ultrasonic  tech- 
nich,2>  1®  underwent  bilateral,  two-staged 
homologous  operations  on  the  basal  ganglia. 
The  intent  of  such  was  to  section  the  ansa 
lenticularis  as  it  leaves  the  globus  pallidus. 
The  surgical  interruptions  w ere  accom- 
plished through  a lateral  transventricular 
approach  which  afforded  the  operator  direct 
visualization  of  the  landmarks  (foramen  of 
Munro,  fornix  and  adjacent  medial  wall  of 
the  third  ventricle)  by  which  a specially 
devised  leucotome  could  be  inserted  for  the 
definitive  maneuver  of  the  operation.  Inter- 
vals of  several  months  were  allowed  to 
elapse  between  the  first  and  second  stages 
of  operation. 

Five  such  cases  provide  data  pertinent  to 
“libido”  and  potency  in  the  human.  In 
retrospect,  it  appears  highly  probable  that 
other  instances  of  derangement  of  these 
functions  occurred  during  the  years  since 
1940,  when  operations  of  the  basal  ganglia 
were  first  introduced  however,  because 
deliberate  inquiry  bearing  upon  the  sexual 
functions  was  not  implemented,  it  is  prob- 

*Presented  at  the  1962  meetinpr  of  the  Nebraska  State 
Medical  Association,  Lincoln.  Nebraska.  May  2,  1962. 
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able  that  the  disturbances  went  unrecog- 
nized. 

Four  of  the  cases  may  be  considered  mem- 
bers of  an  “experimental”  series.  One  was 
a housewife  and  mother,  aged  37  years,  who 


presented  with  bilateral  parkinsonism  and 
three  were  men,  aged  44,  47  and  35  years, 
of  whom  one  presented  with  bilateral  park- 
insonism and  the  other  two  with  bilateral 
myoclonus.  Preoperatively  all  were  assert- 
edly  sexually  active. 


Figure  1-A 


Figure  1.  (a)  Plane  and  extent  of  septo-fornico-hypothalamico-pallidal 

incision  on  right  side  of  human  brain  employed  in  the  transventricular  oper- 
ations performed  in  the  series  herein  repoj-t^.  (b)  Same  coronal  plane  as 
above,  labelled  to  identify  pertinent  structures. 
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Following  the  second  stage  of  operation, 
all  four  exhibited  alibido  (in  the  sense 
that  they  felt  no  disposition  to  engage  in 
the  preludal  activities  exercised  preopera- 
tively).  In  addition,  the  three  men  experi- 
enced neither  spontaneous  nor  induceable 
erections.  The  sexual  deficits  have  persisted 
during  the  12,  12,  9,  and  5 1/3  years  of  fol- 
low-up studies  carried  out  on  these  pa- 
tients. 

The  fifth  case  may  be  considered  as  a 
“control.”  This  patient,  a male,  aged  I8V2 
years  at  the  time  of  his  first  admission,  pre- 
sented with  bilateral  myoclonus  of  13  years’ 
duration.  He  differed  from  the  four  “ex- 
perimental” cases  in  that,  while  the  bilateral 
surgical  procedures  were  directed  at  inter- 
ruption of  the  ansa  lenticularis,  they  were 
implemented  non-homologously.  The  first- 
stage,  transventricular  procedure  was  per- 
formed essentially  the  same  as  the  proce- 
dures implemented  in  the  four  previous 
cases;  that  is,  the  ansa  lenticularis  was  sec- 
tioned just  as  it  leaves  the  medial  segment 
of  the  globus  pallidus.  The  second  stage 
procedure  was  performed  two  years  later. 
In  the  interim,  our  ultrasonic  instrument 
had  been  developed  and  was  in  use.  The 
intended  “target”  of  the  ultrasonic  lesion 
was  the  contralateral  dorsomedial  border 
of  the  substantia  nigra  and  the  adjacent 
Field  Ha  of  Forel,  through  which  fibers  of 
the  ansa  lenticularis  sweep  on  their  way  to 
the  ventrolateral  and  other  nuclei  of  the 
dorsal  thalamus.  This  patient  did  not  de- 
velop alibido  or  penile  impotence  and  this 
strongly  suggests  that  the  neural  apparatus 
subserving  libido  and  penile  potency  has  a 
bilateral  representation,  such  that  damage 
to  one  side  alone  may  diminish  but  not  abol- 
ish the  functions.  More  detailed  case  his- 
tories of  the  five  patients  referred  to  above 
have  been  reported  elsewhere. 

Anatomically,  the  critical  incisions  pro- 
duced in  the  course  of  the  nine  transven- 
tricular operations  on  the  five  patients  of 
this  series  were  fairly  consistently  executed 
from  case  to  case.  Presumably,  the  lesions 
involved  to  greater  or  lesser  degrees  the  me- 
dial segment  of  the  globus  pallidus;  the 
ansa  lenticularis  and  its  ventrally-placed 
nucleus;  that  portion  of  the  ventral  thala- 
mic peduncle  which  courses  with  the  ansa 
lenticularis  and  which,  with  the  latter,  con- 
stitutes the  ansa  peduncularis;  the  nucleus 
of  the  ansa  peduncularis;  the  perifornical 
gray  matter;  the  posterior  septal  region; 


and  the  dorsomedial  nucleus  of  the  hypo- 
thalamus (figure  la,  b). 

The  volume  of  tissue  which  encompasses 
these  structures  is  approximately  equal  to 
that  of  the  eraser  of  an  ordinary  pencil. 

As  the  described  surgical  lesion  is  in- 
capable of  providing  a refined  anatomic 
discrimination  among  the  several  neural 
structures  named  above,  it  does  not  at  pres- 
ent appear  possible  to  assert  which,  if  any, 
one  structure  or  combination  of  structures 
in  the  human  subtends,  when  damaged, 
alibido  and  penile  impotence.  However,  as 
we  shall  see,  some  helpful  analogous  sugges- 
tions inhere  in  the  subhuman  experiments 
synopsized  in  the  following  section. 

As  none  of  the  five  patients  of  the  pres- 
ent series  has  died,  necropsy  verification 
of  the  precise  loci  of  the  surgical  lesions 
is  lacking.  Such  is,  however,  available 
from  other  cases  in  which  transventricular 
ansotomies  for  the  relief  of  hyperkinesias 
have  been  performed. 

An  additional  “negative”  piece  of  infor- 
mation derived  from  the  case  of  the  35- 
year-old  myoclonic  male  referred  to  above 
should  be  recorded.  Repeated  studies  of  the 
17-ketosteroid  and  gonadotrophic  urinary 
excretions  in  this  patient  indicated  no  post- 
operative deficits.  From  these  findings  it 
may  be  tentatively  inferred  that,  whatever 
may  be  the  topographic  distribution  of  the 
forebrain  and  diencephalic  mechanisms  of 
the  hypothalamus  which  induce  the  pituitary 
gland  to  excrete  ACTH  and  the  gonado- 
trophic hormones,  it  is  not  located,  or  im- 
portantly located,  in  the  septo-fornico-hypo- 
thalamic  site  of  th  e surgical  lesions  de- 
scribed above.  This  circumstance  fits  in 
with  the  results  of  previous  studies  of  hu- 
man eunuchs  which  have  regularly  indicated 
that  the  absence  of  urinary  gonadotrophins 
dose  not  per  se  induce  alibido  or  impotence.® 

III.  Subhuman  Mammalian  Studies 

In  his  1909  monograph,  Bechterewi  men- 
tioned that  his  student,  L.  Pussep,  had  eli- 
cited penile  erection  in  the  dog  by  stimulat- 
ing the  anterior  thalamic  region.  This 
(presumed)  first  demonstration  of  a local- 
ized vascular  response  mediated  by  a cere- 
bral agent  unfortunately  went  unconfirmed 
and  unexploited  for  nearly  half  a century. 

Meanwhile,  in  1937,  Kluver  and  Bucy,® 
pursuing  studies  on  the  neurological 
changes  following  bilateral  temporal  lobec- 
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tomy  earlier  initiated  by  Brown  and  Shafer, 
described,  among  other  consequences  of  the 
operation,  the  development  of  hypersexual- 
ity and  sexual  aberrations  in  monkeys. 
When  extirpations  were  limited  to  the  lat- 
eral (neocortical)  temporal  gyri,  the  symp- 
toms did  not  develop.  From  this,  Kluver 
and  Bucy  inferred  that  the  tissues  perti- 
nent to  their  findings  were  medially  dis- 
posed in  the  temporal  lobe.  Some  fifteen 
years  later,  Schreiner  and  Kling^^  demon- 
strated that  male  cats  deprived  of  the  amyg- 
dalae and  other  tissues  of  the  rhinenceph- 
alon  exhibited  hypersexuality  and  aberra- 
tions (exemplified  by  tandem  copulation 
and  attempts  to  mount  chickens,  dogs,  and 
monkeys).  In  1957,  Green,  Clemente  and 
deGroot®  confirmed  the  circumstance  in  the 
cat  and  monkey. 

That  such  lesions  had  to  exceed  a certain 
magnitude  in  order  to  induce  libidinous 
changes  was  clearly  shown  by  Walker, 
Thomson  and  MacQueen.^^  Small  bilateral 
lesions  of  the  medial  and  inferior  temporal 
lobes,  the  piriform  cortex,  the  amygdalae 
and  hippocampal  gyri  produced  no  endur- 
ing postoperative  changes  of  erotic  behavi- 
or in  their  series  of  six  male  and  six  fe- 
male monkeys. 

A report  of  important  stimulation  experi- 
ments carried  out  on  rats  and  cats  was 
published  in  1957  by  MacLean.^o  By  this 
time  sophisticated  biophysical  technics  had 
evolved  for  stereotactic  implantation  of  elec- 
trodes into  the  deep  and  superficial  struc- 


tures of  the  brain  so  that  observations  could 
be  made  on  the  freely  moving,  unanesthetized 
animal.  Stimuli  could  now  be  delivered  by 
remote  control  under  a variety  of  para- 
meters of  time,  pulse  duration,  frequency, 
wave  form,  current,  and  voltage.  More- 
over, the  insertion  of  pick-up  electrodes  at 
diverse  sites  in  the  brain  permitted  the 
monitoring  of  bioelectrical  charges  and  thus 
depicted  sequences  of  discharge  and  after- 
discharge. 

Employing  both  chemical  and  electrical 
stimuli  in  the  intermediate  segment  of  the 
hippocampus,  MacLean  frequently  observed 

(a)  enhanced  “pleasure”  (purring,  stretch- 
ing, spreading  of  toes,  lying  on  back,  etc.), 

(b)  self  - grooming  reactions,  and  (c)  a 
ready  receptivity  to  genital  manipulation. 
(Ordinarily,  the  male  cat  strongly  resists 
such).  In  self-grooming  the  genital  region, 
the  males  sometimes  induced  penile  erec- 
tion. 

In  1959,  MacLean,  Robinson  and  Ploog^® 
reported  demonstration  of  two  nodal  points 
in  the  septal  region  of  the  monkey  which, 
when  electrically  stimulated,  resulted  in 
penile  erection.  One  of  these,  the  more  sen- 
sitive of  the  two  points,  was  located  in  a 
coronal  plane  of  the  monkey’s  brain  corre- 
sponding closely  to  that  depicted  in  figure 
1 of  the  human  brain.  Immediately  dorsal 
to  it,  stimulation  resulted  in  micturition.  A 
millimeter  and  more  ventral  to  it  stimula- 
tion was  without  discernible  effect. 


Figure  2.  Diagram  summarizing  positive  nodal  “points”  distributed  in 
one  component  of  the  limbic  system.  The  most  sensitive  “points”  are 
depicted  as  large,  and  the  less  sensitive  “points”  as  small  circlets. 
PerivTr  F. — periventricular  fibers  : Midi.  Th. — midline  thalamic  nuclei ; 

M.F.B. — medial  forebrain  bundle : L.  Hypoth. — lateral  hypothalamic  region  ; 

Aq.  D. — aqueduct  Sylvii  ; Pons — pontile  nuclei. 
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Penile  erection  has  also  been  induced  by 
Lilly®  following  stimulation  of  septal  and 
other  limbic  structures  in  the  monkey;  by 
Olds®®  following  stimulation  of  analogous 
structures  in  the  rat;  and  by  Kim'^  follow- 
ing stimulation  of  the  septal  region  and  the 
anterior  cingulate  gyrus  in  the  cat. 

Recently,  MacLean,  Dua,  and  Denniston“ 
have  summarized  the  sites  at  which  positive 
nodal  points  of  greater  and  lesser  sensitivity 


have  thus  far  been  identified.  These  are 
so  distributed  as  to  permit  their  being  en- 
visioned in  terms  of  three  recognized  cortico- 
subcortical  subdivisions  of  the  limbic  sys- 
tem. The  first  is  comprised  of  the  septal 
and  paraterminal  regions,  median  forebrain 
bundle,  paraventricular  fibers,  midline 
thalamic  nuclei,  lateral  hypothalamus,  the 
reticular  tegmentum,  periaqueductal  gray 
matter  and  the  medial  peduncular  and  pon- 
tile regions  (figure  2) ; the  second,  of  the 


Figure  3.  Diagram  summarizing  positive  nodal  "points”  distributed  in 
a second  component  of  the  limbic  system.  The  most  sensitive  “points" 
are  depicted  as  large,  and  the  less  sensitive  “points”  as  small  circlets. 
Med. -Dors.  N.  Th. — Medial-Dorsal  nucleus  of  the  thalamus ; Inf.  Th.  Fed. — 

inferior  thalamic  peduncle ; Gyr.  R. — gyrus  rectus  of  medial  orbital  cortex. 


Figure  4.  Diagram  summarizing  positive  nodal  “points”  distributed  in 
a third  component  of  the  limbic  system.  The  sensitive  "points  are  depict^ 
as  small  circlets,  indicating  they  are  less  s^itive  than  those  aeP><=ted  ^ 
larger  circlets  in  Figures  2 and  3.  Syrus  cing^i  , Antr.  . 

Th. — anterior  nucleus  of  thalamus ; Mam-Th.  Tr. — mammillo-thalamic  tract 
of  Vic  d’Azyr ; Mam.  Body — mammillary  body. 
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medial  dorsal  nucleus  of  the  thalamus,  ven- 
tral thalamic  peduncle  and  gju-us  rectus  of 
the  medial  orbital  cortex  (figure  3) ; and 
the  third,  the  mammillary  bodies,  mammillo- 
thalamic  tract,  anterior  thalamic  nucleus 
and  cingulum  (figure  4).  MacLean,  et 
12  regard  the  hippocampus  as  the  inte- 
grating agency  by  which  these  subdivisions 
are  functionally  related  to  one  another  and 
other  ongoing  organismic  processes.  Their 
convictions  in  this  regard  are  based,  among 
other  things,  on  the  observation  that,  fol- 
lowing induced  penile  erection  in  the  mon- 
key, the  hippocampus  is  the  site  of  a bio- 
electrical afterdischarge,  the  behavorial 
counterpart  of  which  is  a tranquil,  some- 
times quasi-stuporous  state.  When,  after 


a few  minutes,  this  afterdischarge  begins  to 
recede,  the  monkey  exhibits  enhanced  groom- 
ing activities  which  persist  until  the  “after- 
discharge” is  over  and  the  hippocampal  elec- 
trical potentials  resume  their  characteristic 
(prestimulation)  patterns. 

Figure  5 depicts  the  comprehensive  rela- 
tions we  are  now  entitled  to  envision  as  ex- 
isting among  the  neuro-psycho-sociological- 
ly  conditioned  patterns  of  behavior  cultur- 
ally acquired  by  the  human,  which  involve 
participation  of  the  neocortex;  the  limbic 
structures,  of  which  we  have  been  speaking 
in  Sections  II  and  III;  the  reticular  forma- 
tion and  periaqueductal  gray  matter;  and 
the  somatic  and  vegetative  segmental  ap- 


6 o rd. 


Figure  5.  Comprehensive  diagram  illustrating  distribution  of  central 
neural  representation  of  agencies  involved  in  libido  and  penile  pot^cy. 
The  SI — R1  S2 — R2  etc.  symbols  represent  socio-psychologically  conditioned 
neural  patterns  involving  neocortex.  The  archi-  and  mesopallial  cortices  and 
ancillary  agents  are  depicted  as  the  limbic  system  (compare  with  Figures 
2,  3 and  4).  The  pontine,  aqueduct  and  anterior  and  posterior  reticular 
regions  are  depicted  in  the  brain  stem ; and  the  lumbosacral  enlargemOTt 
of  the  cord  with  the  afferent  and  efferent  internuncial  neurons  by  which 
it  is  connected  with  the  "higher”  agencies  is  depicted  below. 
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paratus  in  the  lumbosacral  enlargement  of 
the  spinal  cord,  of  which  mention  was  made 
in  Section  I. 

Summary 

1.  The  cuiTently  available  evidence  bear- 
ing upon  loci  in  the  central  nervous  sys- 
tem that  are  related  to  libidinous  behavior 
and  penile  erection  has  been  summarized. 

2.  In  the  human,  a septo-fornico-hypo- 
thalamic  locus  has  been  tentatively  identi- 
fied which,  when  damaged  bilaterally,  re- 
sults in  enduring  alibido  and  penile  impo- 
tence. This  locus  apparently  does  not  sig- 
nificantly encompass  the  telencephalico- 
diencephalic  apparatus  by  which  the  pitui- 
tary gland  is  induced  to  excrete  ACTH  and 
the  gonadotrophic  hormones. 

3.  Subhuman  mammalian  data  bearing 
on  libidinous  behavior  and  penile  erection 
have  been  derived  from  experiments  in 
which  cerebral  extirpation,  chemical  and 
electrical  stimulations  and  bioelectrical  re- 
cordings have  been  carried  out  on  rats,  cats, 
dogs  and  monkeys.  Thus  far,,  supraseg- 
mental  sites  that  appear  most  crucially  re- 
lated to  these  functions  have  been  found  dis- 
tributed along  the  archipallium  (rhinenceph- 
alon)  and  mesopallium  (limbic  system). 
Highly  sensitive  nodal  “points”  have  been 
identified  in  the  septo-fornico-hypothalamic 
regions,  the  median  forebrain  bundle  and 
the  medial  dorsal  nucleus  of  the  thalamus. 
Somewhat  less  sensitive  “points”  have  been 
identified  at  other  portions  of  the  limbic 
system.  The  hippocampus  (Ammon’s  horn 
and  dentate  fascia)  apparently  integrates 
the  various  neural  components  thus  distrib- 
uted. 

4.  A complicated  neural  mechanism  may 
now  be  topographically  envisioned  by  which 
neopallial,  mesopallial,  archipallial,  brain- 
stem and  spinal  cord  components  are  related, 
on  the  one  hand,  to  cultural,  interorganic 
processes  and,  on  the  other,  to  neuro-mus- 
culo-glandular,  intraorganic  processes.  This 
construct  depicts  what  is  currently  known 
regarding  the  suprasegmental  and  segment- 
al substrates  of  the  drive  for  preservation  of 
the  species. 
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OFFICE  TREATMENT  of 


Endometriosis* 


Endometriosis  has  been  a 

confusing  clinical  entity  for  a 
long  time.  I suppose  the  con- 
fusion rests  largely  on  the  fact  that  everj^- 
body  has  his  own  ideas  about  etiology,  and 
perhaps  etiology  is  related  to  a number  of 
factors.  There  are,  however,  a few  guid- 
ing principles  resulting  from  clinical  ob- 
servation that  are  helpful  in  our  therapeutic 
considerations. 

Most  important  is  the  old  observation 
made  first  by  Joe  Meigs,  that  is,  endo- 
metriosis disappears  during  the  period  of 
lactation  amenorrhea.  It  was  some  time  be- 
fore Meigs  was  able  to  correlate  the  disap- 
pearance of  palpable  endometriosis  with  the 
amenorrhea  of  pregnancy  and  the  continued 
amenorrhea  during  lactation.  It  is  inter- 
esting that  Dr.  Meigs,  a gynecologist,  made 
this  important  clinical  observation. 

On  the  experimental  side,  Roger  Scott 
and  Wharton  were  able  to  establish  what 
seems  to  be  a reasonable  theory  for  the  pro- 
liferation and  the  dissemination  of  endo- 
metriosis, that  is,  progesterone  withdrawal. 
Everybody  wants  to  argue  about  how  endo- 
metriosis gets  into  the  pelvis.  There  is  no 
uniformity  of  opinion.  It  is  more  important 
to  relieve  the  discomfort  and  whatever  crip- 
pling effect  the  disease  may  have,  than  be 
overly  concerned  with  etiology. 

Many  times  women  are  frightened  by  this 
diagnosis.  They  are  told  that  endometrosis 
might  make  them  infertile;  or  that  they 
might  expect  the  life  of  a pelvic  cripple. 
Such  is  far  from  the  case. 

There  are  minimal  lesions  that  never  re- 
quire any  therapy,  and  it  is  of  questionable 
value  in  such  instances  to  inform  the  patient 
that  she  has  what  you  think  might  be  endo- 
metriosis. Scant  or  minimal  lesions  of  endo- 
metriosis are  encountered  by  all  of  us;  and 
for  the  psychic  help,  need  not  be  mentioned 
to  the  patient.  Simply  describe  it  in  the  of- 
fice record. 

We  are  all  familiar  with  the  early  find- 
ings of  an  obliterated,  somewhat  tender  cul- 
de-sac  and  nodular,  tender,  fixed  utero- 
sacral  ligaments.  Ovaries  somewhat  fixed, 
tender  and  slightly  enlarged  complete  the 
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picture  as  a rule.  Findings  on  rectovaginal 
examination  will  generally  suggest  the  di- 
agnosis, and  the  differential  diagnosis  isn’t 
difficult  because  there  are  really  only  two 
other  conditions  that  might  create  confusion. 
Pelvic  inflammatory  disease,  or  carcinoma 
of  the  ovary  might  have  similar  palpable 
findings. 

Carcinoma  of  the  ovary  at  an  early  or 
moderately  advanced  stage  does  not  have  an 
associated  tender  or  painful  pelvis  to  palpa- 
tion, such  as  is  encountered  in  endometri- 
osis. Inflammatory  disease  understandably 
might  be  more  difficult  in  differential  diag- 
nosis, yet  the  difference  in  these  two  lesions 
is  not  too  difficult  for  anyone  with  modest 
clinical  experience.  The  inflammatory  dis- 
ease tends  to  be  palpably  smoother,  while 
endometriosis  is  more  lumpy  or  granular. 

What  cases  are  we  going  to  treat  medical- 
ly? What  cases  are  we  going  to  operate  up- 
on? Our  routine  is  simple.  When  we  make 
a diagnosis  of  symptomatic  endometriosis 
we  start  with  the  simplest  drugs  first. 

There  are  many  satisfactory  pain  reliev- 
ing drugs  available.  Many  combine  am- 
phetamine with  tranqilizers,  other  non- 
narcotic analgesic  drugs  also  give  satisfac- 
tory symptomatic  relief.  If  the  patient  is 
married  and  if  it  is  feasible,  she  should  be 
encouraged  to  get  pregnant  so  that  she  will 
benefit  from  the  decidual  necrosis  that  fol- 
lows amenorrhea  of  pregnancy.  The  lesion 
literally  fades  away  during  that  time.  It 
is  unusual  to  be  able  to  palpate  endometri- 
osis beyond  12  weeks  of  pregnancy.  Un- 
fortunately, pregnancy  is  not  always  feas- 
ible. 

The  soundness  of  this  thesis  is  fulfilled 
by  the  induction  of  amenorrhea  creating  a 
false  or  pseudopregnancy.  This  treatment 
first  suggested  by  Karnaky  was,  for  many 
years,  not  taken  seriously.  Finally,  adequate 
clinical  trial  established  this  to  be  valid, 
effective  treatment.  It  has  remained  as 

•Read  before  Annual  Convention  Nebraska  State  Medical 
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my  favorite  method  for  nonoperative  treat- 
ment of  endometriosis. 

We  have  had  some  side  excursions  with 
the  new  progestins,  but  I would  like  to 
dismiss  them  with  the  statement  that  they 
are  an  expensive  way  to  treat  endometriosis. 
Further,  after  discontinuing  these  prepara- 
tions, patients  have  great  difficulty  in  re- 
establishing anything  resembling  a normal 
menstrual  cycle.  This  is  particularly  true 
with  provera. 

We  calculated  the  cost  of  the  drug  to  be 
approximately  $600  for  keeping  a woman 
amenorrheic  nine  calendar  months  on  a pro- 
gestin. The  same  thing  can  be  accomplished 
for  about  $55  using  stilbestrol.  It  is  one 
of  our  duties  as  physicians  to  hold  down  the 
cost  of  medication. 

Stilbestrol  has  been  highly  successful  in 
our  hands.  We  have  observed  very,  very 
few  failures.  The  objection  that  it  might 
create  gastrointestinal  upsets  we  do  not  find 
valid.  It  has  been  stated  that  discontinuing 
the  drug  creates  bleeding-problems.  This  is 
not  true. 

When  we  decide  on  this  course  of  action 
we  start  with  the  smallest  available  dose,  a 
0.5  mg.  tablet  of  stilbestrol  daily  for  five 
days,  taken  at  bedtime.  After  five  days  the 
dose  is  increased  to  1 mg.  per  day.  The  pa- 
tient increases  the  dose  in  this  fashion  until 
she  is  taking  10  mg.  a day.  Ten  mg.  a day 
is  maintained  until  breakthrough  bleeding 
occurs  (probably  six  to  eight  weeks  after  the 
initiation  of  treatment).  At  that  point,  be- 
cause of  economy  and  to  cut  down  on  the 
number  of  tablets,  we  move  up  to  a 25  mg. 
tablet;  that  is,  I believe,  the  largest  made. 
The  patient  maintains  25  mg.  a day  for  two 
to  three  weeks,  and  then  increases  the  dose 
to  50  mg.  She  stays  on  50  mg.  a day  until 
breakthrough  bleeding  develops,  at  which 
time  another  25  mg.  is  added  to  the  daily 
intake.  To  maintain  amenorrhea,  it  will  be 
necessary  from  time  to  time  to  increase  the 
dose  in  increments  of  25  mg.  Ultimately, 
she  will  be  taking  between  200  and  500  mg. 
a day.  That  seems  like  an  excessive  number 
of  tablets  to  be  taken  every  day  but,  curious- 
ly enough,  there  are  few  objections.  This  is 
because  the  patient  is  comfortable  and  free 
of  pain.  Perhaps  her  most  annoying  symp- 


tom is  from  a copious  clear  mucoid  cervical 
discharged.  Cleanliness  is  all  that  is  re- 
quired. 

This  period  of  amenorrhea  is  maintained 
for  a period  of  ten  lunar  months.  The  aver- 
age dose  to  maintain  amenorrhea  is  approxi- 
mately 300  mg.  a day.  This  level  is  reached 
at  four  to  five  months  and  extends  until  the 
end  of  our  course  of  therapy.  The  drug  is 
abruptly  stopped  at  the  end  of  our  pseudo- 
pregnancy of  280  days. 

What  has  happened  clinically?  There  is 
usually  total  regression  of  the  disease.  We 
know  it  as  decidual  necrosis.  When  the  drug 
is  stopped  abruptly  as  we  advise,  there  is  no 
hemorrhage.  Some  bleeding  may  occur  two 
to  three  weeks  after  the  drug  is  discontinued, 
but  this  is  slight.  About  four  weeks  later 
the  patient  generally  has  a normal  period. 

How  long  the  treatment  is  effective  va- 
ries. At  most  we  have  employed  in  one  indi- 
vidual, three  courses  of  stilbestrol  be- 
cause she  was  young  and  did  not  desire 
any  more  children.  After  three  courses  of 
stilbestrol,  each  of  ten  lunar  months,  the 
patient  no  longer  has  any  palpable  evidence 
of  endometriosis.  She  menstruates  and 
ovulates  regularly  and  normally.  We  have 
used  this  treatment  for  years  and  haven’t 
seen  a patient  harmed  by  our  course  of  ac- 
tion. 

The  treatment  has  not  been  used  in  soli- 
tary ovarian  lesions.  Unilateral  ovarian  en- 
dometriosis is  a difficult  type  of  lesion,  in 
which  you  do  not  have  a widespread  pelvic 
involvement,  but  simply  an  endometrial  cys- 
toma. It  is  entirely  different,  and  I don’t 
know  how  to  diagnose  these  ovarian  collec- 
tions without  an  exploratory  laparotomy. 
Unilateral  lesions  are  operated  on  and  re- 
sected; then  if  there  is  an  evidence  of  endo- 
metrosis  around  the  pelvis  we  proceed  with 
a course  of  stilbestrol. 

We  have  touched  but  one  small  phase  of 
this  mysterious  entity.  If  you  have  been  en- 
couraged to  hold  a less  bleak  outlook  when 
faced  with  this  young  woman’s  disease  we 
will  have  accomplished  much  here  today. 

Again,  I would  like  to  thank  all  of  you  for 
your  kindness,  and  for  the  privilege  of  visit- 
ing with  you. 
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Aufomation 
In  X-Ray 
Examination 

of  the 

GASTROINTESTINAL  TRACT 

Thirty  years  ago,  those  of  us 
beginning  our  training  in  diag- 
nostic radiology  were  quick  to 
realize  that  one  of  the  most  difficult  types 
of  examination  to  master  was  the  art  of 
fluoroscopy  of  the  gastrointestinal  tract.  In 
those  days  a raw  beam  was  used  having 
only  the  inherent  filtration  in  the  fluoro- 
scopic tube.  Also  five  to  six  milliamperes 
were  used  during,  fluoroscopic  examinations. 
These  factors  produced  an  extremelv  clear 
fluoroscopic  image.  Shortly  after  this  pe- 
riod it  was  realized  that  both  the  patient 
and  the  examiner  were  receiving  too  much 
irradiation,  and  for  this  reason,  aluminum 
filtration  was  added,  varying  from  one  to 
five  mm.  In  addition  to  this  the  milli- 
amperes were  lowered  from  the  conventional 
five  or  six  to  three  or  three  and  half.  This 
very  effectively  reduced  the  irradiation  to 
both  the  patient  and  the  examiner,  there 
being  only  one  difficulty  — the  radiologist 
could  not  see  anything. 

The  Spot  Film  Devise 

The  X-ray  manufacturers  were  quick  to 
leap  in  and  fill  this  breech  by  manufactur- 
ing a contraption  which  is  known  as  the 
spot  film  device.  This  may  well  be  defined 
as  a mechanism  which  makes  pictures  of 
things  the  radiologist  can  not  see.  When 
this  became  available  it  was  only  natural 
for  all  of  us  doing  radiology  to  make  exten- 
sive use  of  it,  but  it  was  not  long  before  it 
became  apparent  that,  in  many  instances, 
the  procedure  was  superfluous.  It  was  also 
about  this  time  that  the  so-called  rock  and 
roll  technique  came  into  being.  This  con- 
sists of  rocking  the  patient  back  on  the 
table  and  rolling  him  from  side  to  side  as 
well  as  on  to  his  or  her  abdomen  and  partly 
on  his  head,  making  repeated  spot  films  at 
every  angle  and  blasting  the  patient  with 
200  milliamperes  of  radiation  to  say  nothing 
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of  the  dose  to  the  examiner.  At  about  this 
same  time  the  time-honored  art  of  fluoro- 
scopy was  gradually  changing  from  a medi- 
cal examination  to  a photographic  exercise 
whereby  the  examiner  depended  almost  en- 
tirely on  the  photographs  which  were  taken 
during  or  after  fluoroscopy,  rather  than  to 
depend  on  accuracy  of  diagnosis  at  the 
screen. 

It  actually  got  to  the  point  that  referring 
physicians  felt  the  examination  was  not 
adequate  if  he  could  not  see  pictures  of  what 
the  radiologist  had  seen  at  screen.  This  is 
just  about  as  feasible  as  to  require  an  in- 
ternist to  make  tape  recordings  of  all 
breath  sounds  and  heart  sounds  in  every 
patient  he  examines,  or  possibly  to  require 
a hospital  pathologist  to  make  Kodachrome 
photomicrographs  on  every  section  he  ex- 
amines. 

It  is  quite  interesting  to  note  that  those 
clinicians  who  are  trained  in  some  areas 
actually  judge  the  thoroughness  of  a flu- 
oroscopic examination  of  the  gastrointest- 
inal tract  by  the  number  of  spot  films  avail- 
able ; whereas,  in  other  areas  they  rely  on 
the  word  of  the  radiologist  much  as  they 
do  on  the  word  of  the  pathologist.  These 
clinicians,  as  a rule,  have  very  little  interest 
in  seeing  the  films  in  a gastrointestinal  ex- 
amination done  by  a competent  radiologist 
but  rely  entirely  upon  his  opinion  following 
the  medical-type  examination. 

Differing  Modes  of  Examination 

It  is  very  interesting  to  note  the  different 
modes  of  gastrointestinal  examinations  done 
in  large  radiological  centers.  One  large 
center  makes  no  spot  films  at  all  on  gastro- 
intestinal examinations  and  routine  films 
only  in  selected  cases.  The  completely  nega- 
tive fluoroscopic  examination  is,  in  many 
cases,  not  filmed  at  all. 

On  the  other  hand,  other  centers  do  rou- 
tine spot  films  on  a patient  whether  the 
examination  be  negative  or  positive  and  this 
should  be  regarded  as  a photographic  exam- 
ination. As  a matter  of  fact,  there  are  at 
least  some  of  us  who  feel  that  an  experi- 
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enced,  trained  fluoroscopist  has  very  little, 
if  any,  interest  in  what  the  films  in  a gastro- 
intestinal examination  show.  He  has  no 
qualms  whatsoever  about  reporting  an  ac- 
tive duodenal  ulcer  in  a patient  whose  films 
are  completely  negative.  On  the  other 
hand,  he  has  no  hesitation  in  reporting  .a 
completelv  negative  gastrointestinal  exam- 
ination when  films  show  no  evidence  of  a 
duodenal  bulb  or  cap.  It  might  well  be 
asked  “Is  it  true  that  an  experienced,  well 
trained  fluoroscopist  never  misses  anything 
at  screen?”  The  answer  is  obviously  “No” 
and  when  something  is  seen  on  subsequent 
films  the  radiologist  is  prompted  to  reexam- 
ine the  patient,  not  for  the  purpose  of  se- 
curing more  films  or  spot  films  but  to  re- 
evaluate the  area  which  was  left  in  doubt 
fluoroscopically. 

Image  Amplification 

The  most  recent  advance  in  fluoroscopic 
examination  is  the  development  of  image 
amplification  with  the  photo-timed  spot  film 
attachment  as  well  as  cine'  photo-timed 
camera  to  record  in  movies  the  fluoroscop- 
ist’s  findings.  This  development  was  ac- 
complished primarily  for  use  in  angiography 
and  arteriography  but  is  also  useful  in  the 
conduct  of  gastrointestinal  examination. 

Once  again  there  are  large  radiology  cen- 
ters which  have  available  image  amplifica- 
tion but  do  not  use  it  at  all  for  gastro- 
intestinal work.  There  are  also  large  radio- 
logical centers  who  do  use  it  for  gastro- 
intestinal work,  and  at  least  in  one  instance, 
when  the  image  amplification  was  first  in- 


stalled, multiple  spot  films  were  made,  but 
it  was  soon  discovered  that  most  of  the  spot 
films  were  being  thrown  away  because  they 
served  no  useful  purpose.  At  present,  in 
this  particular  center,  image  amplification 
is  used  for  gastrointestinal  examination  but 
no  spot  films  are  made,  and  only  occasional 
cine'  records  for  teaching  purposes. 

Conclusions 

In  conclusion,  it  is  felt  that  if  one  is  to 
examine  the  gastrointestinal  tract  with  con- 
ventional equipment,  spot  filming  should  be 
used  very  sparingly.  To  use  spot  films  rou- 
tinely over  every  patient  is  iust  as  ridicu- 
lous as  to  do  cardiac  catheterization  on  eveiy 
heart  examination.  Some  of  us  feel  that  the 
spot  filming  is  a crutch  to  be  used  only  when 
needed. 

On  the  other  hand  image  amplification 
seems  to  satisfy  everything  we  have  been 
striving  for  all  these  years.  The  intensity 
of  the  fluoroscopic  beam  is  very  low  and  the 
image  is  clear  and  bright,  in  fact  so  clear 
that  complete  darkness  in  the  examining 
room  is  not  necessary.  The  image  is  so  clear 
that  some  users  feel  filming  of  any  kind  is 
unnecessary.  Others  make  occasional  spot 
films  and  cine'  recordings.  The  choice  of 
the  above  options  would  naturally  be  up  to 
the  examining  radiologist. 

Let  us.  as  radiologists,  keep  this  examin- 
ation medical  and  not  photographic.  In 
short,  it  is  the  experience  and  training  of 
the  man  behind  the  screen  which  counts,  not 
the  machine  or  equipment  he  uses,  whether 
it  was  built  in  1910  or  1962. 


NO  DISEASES  COMPLETELY  ELIMINATED 
Whether  you  or  I live,  suffer  or  die  depends  on  our  physicians 
and  the  weapons  that  are  placed  in  their  hands.  The  pharmaceutical 
industry  is  the  principal  arsenal  of  these  weapons.  In  large  measure, 
through  the  research,  skill  and  know-how  that  our  scientists  have 
patiently  developed,  we  have  made  more  gains  in  the  last  half 
century  in  the  conquest  of  disease  and  the  prolongation  of  life  than 
has  been  achieved  in  the  entire  999  centm-ies  of  man’s  previous 
existence  on  earth.  And  yet  our  work  has  just  begun.  Not  a single 
disease  has  yet  been  completely  eliminated,  and  so  much  remains 
to  be  done.  — Theodore  G.  Klump,  M.D.,  President,  Winthrop  Lab- 
oratories, to  House  Interstate  and  Foreign  Commerce  Committee, 
August  20,  1962. 
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IN  viewing-  medical  education 
at  your  University  of  Nebras- 
ka in  1962,  and  looking  for- 
ward to  medical  education  in  the  future,  it 
becomes  necessary  to  stand  off  at  some  dis- 
tance so  that  an  accurate  overview  can  be 
obtained.  Those  of  us  involved  in  one  way 
or  another  in  the  practice  of  medicine  best 
know  medical  education  from  those  experi- 
ences we  can  recall  from  our  student  days. 
Those  experiences  naturally  vary  according 
to  the  era  we  may  represent.  But  one  idea 
is  certain,  no  matter  what  the  era  may  be. 
That  idea,  or  philosophy,  if  you  will,  is 
that  the  faculty  is  charged  with  the  respon- 
sibility of  providing  the  student  with  a 
solid  foundation  of  current  information 
along  with  methods,  techniques  and  philoso- 
phies which  will  form  the  basis  for  future 
development.  Further,  that  education  must 
continue  throughout  professional  life  so 
that  he  may  keep  abreast  of  the  constantly 
changing  knowledge  and  methods  of  his 
field.  The  faculty  also  is  charged  with  the 
duty  of  providing  the  student  with  a sound 
understanding  of  professional  and  ethical 
principles  so  that  he  may  take  his  appropri- 
ate place  in  the  community  and  in  society. 
The  habits  of  self-education  must  be  instilled 
so  that  he  may  continue  to  utilize  most  effi- 
ciently his  basic  skills  and  growing  knowl- 
edge in  his  professional  and  social  activi- 
ties. The  faculty  must  do  all  these,  and  still 
take  care  not  to  dull  originality  of  thought 
or  the  inquiring  mind. 

Possibly  the  one  big  difference  in  what 
we  mean  today,  when  we  say  “College  of 
Medicine,”  is  that  we  do  not  refer  alone  to 
the  place  where  young  men  and  women  are 
preparing  for  careers  as  physicians.  Medi- 
cal education  is  a much  broader  term  today 
than  ever  in  the  past.  Here  at  this  College 
we  are  looking  at  our  responsibility  to  the 
student  in  medicine,  but  we  are  also  look- 
ing at  medicine  from  the  broad  view  of  pa- 
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tient  care.  To  do  so  we  must  provide  sound 
programs  of  basic  education  in  the  field 
of  nursing  and  the  various  technical  skills 
necessary  to  a modern  hospital.  We  also 
have  a responsibility  in  providing  for  that 
group  of  highly  educated  people  who  will 
give  leadership  and  direction  to  teaching 
and  research  in  the  various  basic  science 
areas.  Thus,  when  we  refer  to  medical  edu- 
cation, or  the  students  at  the  College  of 
Medicine,  we  mean  the  326  medical  students, 
the  97  students  in  nursing,  the  36  in  the 
technical  fields  and  those  47  students  work- 
ing toward  advanced  degrees  in  six  differ- 
ent fields.  This  student  body  of  507,  and 
the  52  members  of  the  University  Hospital 
house  staff,  are  engaged  in  medical  educa- 
tion in  its  broadest  sense. 

Another  role  in  which  the  modern  medi- 
cal college  finds  itself  involves  the  continu- 
ing education  of  the  practicing  physician. 
Here  a very  considerable  number  of  physi- 
cians return  to  our  campus  for  intensive 
and  relatively  brief  courses  to  refresh 
their  knowledge  and  extend  their  informa- 
tion in  courses  given  by  outstanding  guests 
and  members  of  this  faculty.  These  com- 
prise another  segment  of  our  student  body. 

In  order  that  we  may  carry  out  responsi- 
bilities to  our  various  student  groups,  we 
must  possess  the  means  to  provide  them 
with  the  experience  necessary  to  their 
growth  of  knowledge.  We  find  then  that 
the  College  of  Medicine  also  means  Univer- 
sity Hospital  and  its  out-patient  Dispensary. 
These  serve  the  dual  purpose  of  providing 
the  clinical  laboratory  for  basic  instruction 
and  of  providing  outstanding  medical  care 
for  those  patients  who  are  admitted.  Be- 
cause of  the  limited  size  of  University  Hos- 
pital, the  in-hospital  instruction  is  supple- 
mented by  student  assignments  at  several 
affiliated  hospitals,  with  largest  group 
seeing  patients  at  Douglas  County  Hos- 
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pital,  the  Omaha  Veterans  Administration 
Hospital,  and  Nebraska  Psychiatric  Insti- 
tute. Smaller  numbers  of  students  obtain 
part  of  their  clinical  experience  at  Chil- 
drens Hospital,  Bishop  Clarkson,  Methodist 
and  Immanuel  Hospitals.  Instruction  and 
participation  in  the  management  of  ambula- 
tory patients  is  carried  out  in  the  out-pa- 
tient Dispensary.  Contrary  to  some  rumors, 
the  preceptorship  has  not  been  dropped 
from  the  clinical  experience,  and  the  stu- 
dents are  encouraged  to  take  part  in  the 
program.  A fourth  to  a third  of  the  stu- 
dents elect  to  serve  a preceptorship  during 
the  early  part  of  the  senior  year. 

The  pattern  of  the  number  of  patients 
cared  for  in  University  Hospital  has  re- 
mained quite  stable  over  the  years.  This  is 
true  in  spite  of  the  fact  that  areas  formerly 
devoted  to  patient  care  have  been  necessar- 
ily put  to  other  uses.  When  the  hospital 


states.  The  table  speaks  rather  well  for 
itself  and  needs  little  elaboration  here. 

In  the  past  10  years  our  out-patient  de- 
partment has  shown  a steadily  rising  num- 
ber of  patient  visits,  from  28,286  to  50,206. 
This  increasing  activity  has  allowed  us  to 
balance  our  bedside  teaching  with  “office 
visit”  teaching,  but  has  required  a greater 
proportion  of  faculty  time  for  patient-  and 
student-supervision. 

We  still  rely  heavily  on,  and  are  deeply 
indebted  to,  our  volunteer  faculty  for  provid- 
ing our  students  with  helpful  clinical  knowl- 
edge gained  through  years  of  experience. 
At  last  count  some  70  per  cent  of  our  faculty 
served  with  no  pay.  Other  areas,  however, 
show  a different  financial  picture. 

During  the  past  eight  years,  costs  have 
been  rising  steadily.  Two  major  factors 
have  been  responsible  for  these  increases. 


TABLE  1 

1961-62  ANALYSIS  OF  UNIVERSITY  HOSPITAL  TEACHING  BEDS 


Nebraska 

Colorado 

Iowa 

Kansas 

Minnesota  Missouri 

Average  Daily 

Bed  Census 

122 

219 

754 

416 

561 

282 

Total  Jr.  and  Sr. 

Medical  Students 

149 

157 

209 

189 

240 

128 

Hospital  Admissions 

4,609 

7,650 

23,037 

16,415 

16,322 

6,460 

Outpatient  Visits 

50.2 

117.7 

146.3 

157.5 

131.3 

38.6 

(thousands) 

Ratio  of  Beds  to 

Clinical  Clerks 

1:0.81 

1:1.39 

1:3.6 

1:2.2 

1:2.33 

1:2.2 

ras  constructed  in  the 

’20’s,  there 

was  no 

The  first  is 

salaries  of  all  levels  of 

person- 

entral  sterile  supply; 

there  was  need  for 

nel  necessary  in  the  operation  of  the  Collegf 

only  a small  laboratory  and  hardly  any 
need  for  faculty  offices.  The  provision  of 
these  modern  necessities  has  cut  our  bed 
capacity  from  200  to  145.  To  date,  however, 
the  more  intensive  care  and  the  shortened 
hospital  stay  has  permitted  the  present  145 
beds  to  care  for  the  same  number  of  pa- 
tients in  a year  as  were  once  attended  when 
200  beds  were  available.  This  does  not, 
however,  alleviate  our  pressing  need  for 
more  beds  to  bring  us  to  a more  optimal 
student-patient  ratio  and  to  fulfill  our  re- 
sponsibility to  the  indigent  sick  of  Nebraska. 

Table  1 will  give  you  an  oveiwiew  of  our 
problem  concerning  teaching  beds  at  our 
University  Hospital,  as  compared  with  the 
University  Hospitals  in  the  surrounding 


and  Hospital.  We  must  work  in  a national 
market  for  many  of  our  personnel.  In  re- 
cruiting faculty  members  and  in  recruiting 
hospital  staff,  we  are  in  areas  of  national 
shortage  so  that  these  skilled  people  are 
much  in  demand  everj-Avhere.  The  physician 
or  nurse  faculty  member  is  able  to  consider 
offers  from  a number  of  schools.  In  addi- 
tion, the  physician  faculty  candidate  com- 
pares these  offers  with  the  opportunities 
in  the  private  practice  of  medicine.  Staff 
nurses,  technologists  and  other  necessary 
skilled  personnel  are  able  to  weigh  the  op- 
portunities for  employment  in  hospitals  in 
any  part  of  the  country.  These  factors  have 
forced  salaiy  increases  of  not  less  than  five 
per  cent  a year  and,  in  selected  categories, 
appreciably  above  that  figure. 
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Increasing  hospital  costs,  largely  due  to 
to  the  increasing  variety  and  the  complex- 
ity of  diagnostic  and  therapeutic  activity, 
have  been  another  factor.  This  has  in- 
creased the  demand  for  highly  skilled  per- 
sonnel as  well  as  requiring  more  complex 
and  more  expensive  equipment  and  materi- 
als. Naturally,  we  could  “get  along”  with- 
out newer  processes,  just  as  we  could  “get 
along”  without  some  of  the  newer  drugs; 
but  our  product,  as  evidenced  in  patients 
cared  for  and  students  graduated,  would  be 
something  less  than  we  would  be  proud  of 
or  you  would  be  satisfied  with.  Although  we 
have  received  gradually  increasing  appropri- 
ations, our  necessity  to  keep  up  these  in- 
creasing costs  has  prevented  us  from  mak- 
ing the  much-needed  additions  to  our  fac- 
ulty. In  the  past  eight  years  we  have  been 
able  to  add,  in  the  whole  medical  faculty, 
one  professor,  12  associate  professors,  no 
assistant  professors,  and  we  have  five  few- 
er instructors.  This  averages  one  faculty 
member  per  year. 

Table  2 gives  a comparative  view  of  our 
College  of  Medicine  budget  from  several 
standpoints.  First,  as  related  to  the  num- 
ber of  students,  and  second,  the  “per  citizen” 
cost,  as  compared  again  with  the  medical 
schools  in  surrounding  states. 

Research  activities  have  been  increased 
very  strikingly  over  the  past  eight  years 


with  direct  support  derived  from  grants 
from  many  sources.  These  grants  have 
added  a considerable  number  of  people  at 
both  technical  and  professional  levels,  as 
well  as  supplying  much  of  the  direct  cost 
of  the  research  carried  out.  Their  presence 
about  the  campus  has  added  greatly  to  our 
atmosphere  of  learning  and  given  a great  in- 
tellectual boost  to  a hard  working  faculty. 

New  programs  centering  around  research 
activities  have,  however,  put  an  increasing 
drain  on  University  funds  in  providing  the 
indirect  support  not  immediately  thought  of. 
Heat,  light  and  the  maintenance  of  space 
must  be  provided  for.  There  is  also  an  in- 
creasing share  of  the  time  of  University 
personnel  in  supervision,  in  accounting,  in 
employment  services,  and  in  the  many 
background  activities  necessary  to  keep  a 
smoothly  working  operation.  All  this  is 
necessary  if  we  are  to  fulfill  our  responsi- 
bilities in  the  modern  role  of  medical  educa- 
tion. 

Worthy  of  recognition  is  a return  to  the 
people  of  Nebraska  which  results  from  the 
activities  on  this  College  of  Medicine  campus. 
This  relates  to  the  care  given  to  the  large 
number  of  Nebraska  citizens  who,  during 
1961-62,  represent  the  4,609  admissions  to 
University  Hospital  and  the  more  than  50,- 
000  visits  to  the  outpatient  service.  The  peo- 
ple of  the  state  have  accepted  the  obligation 
of  providing  medical  attention  for  these  pa- 


TABLE  2 

FINANCIAL  SUPPORT  TO  SELECTED  STATE  UNIVERSITY 
MEDICAL  COLLEGES,  1961-62 


Nebraska 

Colorado 

Iowa 

Kansas 

Minnesota 

Missouri 

State  Per  Capita 
Income  (average) 

2,113 

2,320 

2,003 

2,068 

2,054 

2,199 

State  Population 
(millions) 

1.41 

1.75 

2.75 

2.17 

3.41 

4.32 

Support  Per  Capita 

1.64 

4.40 

3.32 

4.42 

3.87 

1.15 

Support  Per  Medical 

Student  (thousands) 

3.04 

8.37 

6.76 

6 54 

6.10 

5.45 

Support  Per  Clinical 
Clerk  (thousands) 

15.7 

32.1 

30.8 

37.8 

43.4 

27.3 

% Increase  Popula- 
tion, 1950-1960 

6.5 

32.4 

5.2 

14.3 

14.5 

9.2 

Medical  College  Budget 
(millions) 

.974 

5.042* 

2.702 

2.487 

2.810 

1.416 

Hospital  Budget 
Imillions) 

2.341 

2.680 

6.451f 

7.1.58* 

10.412* 

3.500* 

* — includes  income  from  private  patients 
t — has  additional  income  available  from  private  patients 
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tients  who  are  unable  to  meet  the  costs  of 
their  care.  If  these  patients  were  not  cared 
for  at  University  Hospital  or  Dispensary, 
medical  care  would  have  to  be  provided  in 
some  other  fashion.  If  the  value  of  our 
medical  services  to  these  patients,  over  and 
above  the  hospital  care  per  se,  is  calculated 
according  to  the  State  Medical  Association’s 
proposed  fee  schedule  for  governmental 
agencies,  this  value  proves  to  be  something 
over  $1,100,000  each  year.  This  figure  ex- 
ceeds by  more  than  $100,000  the  investment 
of  the  citizens  of  Nebraska  in  the  operation 
of  this  College  of  Medicine,  including  the 
School  of  Nursing  for  one  year. 

We  believe  that  to  maintain  and  develop 
an  adequate  medical  education-program  in 
this  day  and  age,  enlargement  of  the  faculty 
and  increased  support  of  its  activities,  as 
well  as  enlargement  of  University  Hospital 
and-  better  support  for  its  operation,  is  es- 
sential. The  question  may  be  raised  as  to 
whether  the  citizens  of  Nebraska  can  afford 


such  support.  We  again  ask  that  you  refer 
to  table  2 and  note  that  Nebraska  citizens 
now  pay  $1.64  per  year,  as  compared  to  citi- 
zens in  Colorado,  Iowa,  Kansas  and  Min- 
nesota who  pay  from  $3.32  to  $4.42  per  year. 
In  all  these  states  the  average  income,  as 
reported  in  recent  census  figures,  is  very 
similar,  ^rtth  the  variation  in  per  capita 
income  being  only  about  five  per  cent.  In 
actual  figures,  three  of  these  states  have  a 
lower  per  capita  income  than  does  Nebraska. 

This  biennial  budget  now  before  the  Gov- 
ernor is  based  on  the  necessity  to  catch  up, 
as  well  as  to  move  forward  toward  the  rela- 
tive position  we  should  now  be  holding. 
The  increases  we  are  asking  for  both  the 
College  of  Medicine  and  School  of  Nursing, 
and  University  Hospital  and  Dispensary  are 
admittedly  substantial,  roughly  one  million 
dollars  in  each  case,  but  are  in  our  estima- 
tion essential  to  the  continuance  of  our  ef- 
forts toward  building  a sound  program  of 
modern  medical  education  for  Nebraska. 


LEGISLATION  AGAINST  SIDE  EFFECTS? 

The  unexpected  appearance  of  side  effects  in  drug  therapy  has 
been  and  will  be  due  not  to  inadequacy  of  laws  but  to  the  inadequacy 
of  scientific  knowledge.  Protection  against  side  effects  cannot  be 
legislated.  There  will  always  be  instances  where  a drag  will  be 
prescribed,  despite  its  side  effects,  because  the  alternative  is  worse. 
Every  drug  is  to  some  extent  toxic.  Even  the  purest  tap  water 
can  be  haimaful  under  ceitain  conditions.  A doctor  must  always 
weigh  the  disadvantages  of  a drug  against  the  expected  advantages. 
The  best  and  most  extensive  legislation  in  the  world  will  not  help 
him  in  this  decision.  But  restrictive  legislation  can  tie  his  hands. 
The  problem,  I repeat,  is  not  lack  of  legislation  but  lack  of  exact 
scientific  knowledge.  — Austin  Smith,  M.D.,  President,  PhaiTnaceu- 
tical  Manufacturers  Association,  to  16th  Annual  Convention,  Na- 
tional Pharmaceutical  Association,  August  7,  1962. 
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WHAT'S  NEW 


This  Is  WHAT'S  NEW  in 


Anesthesiology* 

The  last  few  years  have  seen 
a striking  amount  of  laboratory 
and  clinical  research  to  find 
the  ideal  inhalation  anesthetic.  This  agent 
had  to  be  of  good  potency,  and  pleasing  to 
I the  patient;  it  had  to  have  a fairly  wide 
margin  of  safety;  and  it  had  to  be  non- 
inflammable  to  meet  the  requirements  of 
I the  present  day  desire  of  the  surgeon  to  use 
I electrocautery.  Fluothane  is  the  agent  that 
today  fits  these  qualifications.  There  are 
other  halogenated  hydrocarbons  that  will 
also  be  mentioned.  Fluothane  is,  at  the 
present  time,  the  most  widely  used  agent 
of  this  group  of  halogenated  hydrocarbons. 
It  has  been  available  clinically  for  a consid- 
erable period  of  time.  The  last  four  to  five 
years  have  given  it  ample  clinical  trial. 
Therefore  we  see  it  used  and  recognized 
more  than  any  other  of  the  newer  inhalation 
anesthetic  agents. 

Halothane  (Fluothane) 

Fluothane  is  a clear  tinted  liquid  with  a 
pleasing  aroma.  It  is  stabilized  commer- 
cially by  the  addition  of  0.01  per  cent 
thymol.  It  is  noninflammable.  It  has 
a boiling  point  of  50.2°  C.  at  760  milli- 
meters of  mercury.  Clinically,  administra- 
tion of  an  anesthetic  agent  requires  special- 
ized equipment  in  order  to  finely  calibrate 
the  concentrations  of  the  agent  to  fractions 
of  0.1  per  cent  over  a clinical  range  of  0.5 
per  cent  to  4.0  per  cent.  These  special  va- 
porizors  may  be  adapted  to  any  modern 
anesthesic  gas  machines.  The  vapor  is  com- 
patible with  soda  lime  and  with  most  other 
anesthetic  agents. 

Induction  of  anesthesia  is  usually  rapid 
and  smooth,  producing  surgical  anesthesia 
in  four  to  seven  minutes.  The  anesthetic  may 
be  administered  by  the  open  drop  technic 
or  in  the  anesthetic  apparatus,  usually  with 
a semi-open  or  semi-closed  flow  of  gases. 
For  more  rapid  induction,  pentothal  may  be 
used  with  the  gradual  addition  of  Fluothane 
vapor.  A rapid  induction  by  Fluothane  may 
cause  hypotension.  This  hypotension  is  also 
seen  under  deeper  levels  of  anesthesia  with 
this  agent.  It  is  reversible  by  decreasing 
the  anesthetic  concentrations.  In  some  in- 
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stances  the  respiration  may  become  very 
rapid.  The  intravenous  addition  of  small 
doses  of  an  opiate  remedy  this  tachypnea. 
Muscular  relaxation  is  not  adequate  for  ab- 
dominal surgery.  If  relaxation  is  needed, 
succinylcholine  chloride  or  flaxedil  may  be 
used. 

Recovery  from  anesthesia  with  Fluothane 
is  relatively  rapid  and  uneventful.  Nausea 
and  vomiting  are  minimal. 

At  the  present  time  its  use  is  not  recom- 
mended with  adrenalin.  It  is  also  not  rec- 
ommended for  use  in  patients  with  shock 
or  with  cardiac  arrhythmias. 

Penthrane 

Another  agent  that  is  now  being  widely 
studied  and  holds  great  promise  is  also  a 
halogenated  hydrocarbon  known  as  Pen- 
thrane. Penthrane  is  a clear  colorless 
liquid.  It  has  a fruit-like  aroma  which  has 
been  referred  to  as  “Tutti-Fruiti”  or  “Juicy 
Fruit.”  Its  vaporization  temperature  is 
high.  The  boiling  point  is  104.65°  C.  at  760 
millimeters  of  mercury.  This  is  a stable 
compound  and  may  be  used  with  soda  lime  in 
almost  any  type  anesthetic  apparatus. 

Induction  of  anesthesia  with  Penthrane  is 
slow,  taking  from  eight  to  fifteen  minutes 
when  used  as  the  sole  agent.  It  may  how- 
ever be  used  with  pentothal  or  other  induc- 
tion agents,  and  then  the  conversion  may 
be  to  Penthrane  alone.  This  agent  is  com- 
patible with  all  the  other  current  anesthetic 
agents.  It  is  also  noninflammable  in  concen- 
trations used  for  normal  anesthesia.  The 
agent  provides  good  muscular  relaxation 
and  does  not  sensitize  the  myocardium, 
therefore  no  electrocardiographic  changes 
are  seen. 

The  usual  signs  of  anesthesia  may  be  used 
in  its  administration.  Blood  pressure,  pulse, 
and  respiration-depth  are  the  vital  signs  to 
be  used  in  determining  depth.  The  eye 
signs  of  Guedel  are  not  accurate  for  evalua- 
tion of  depth  of  anesthesia.  The  pupils 

♦Presented  before  Omaha  Mid- West  Clinical  Society,  29th 
Annual  Session,  November,  1961. 
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change  little  and  remain  centrally  fixed  dur- 
ing anesthesia.  One  of  the  major  signs  of 
overdosage  is  a lowering  of  the  blood  pres- 
sure. 

Since  this  agent  is  extremely  potent,  its 
administration  must  be  stopped  some  time 
prior  to  the  completion  of  the  procedure. 
If  the  administration  has  been  for  a short 
period,  one  hour  or  less,  its  administration 
should  be  stopped  fifteen  minutes  prior  to 
the  end  of  the  operation.  Postoperative 
nausea  and  vomiting  are  minimal.  A rather 
placid,  sedated  emergence  is  common. 

Much  more  clinical  evaluation  will  be 
necessary,  however,  before  this  agent  will 
have  been  fully  accepted. 

Methohexital  Sodium  (Brevital) 

Another  agent  that  we  feel  is  quite  an 
addition  to  anesthetics  is  a rapid  acting  bar- 
bitrate  for  intravenous  administration. 
This  is  Brevital  Sodium  (methohexital  so- 
dium). This  agent  is  used  somewhat  like 
pentothal.  It  has  one  major  desirable  fea- 
ture — the  production  of  little  or  no  vagal 
stimulation.  This  means  that  the  cough 
reflex  and  the  possibility  of  laryngeal  spasm 
are  minimized  and  are  very  rarely  seen. 
One  does  not  get  great  depth  of  barbiturate 
depression  from  this  unless  the  agent  is 
pushed  rapidly.  The  administration  of  the 
drug  for  short  periods  allows  for  a very 
rapid  recovery  and  this  makes  it  excellent 
for  short  procedures  and  procedures  around 
the  oropharynx  which  ordinarily  would  be 
quite  a hazard  with  the  thiobarbiturates  be- 
cause of  the  vagal  stimulation  and  the  dan- 
ger of  laryngeal  spasm.  The  agent  is  rap- 
idly metabolized  and  the  incidence  of  post- 
operative nausea  and  vomiting  is  quite  mini- 
mized. Brevital  is  not  one  of  the  thiobar- 
biturate  agents.  It  has  not  been  knov.m  to 
cause  increased  bronchial  spasm  with  the 
asthmatic  patient  and,  once  again,  this  is 
quite  a desirable  feature  for  induction  of 
anesthesia  in  patients  with  asthma  or  other 
allergic  manifestations.  This  should  be 
very  useful,  especially  to  general  practition- 
ers ; because  the  speed  of  action  of  this 
agent  and  its  relatively  rapid  dissipation 
make  it  oesirable  for  setting  simple  frac- 
tures and  for  other  procedures  such  as  the 
incision  and  drainage  of  small  abscesses. 
Medication  preoperatively  with  the  bella- 
donna alkaloids  is  still  desirable.  Postive 
pressure  oxygen  equipment  is  still  an  avail- 
able necessity. 


Axillary  Brachial  Block 

The  next  subject  we  feel  has  been  a recent 
contribution  to  the  field  of  anesthetics  is 
the  use  of  brachial  block,  or  brachial  plexus 
block,  using  the  axillary  approach.  This 
block  is  quite  adequate  for  the  manipulation 
of  fractures  of  the  forearm  and  the  hand, 
lacerations,  tendon  repairs,  burn  dressings, 
and  a mulitude  of  other  procedures  in  which 
the  forearm  is  involved.  For  years  phvsi- 
cians  have  not  aggressively  pursued  the 
block  because  of  the  dangers  inherent  in  the 
supraclavicular  approach.  These  included 
the  hazard  of  pneumothorax,  since  the 
pleura  is  so  close  to  the  area  of  the  block. 
Also  there  was  always  the  hazard  of  intra- 
vascular iniection  and  the  possibilitv  of  in- 
trathecal injection.  These  anatomical  struc- 
tures in  themselves  were  enough  to  cause 
most  operators  to  avoid  the  supraclavicular 
block  except  for  specific  indications  in 
which  this  was  usually  the  last  resort.  Now, 
using  the  axillary  approach,  we  find  these 
hazards  are  minimized.  About  the  only 
moderate  danger  is  the  possibilitv  of  punc- 
ture and  intravascular  injection  into  one  of 
the  vessels  as  the  axillary  artery  or  vein. 
The  danger  of  pneumothorax  is  avoided  as 
is  the  possibility  of  intrathecal  injection. 

The  axillary  block  is  relatively  simple. 
The  landmarks  for  the  axillary  block  are 
the  insertion  anteriorly  of  the  pectoral!  s ma- 
jor muscle  on  the  humerus  and  posteriorly 
the  insertion  of  the  latissimus  dorsi  muscle 
and  its  insertion  upon  the  humerus.  The 
axillary  artery  is  the  other  major  landmark. 
The  major  nerve  roots  to  block  are  the  ul- 
nar, radial,  and  median  neiwes.  The  medial 
antibrachial  and  the  musculocutaneous 
nerves  must  also  be  blocked. 

Now  for  the  technique  of  the  block.  The 
arm  is  abducted  with  the  patient  in  a supine 
position  — 90  degree  abduction  with  the 
forearm  in  external  rotation.  The  axillary 
artery  is  palpitated  high  between  the  pec- 
toralis  major  and  latissimus  dorsi  inser- 
tions, and  a skin  wheel  using  2 to  3 cc.  of 
anesthetic  solution  is  then  made  over  the 
axillary  artery.  Now  the  axillaiy  artery  is 
retracted  anteriorly  and  the  operator  inserts 
a 25  or  26  gauge  needle  of  1 or  114  inch 
length  posteriorly  to  the  axillary  artery. 
The  vessels  and  the  nerves  that  course 
along  with  the  axillary  artery  are  enclosed 
in  a very  solid  sheath  which  is  from  2 to  3 
centimeters  in  diameter  in  the  average 
adult.i  As  the  needle  penetrates  this  neuro- 
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vascular  sheath  there  is  frequently  noted  an 
audible  or  palpable  snap.  Once  this  has 
been  perforated  the  needle  is  checked  for 
possibility  of  intravascular  position  and 
then  if  no  return  of  blood  is  noted  after 
general  aspiration,  injection  of  from  10  to 
15  cc.  of  anesthetic  solution  is  made,  slow- 
ly. The  needle  is  then  withdrawn  slowly 
also  injecting  from  4 to  5 cc.  of  the  anes- 
thetic solution  as  the  needle  is  withdrawn. 
Once  again,  the  axillary  artery  is  palpitated 
and  this  time  it  is  retracted  posteriorly. 
The  needle  is  inserted  anteriorly  to  the  ar- 
tery, once  again  going  through  the  neuro- 
vascular sheath  and  the  injection  of  anes- 
thetic solution  is  again  made  using  from  10 
to  15  cc.  of  the  solution.  The  injection  of 
4 to  5 cc.  of  anesthetic  solution  is  again  fol- 
lowed as  the  needle  is  slowly  withdrawn 
through  the  subcutaneous  tissues.  This  in- 
jection as  one  withdraws  the  needle  from 
the  neurovascular  bundle  is  done  to  affect 
other  branches  that  may  have  come  from  the 
plexus  above  the  area  of  the  block  and  do 
not  follow  or  course  through  the  area  of  the 
neurovascular  bundle.  Therefore  the  injec- 
tion outside  of  the  bundle  tends  to  cover  the 
innervation  from  these  nerve  roots.  These 
would  include  the  medial  antibrachial  cu- 
taneous neiwes  and  the  musculocutaneous 
nerves.  With  these  roots  blocked  there  is  a 
more  profound  block  of  greater  area.  With- 
in five  to  ten  minutes  this  block  will  give 
adequate  analgesia  of  the  hand  or  the  lower 
forearm.  Procedures  as  mentioned  can  then 
be  done  with  very  little  difficulty. 

It  has  been  noted  by  some  authors  that 
if  one  desires  to  block  the  entire  arm.  more 
anesthetic  solution  is  needed  into  the  neuro- 
vascular sheath  or  neurovascular  bundle  be- 
cause the  branches  of  the  musculocutaneous 
leaves  the  sheath  above  the  point  of  injec- 
tion as  does  also  the  medial  antibrachial 
nerve.  If  the  whole  arm  needs  to  be  anes- 
thetized from  a level  immediately  below  the 
block,  then  an  addition  to  a total  of  approxi- 
mately 45  to  50  cc.  of  anesthetic  solution 
needs  to  be  injected  into  the  neurovascular 
bundle.  This  allows  pentration  up  the  neu- 
rovascular bundle  to  reach  these  branches 
or  nerve  roots  that  have  left  the  plexus 
above  this  area.  This  distance  above  should 
be  from  three  to  four  centimeters  from  the 
site  of  injection.  It  must  be  kept  in  mind 
that  if  the  block  is  to  be  augmented  to  in- 


clude the  entire  arm,  then  more  time  must 
be  allowed  for  penetration  and  onset  of  the 
anesthetic  agent.  Therefore,  a period  of  at 
least  15  minutes  should  be  allowed  for  the 
agent  to  penetrate  up  the  neurovascular 
compartment.  The  tissue  of  the  medial  as- 
pect of  the  arm  under  the  site  of  injection 
is  innervated  by  the  intercostal  brachial 
nerve  and  the  medial  brachial  cutaneous 
nerve.  These  nerves  are  blocked  well  if  an 
injection  of  solution  is  made  in  the  manner 
of  a half-moon  around  the  medial  side  of 
the  arm  in  the  same  plane  as  the  skin  wheel 
was  made.  These  roots  are  usually  covered 
when  the  skin  wheel  is  made. 

The  choice  of  agent  for  this  block  varies 
with  individuals.  Most  prefer  a solution  of 
Xylocaine  (Lidocaine  Hydrochloride)  1 per 
cent  or  1 per  cent  Carbocaine.  The  author 
has  had  excellent  results  with  a 1 per  cent 
solution  of  Carbocaine.  If  the  hand  is  in- 
volved only,  and  not  the  entire  arm,  a 1 per 
cent  and  possibly  a 2 per  cent  solution  of 
Carbocaine  may  be  used  without  needing 
to  inject  a total  of  more  than  20  to  30  ce. 
for  the  entire  block.  However  if  the  great- 
er amount  of  solution  is  necessary  it  should 
be  diluted  to  perhaps  a i/^  per  cent  Carbo- 
caine or  certainly  not  to  exceed  1 per  cent 
Carbocaine  solution.  These  concentrations 
also  would  apply  to  Xylocaine.  It  has  been 
found  desirable  to  add  adrenalin  unless 
there  is  specific  contraindication.  This  ad- 
dition of  adrenalin  should  be  made  to  the 
anesthetic  solution  to  provide  a 1 to  200,000 
concentration. 

Complications  from  the  block  rarely  have 
been  reported.  Hypesthesia  of  some  nerve 
roots  has  been  reported  to  persist  for  a 
period  of  24  to  48  hours  and  in  no  instances 
in  the  current  literature  has  this  been  noted 
to  extend  longer  than  this  period.  It  could 
be  avoided  if  endoneural  injection  is  avoid- 
ed. If  parathesia  is  elicited  the  needle 
should  be  moved  a short  distance  before  in- 
jection into  the  area  is  completed.  This  will 
prevent  endoneural  injection.  An  obvious 
contraindication  for  the  block  is  the  pres- 
ence of  axillary  infection  or  enlarged  lymph 
nodes  in  the  area  of  the  block. 
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HYPERTENSION 

Hypertension  may  have  a number  of 
causes,  some  of  Avhich  are  commonly  listed 
as  follows  d 

1.  “Essential”  (etiology  unknown) 

2.  Renal  disease 

3.  Toxemia  of  pregnancy 

4.  Endocrine 

Pheochromocytoma 
Cushing’s  syndrome 
Hyperaldosteronism 
Hyperthyroidism 

Congenital  adrenal  hyperplasiai® 

5.  Coarctation  of  aorta 

6.  Intracranial,  spinal 

Increased  intracranial  pressure 
Rarely,  cerebral  damageib 
Disease  of  brainstem  or  upper  cord2 
Familial  dysautonomia 

7.  Acute  intermittent  porphyria 

8.  Lead  poisoning 

9.  Polyarteritis  nodosa?  (May  belong  with 
No.'  2) 

10.  Polycythemia  vera 

Hypertension  is  of  interest  to  the  neurolo- 
gist because : 

1.  It  aggravates  and  hastens  hypertrophic  and 
degenerative  changes  in  cerebral  arteries^ 

2.  It  may  lead  to  rupture  of  an  intracranial 
arterj’  or  aneurism^® 

3.  It  may  lead  to  myocardial  failure  or  coro- 
nary disease  with  secondary  neurologic  ef- 
fects 

4.  It  rarely  may  culminate  in  acute  hyperten- 
sive encephalopathy 

5.  It  may  provide  a clue  to  a primary  disorder 
(cited  above)  presenting  with  neurologic 
manifestations,  as  in  Cushing’s  syndrome 

6.  It  may  lead  to  too  vigorous  antihyperten- 
sive measures  whereupon  cerebral  artery  in- 
sufficiency or  occlusion  occurSt 

Acute  hypertensive  encephalopathy,  a 
manifestation  of  accelerated  or  “malignant” 
hj’pei’tension,  often  presents  with  outstand- 
ingly neurologic  phenomena. Patients  are 
usually  under  50,  many  vdth  knovm  but  pre- 
viously uncomplicated  hypertension.  Most 
come  from  the  category  of  essential,  renal 
or  pregnancy ; some  arise  from  pheochromo- 
cytoma or  hyperaldosteronism.  Severe  ar- 
teriolar disease  sets  in  with  spasm,  necrotiz- 
ing ai-teriolitis,  proliferative  endarteritis 
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and  edema.  Brain,  kidney,  and  myocardium 
suffer  considerably.  Extremely  high  dia- 
stolic pressures  (usually  at  least  130  but 
may  be  as  high  as  180  mm.  Hg. !)  have  been 
recorded. 

Headaches,  nausea  and  vomiting,  amauro- 
sis, focal  cerebral  deficit  (such  as,  aphasia, 
hemiplegia),  organic  or  toxic-like  mental 
changes,  convulsions,  decerebrate  rigidity 
and  coma  are  outstanding  features  in  about 
one-third  of  cases,  often  bringing  the  patient 
to  neurologic  attention.  Elevated  spinal 
fluid  pressure  is  usual  but  without  signifi- 
cant protein  or  cell  elevation.  Papilledema 
and  severe  hj^jertensive  retinopathy  com- 
plete the  picture.  Renal  and  cardiac  failure 
are  common  accompaniments.  Cerebral  hem- 
orrhage is  a common  cause  of  demise  in  those 
with  prominent  neurologic  features. 

This  condition  comprises  an  emergency 
which  requires  prompt  recognition  and 
treatment  with  antihypertensive,  supportive 
and  symptomatic  measures. 

ANEURISM  OF  AORTA 

Aneurisms  may  occur  at  any  level  of  the 
aorta.  Those  in  the  thorax  are  often  luetic. 
A small  number  are  due  to  arterioscle- 
rosis.^ Pain  is  a common  feature  and 
may  be  mistaken  for  ceiwical  or  dorsal  spine 
diseases  or  intercostal  neuralgia.  Dyspnea 
and  cough  accompany.  Horner’s  syndrome, 
vocal  cord  paralysis  and  diphragmatic  pa- 
ralysis may  occur  as  the  mass  entraps  cei’- 
vical  sjTnpathetics,  recurrent  laiyngeal,  or 
phrenic  nerves. 

Usually  diagnosed  on  palpation  or  present- 
ing at  a time  of  acute  nipture,  abdominal 
aortic  aneu7~ism  does  not  commonly  call  for 
neurologic  consultation.  However,  when  the 
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symptoms  are  insidious,  chronic,  subacute  or 
intermittent  and  the  diagnostic  mass  has  not 
been  palpated  or  observed  on  X ray,  the  clin- 
ical picture  may  appear  somewhat  like  a neu- 
rologic syndromed  If  sought,  an  X ray  of 
abdomen  will  often  reveal  calcification  in 
the  aneurism  wall.^ 

Abdominal  aortic  aneurisms  usually  fea- 
ture abdominal  pain  which  may  radiate  dis- 
armingly to  the  hip,  groin,  or  external  geni- 
talia, lower  extremities  or  back.^a  These 
aneurisms  rarely  erode  vertebrae  to  produce 
spinal  cord  compression.®  Back  pain  usual- 
ly signifies  retroperitoneal  dissection;  gas- 
trointestinal pain,  mesenteric  dissection ; 
gluteal  pain,  pelvic  dissection;  genital  pain, 
perirenal  and  peri-ureteral  dissection. ^ Most 
of  these  patients  are  men  of  50  years  or  old- 
er. 

Infection  and  fever  have  been  reported  to 
occur  in  some  cases.®  Some  cases  are  asso- 
ciated with  distal  (bifurcation,  iliac)  occlu- 
sive disease.® 

DISSECTING  AORTIC  ANEURISM 

Dissecting  aneurism  is  produced  by  pene- 
trating of  circulating  blood  into  the  wall  of 
the  aorta,  resulting  in  a dissecting  hema- 
toma. The  vessel  wall  splits  in  a circumfer- 
ential and  a longitudinal  direction  and  may 
do  so  the  full  length  of  the  aorta.  It  is  be- 
lieved that  all  of  this  begins  with  rupture 
of  vasa  vasorum  which  starts  a small  intra- 
mural hematoma  to  work  its  way  through 
a layer  of  degenerated  media. 

Some  cases  are  associated  with  Marfan’s 
deformities,  coarctation  of  the  aorta,  and 
bicuspid  aortic  valves  previously  described. 
A definite  but  small  per  cent  are  complicat- 
ed by  pregnancy. 

The  usual  case  occurs  in  a man,  hyper- 
tensive, age  40-70.  Cases  with  medionecro- 
sis,  Marfan’s  deformities,  coarctation,  bi- 
cuspid aortic  valves  or  pregnancy  are  young- 
er. 

The  clinical  picture  may  be  acute,  sub- 
acute, recurrent,  or  chronic.  The  acute, 
fulminating  and  catastrophic  case  usually 
dies  or  is  diagnosed  without  neurologic  as- 
sistance. The  less  acute  or  chronic  forms 
may  pose  difficulty  in  diagnosis.^’® 

Pain  is  a common  feature,  particularly  in 
acute  cases.  It  may  be  disarmingly  absent 
in  10-20  per  cent  of  cases,  hoivever.^  Ex- 
tremely severe,  abrupt  in  onset,  rapid  in 


crescendo,  relentless,  this  pain  usually  ap- 
pears in  chest  or  abdomen.  It  is  commonly 
precordial  or  substernal  but  may  be  any- 
where in  the  chest,  abdomen,  back,  neck, 
shoulders,  jaw  or  cheek,  depending  on  the 
level  of  the  process.  It  tends  to  wander  and 
migrate,  commonly  to  the  back,  abdomen, 
hips  and  legs.  Occasionally  (in  less  acute 
cases)  peripheral  pain  may  be  emphasized  in 
hips,  buttocks,  thighs,  neck,  shoulder  or 
arms. 

Patients  are  usually  hypertensive.  A va- 
riety of  cardiac  murmurs  may  be  found. 
Asymmetrical  pulses  and  blood  pressure  de- 
terminations, variable  from  hour  to  hour, 
assist  in  diagnosis.  X-ray  findings  of  dilat- 
ed aorta  should  be  sought.  Aortography 
must  be  done  in  some  cases.  The  absence  of 
EKG  changes  significant  to  indicate  com- 
mensurate myocardial  infarction  is  helpful 
but  not  always  to  be  found. 

Neurologic  signs  or  symptoms  appear  in 
at  least  20  per  cent  of  cases  and  are  due  to 
occlusion  of  important  arterial  origins. 
These  syndromes  may  be  classified  as  fol- 
lows: 

1.  Disorders  of  consciousness 

2.  Ischemia  of  peripheral  nerves 

3.  Ischemia  of  spinal  cord 

4.  Ischemia  of  brain 

5.  Ocular  changes 

Collapse,  syncope,  confusion,  acute  or- 
ganic mental  changes  or  coma  may  be  due  to 
a variety  of  causes  in  so  catastrophic  a con- 
dition. Ischemia  of  peripheral  nerves  is 
common  and  due  to  occlusion  of  a major  limb 
artery.  Ischemic  findings  are  present  in 
the  limb  along  with  signs  of  peripheral  neu- 
ropathy. 

With  occlusion  of  arteries  to  the  spinal 
cord,  partial  to  complete  paraplegias  may 
occur  below  the  level  of  occlusion.^  A sens- 
ory level  is  often  evident  on  examination. 

With  dissection  and  encroachment  on  the 
origins  of  innominate  or  carotid  arteries, 
cerebral  symptoms  (commonly  hemiplegia 
and  aphasia)  become  outstanding.®  These 
may  wax  and  wane  somewhat  as  insuffi- 
ciency and  collateral  circulation  seek  to  es- 
tablish themselves.  They  may  appear  with 
an  abrupt  occlusion.  The  left  common  caro- 
tid artery  is  most  often  involved.® 

Visual  symptoms  consist  usually  of  visual 
loss  in  one  eye  as  carotid  circulation  is  im- 
paired. This  may  be  transient  pending  es- 
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tablishment  of  collateral  circulation.  Vari- 
ous degi’ees  of  hypertensive  retinopathy  are 
not  uncommon.  Horner’s  syndrome  or  other 
pupillaiy  anomalies  are  occasionally  seen, 
due  to  mediastinal  involvement  of  cervical 
s>Tnpathetic  fibers. 

OCCLUSION  OF  ABDOMINAL  AORTA 
OR  ILIAC  ARTERIES 

Chronic  or  incomplete,  thrombotic  or 
embolic  occlusion  of  the  terminal  aorta 
may 

1.  Produce  pain  and  weakness  in  extremities 
to  suggest  primary  neurologic  disorder 

2.  Produce  an  ischemic  neuropathy  of  nerves 
to  lower  extremities 

3.  Extend  to  involve  lower  spinal  arteries 

Patients  are  usually  men  over  the  age  of 
40.  Etiologic  factors  include  arterioscle- 
rosis, local  trauma,!®  hypotension  and  the 
numerous  causes  of  embolism  cited  previ- 
ously.!!’  The  valuable  signs  of  lack  of  pulsa- 
tions in  the  lowers,  bruits  or  murmurs  and 
other  ischemic  changes  may  be  minimal  or 
overlooked  in  some  cases. ^ 

Principal  features  otherwise  are; 

Legs  feel  heavy,  fatigued 

Intermittent  claudication 

Pain:  hips,  buttocks,  thighs,  low  back 

Impotence 

Paraparesis;  muscle  weakness  is  confined  to  be- 
low knees;  sensory  loss  rarely  higher  than 
mid-thigh 

If  the  occlusion  extends  slightly  higher  in 
the  lower  aorta  and  especially  if  lumbar 
a n d anterior  radicular  arteries  are  in- 
volved,2--!  more  definite  spinal  cord  syn- 
dromes are  produced.  Occasionally  the  an- 
terior spinal  a r t e r y syndrome  appears. 
This  may  be  misleading  as  it  suggests  that 
the  occlusion  is  limited  to  this  spinal  artery 
when  actually  occlusion  may  also  be  under 
way  in  the  aorta. 

This  syndrome,  thrombosis  of  the  anterior 
spinal  artery,  which  may  not  be  complete, 
reveals 

Loss  of  pain  and  temperature  sense  below  the 
infarcted  level 

Spastic  muscle  weakness  below  the  infarcted 
level 

Loss  of  bladder  and  bowel  control 

Segmental  flaccid  paralysis  at  the  level  of  in- 
farction 

Variable  recoveiy  from  terminal  aortic  or 
iliac  artery  occlusion  may  occur  though 
peripheral  gangrene  occurs  in  many  cases. 


Aortography  may  be  necessary  to  appraise 
the  location  and  extent  of  the  lesion,  pre- 
paratory to  surgical  resection. 

HYPOTENSION  AND  SYNCOPE 
The  normal,  resting  human  requires  a 
total  intracranial  flow  of  250-400  cc.  of 
blood  per  minute!  or  30  cc.  of  blood  per  100 
gm.  of  brain  per  minute. ^ To  maintain  this 
blood  flow  a minimal  systolic  pressure  of  55- 
GO  mm.  Hg  is  needed.^ 

Loss  of  consciousness,  commonly  referred 
to  as  sjTicope,  is  usually  due  to  one  or  more 
of  the  following  causes 

I.  Generalized  fall  in  blood  pressure,  thence 
cerebral  ischemia 

1.  Loss  of  peripheral  arterial  resistance 

2.  Decreased  cardiac  output  (rate  of  con- 
traction, stroke-volume) 

3.  Loss  of  circulating  blood  volume 

II.  Localized  cerebral  ischemia 

1.  Cerebrovascular  disease 

2.  Cerebral  vasospasm 

III.  Changes  in  blood  composition 

1.  Hypoxia 

2.  Hypocapnia,  hypercapnia 

3.  Hypoglycemia 

4.  Polycythemia  (increased  circulating 
blood  load,  increased  viscosity) 

Loss  of  Peripheral  Arterial  Resistance: 

a.  Active  loss^-  5 

Vasovagal  syncope 
Carotid  sinus  sensitivity® 

Hyperventilation  syncope 
Removal  of  pheochromocytoma 
Labyrinthine  disorders 

b.  Passive  loss 

Transient,  orthostatic 

Pharmacologic:  Vasodilators,  ganglio- 

plegics,  antihypertensives,  tranquil- 
lizers, anesthesia 
Chronic,  orthostatic 
Idiopathic^ 

Secondary  to  neurologic  disease 
Diabetic  neuropathy® 

Subacute  combined  sclerosis 
Tabes  dorsalis 
Familial  dysautonomia 
Primary  amyloidosis 
Postsympathectorny 
Lesions  of  hypothalamic  or  medullary 
vasomotor  centers®^ 

Transecting  lesion  of  spinal  cord, 
above  10th  thoracic  segment 

Diminished  Cardiac  Output: 

1.  Cardiac  standstill®^' ® 

Vasovagal 
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Carotid  sinus  sensitivity 
“Cardiac  arrest” 

Adams-Stokes  syndrome 

2.  Decreased  stroke-volume 

Aortic  stenosis 
Myocardial  disease 

Acute  infarction,  myocarditis.  myo- 
cardial failure,  hyperkalemia*>a 
Severe  arrythmia,  marked  tachycardia®'* 
Ventricular  fibrillation 
Air  embolism  (ris;ht  heart)® 

3.  Extracardial  causes 

Pulmonary  hypertension 
Positive  pressure  breathing 
Cough  syncope 
Valsalva  maneuver®* 

Positive  gravitational  forces 
Pericardial  effusion 
Tension  pneumonthorax 
Mediastinal  emphysema 
Diminished  blood  volume  (hypovolemia) 
Hemorrhage 

Venous  pooling,  (e.g.  in  extensive 
varices) 

Marked  Ipss  of  electrolytes 
Excessive  vomiting,  diarrhea 
Acute  adrenal  insufficiency 
Small  bowel  obstruction 
Diuresis 

Rapid  loss  of  whole  plasma 
Acute  pulmonary  edema 
Peritonitis 

Localized  Cerebral  Ischemia: 

1.  Cerebrovascular  disease 

Thrombosis 

Stenosis  (“insufficiency”) 

Embolism 

Hemorrhage,  hematoma 
Gravitational  forces 

2.  Cerebral  vasospasm 

In  acute  embolism  or  thrombosis 
Hypertensive  encephalopathy 
Hyperventilation 
Carotid  sinus  sensitivity  (?) 

Changes  in  Blood  Composition: 

1.  Hypoxia 

High  altitude 
Methemoglobulinemia 
CO=  intoxication 
Marked  anemia 
Congenital  heart  disease 
Myocardial  failure 
Pulmonary  disease 

2.  Hypocapnia  (hyperventilation) 

Impairs  release  of  O-  from  hemoglobin 

3.  Hypercapnia 

Asphyxia 

Pulmonary  insufficiency 


4,  Hypoglycemia 
,'j.  Polycythemia 

Increased  vascular  load 
Increased  viscosity 
6.  “Toxins”  (?) 

Fulminating  infection 

Other  conditions  too  complex  to  be  prop- 
erly placed  in  above  outlines,  associated  with 
hypotension  include: 

Addison’s  disease;  acute  adrenal  insufficiency 

Hypopituitarism 

Debilitating  diseases 

Long  recumbency 

Anaphylactic  shock 

Prolonged  standing,  immobile 

Acute  traumatic  or  surgical  shock'® 

Acute  bacteremia,  septicemia'®* 

Acute  catastrophic  insults 
Ruptured  aortic  aneurism 
Pulmonary  embolism 
Acute  myocardial  infarction 
Acute  pancreatitis 

Healthy  young  adults  can  tolerate  a re- 
duction of  blood  pressure  to  a mean  or 
36/20  mm.  Hg  before  losing  consciousness. 
At  this  time  the  EEC  changes  dramatically 
with  appearance  of  high  voltage,  synchron- 
ous slow  waves. 10'’ 

The  clinical  manifestations  of  acute  hypo- 
tension may  require  the  provocation  or  ag- 
gravation of  one  or  more  of  the  above 
“causes”  described.  The  cerebral  symp- 
toms which  result  may  be  mild  or  severe, 
transient  or  permanent: 

1.  “Faint”  feelings,  sense  of  impending  loss 
of  consciousness,  “dizziness”  or  vertigo, 
visual  “gray  out”  or  “black  out” 

2.  Mental  confusion  and/or  amnesia 

3.  Syncope  (akinetic  loss  of  consciousness) 

4.  Convulsion  (abortive,  focal,  incomplete 
grand  mal,  complete  grand  mal) 

5.  Focal  cerebral  deficit  (e.g.  aphasia,  hemi- 
plegia) 

6.  Decerebrate  rigidity 

7.  Infarction  with  residual  cerebral  deficits 
(usually  preceded  by  one  or  two  of  above 
“phases”) 

Why  one  patient  will  have  syncope,  an- 
other a hemiplegia  and  another  have  con- 
vulsions with  a sudden  lowering  of  blood 
pressure  is  not  completely  understood. 
However,  the  following  factors  appear  im- 
portant : 

1.  Rapidity  of  development  of  hypotension 

2.  Extent  (severity)  of  hypotension 

3.  Duration  of  hypotension 
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4.  Frequency  of  hypotensive  attacks;  cumu- 

lative effects 

5.  Which  part  or  parts  of  brain  particularly 
affected  by  hypotension  (ischemia).  This 
vill  depend  much  on: 

a.  Where  areas  of  stenosis  exist  in  cere- 
bral arteries 

b.  Individual  configuration  and  collateral 
efficacy  of  Circle  of  Willis  and  other 
anastomotic  connections!* 

c.  Vascular  anomalies'**! 

6.  Individual  convulsive  threshold 

7.  Existence  of  prior  vascular  lesions  (these 
may  have  been  “silent”) 

8.  Concomitant  hyperventilation  which  causes 
cerebral  vasospasm^  and  impairs  release  of 
oxygen  to  cerebral  neurones^a 

9.  Blood  constituents  (anemia,  polycythemia, 
viscosity,  hypoglycemia,  lipemia,  and  so 
forth) 

Syncope  is  more  common  in  young  indi- 
viduals and  those  Avith  minimal  atheroscle- 
rosis of  cerebral  vessels.  Convulsions  are 
more  common  with  catastrophically  sudden 
and  severe  hypotension  as  seen  in  aortic 
stenosis,  cardiac  arrest,  and  severe  forms  of 
carotid  sinus  sensitivity.  Transient  focal 
cerebral  deficit  is  seen  in  the  patient  with 
atherosclerotic  stenosis  of  cerebral  vessels 
and  somewhat  less  severe  episodes  of  hypo- 
tension. The  patient  with  more  prolonged, 
critical  hypotension  is  more  likely  to  have 
residuals  of  permanent  nature  if  he  survives. 

Any  substantial  lowering  of  blood  pres- 
sure in  the  patient  with  stenotic  arteries  (see 
also  “Occlusive  Disease  of  Extracranial  Ar- 
teries”) poses  a risk.  Even  with  controlled 
hypotension  (under  anesthesia)  a small  but 
definite  incidence  of  cerebral  vascular  ef- 
fects appear,  directly  related  to  degree  and 
duration  of  hypotension.®-  n 

One  study  disclosed  that  among  aged  psy- 
chiatric patients,  elevated  blood  pressure  is 
associated  with  a higher  incidence  of  normal 
EEC  tracings,  while  reduced  blood  pressure 
is  related  to  diffuse  slow  wave  abnormal- 
ties.ii® 

The  human  brain,  at  best,  can  tolerate 
only  four  minutes  of  anoxia  or  circulatory 
standstill.  Beyond  four  minutes,  few  pa- 
tients survive  and  most  of  these  Avith  gross 
and  permanent  loss  of  cerebral  function. i- 
This  time  can  be  prolonged  under  conditions 
of  hypothermia. 

Risks  incurred  in  palpation  of  carotid 
sinuses  in  older  indiA’iduals  may  be  cited. 
These  patients  may  tolerate  this  poorly  be- 
cause of  the  presence  of : 


Stenotic  areas  in  cerebral  arteries 
Occlusion  of  contralateral,  carotid  or  vertebral 
artery 

Arteriosclerotic  plaques  in  carotid  artery 
Arteriosclerotic  heart  disease  (this  may  be 
incipient  or  mild) 

The  result  may  include,  then: 

Transient  cerebral  artery  insufficiency 
Dislodging  a sclerotic  plaque  to  produce  emboli 
Carotid  sinus  sensitivity  with  inhibition  of 
sinus  nodal  activity  followed  by  prolonged 
cardiac  standstill 

Effect  of  occluding  both  carotid  arteries 

This  may  explain  Avhy  many  older  patients 
and  patients  Avith  heart  disease  have  been 
diagnosed  as  having  “hyperactive  carotid 
sinus  reflex.” 

Less  Common  Syndromes  of  Syncope  in- 
clude : 

Glossopharyngeal  nerve  lesion  or  tic 
Cough  (tussive)  syncope 
Micturition  syncope 

Glossopharyngeal  Tic  involving  carotid 
sinus  mechanisms,  may  be  accompanied  by 
syncope  in  the  usual  manner  seen  Avith 
carotid  sinus  sensitivity.  Paroxysms  of  pain 
in  the  throat  or  ear,  or  both,  may  be  ac- 
companied by  seA’ere  bradycardia,  cardiac  ar- 
rest or  hypotension.  Intracranial  section  of 
the  IX  nerve  usually  effects  prompt  relief.^^ 
While  SAvalloAving  (cheAving,  yaAvning)  often 
triggers  these  attacks,  it  may  be  Avell  to 
note  that  rarely  patients  have  no  pain.  This 
is  referred  to  as  “sAvalloAving  syncope”  or 
“syncopal  dysphagia”  and  appears  to  be  re- 
lated to  the  glossopharyngeal  tic  group.  In 
one  reported  case  an  esophageal  diA’erticu- 
lum  was  found,  in  another  bronchial  carci- 
noma Avith  enlarged  mediostinal  lymph 
nodes. 

Cough  Syncope  is  a patho-physiologic  dis- 
turbance Avith  the  folloAving  features 
Robust  to  obese  build 
Male,  commonly 
Middle  age  or  older 

Gregarious,  self  - indulgent  (psychophysiologic 
component) 

Frequent  respiratory  infections,  pulmonary  em- 
physema or  asthma 

Cough  is  paroxysmal,  dry,  violent;  once  start- 
ed, it  apparently  cannot  be  restrained 
Attacks  often  occur  while  eating,  drinking, 
laughing,  or  speaking  energetically 
Syncope  occurs  suddenly,  unexpectedly  in  a 
paroxysm  of  coughing,  within  5 seconds  after 
onset  of  cough.  Occasionally  syncope  follows 
a single  cough 
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Akinetic,  rarely  convulsive.  May  injure  self 
in  fall 

Rapid  recovery 

This  condition,  called  by  many  names  (in- 
cluding tussive  syncope  and  laryngeal  epi- 
lepsy), has  long  challenged  medical  science. 
It  may  be  a syndrome,  variously  associated 
with  one  or  more  of  the  following  factors 

1.  Mechanical  vasomotor  effects  associated 
with  severe  or  prolonged  coughing  (valsalva 
effects,  distention  and  stasis  in  intracranial 
vessels) 

2.  Hypoxia  and  hypercarbia  due  to  cessation 
of  effective  breathing 

3.  Reflexes  mediated  through  cranial  IX  and 
X circuits  from  sudden,  violent  pulmonary 
and  cardiovascular  pressure  (e.g.  pulmon- 
ary stretch  reflexes,  carotid  sinus  reflexes) 

4.  “Reflex  epilepsy,”  stimulated  from  larynx 
or  trachea,  transmitted  to  reticular  areas 
of  brainstem  with  secondary  cortical  effects 
Glossopharyngeal  or  laryngeal  tic  with  syn- 
cope (mediated  via  IX,  X nerves) 

6.  EEG  abnormalities,  suggesting  a lowered 
convulsive  threshold 

7.  Epilepsy  with  a laryngeal  aura  or  mani- 
fested by  a bout  of  coughing 

The  usual  age  of  onset,  45  or  older,  speaks 
somewhat  against  the  condition  being  pri- 
marily “epileptic.”  If  convulsive  features 
appear,  they  usually  consist  of  myoclonic 
jerks  rather  than  full-fledged  grand  mal. 

It  appears  likely  in  many  cases,  however, 
that  tremendous  intrathoracic  and  intra-ab- 
dominal pressure  is  transmitted  to  the  sub- 
arachnoid (venous  and  cerebrospinal  fluid) 
compartment  sufficiently  to  markedly  affect 
cerebral  blood  flow.  An  abrupt,  great  rise 
of  cerebrospinal  fluid  pressure  may  even 
have  a concussion-like  effect  on  the  brain. 
Experiments  disclose  that  patients  with  this 
disorder  can  cough  more  forcefully  and  long- 
er than  those  not  afflicted.^* 

Each  case  of  “cough  epilepsy”  must  be 
carefully  studied  for  all  of  these  factors 
which  may  apply,  since  it  appears  unlikely 
that  a single  mechanism  explains  each  case 
so  labelled  descriptively. 

Micturition  Syncope  occurs  in  young  adult 
men.  Its  exact  nature  is  incompletely  under- 
stood as  yet.  Two  or  more  of  the  following 
requisites  appear  necessary 

1.  Alcohol  use 

2.  Void  immediately  on  arising  from  reclining 

3.  Valsalva  maneuver 

EKG  studies  suggest  that  cardiac  stand- 
still occurs  in  these  patients  due  to  exag- 
gerated carotid  sinus  and  aortic  arch  re- 
flexes set  off  by  the  last  phase  of  valsalva 


maneuver.2o  In  one  instance  reported  a 
“functional”  vesical  neck  obstruction  was 
found  and  treated  with  prompt  relief.^i 

ACUTE  CEREBROVASCULAR  DISEASE 
AND  HEART  LESIONS 

It  is  common  clinical  experience  to  find 
insidious  or  occult  cardiac  lesions  in  a num- 
ber of  adults  examined  primarily  for  acute 
cerebrovascular  disease.*  This  is  not  sur- 
prising in  view  of  what  has  been  discussed 
in  this  paper.  Acute  myocardial  infarction, 
coronary  insufficiency,  myocardial  failure  or 
embolism  from  cardiac  disease  have  been  re- 
ported in  almost  25  per  cent  of  some  series 
of  acute  cerebrovascular  disease.^ 

It  has  been  learned,  in  addition,  that  diag- 
noses of  heart  disease  with  acute  cerebro- 
vascular disease  cannot  be  made  by  EKG 
tracings  alone.*  EKG  changes  resembling 
myocardial  ischemia  or  infarction  may  be 
found  but  eventual  post-mortem  examination 
discloses  no  commensurate  structural 
changes  in  some  of  these  cases.  Hypothala- 
mic, autonomic  and/or  biochemical  changes 
(electrolyte?),  rather  than  coronary  disease, 
may  be  at  fault.-* 

OCCLUSIVE  DISEASE  OF  EXTRA- 
CRANIAL ARTERIES 

In  recent  years  concerted  study  has  turned 
to  the  extracranial  carotid  and  vertebral  ar- 
teries for  further  understanding  of  cerebral 
vascular  disease.  Several  observations  sug- 
gest an  incidence  of  occlusion  of  one  internal 
carotid  artery  to  be  somewhere  between  two 
and  seven  per  cent  of  adults  coming  to  rou- 
tine autopsy.  At  least  a third  of  patients 
with  cerebral  infarction  or  insufficiency 
have  most  of  the  occlusion  in  extracranial 
vessels.*  The  incidence  rises  with  age. 

Close  to  10%  of  individuals  over  age  50, 
coming  to  post  mortem  for  a variety  of 
causes,  may  have  at  least  one  of  the  four 
main  arteries  completely  occluded.  In  one 
study,  40%  of  this  group  revealed  50% 
reduction  of  lumen  (or  ostium)  size  of  at 
least  one  artery.  Significantly  more  ather- 
osclerosis is  found  in  the  arteries  of  patients 
with  hypertension.  The  chief  site  of  in- 
volvement is  in  the  carotid  sinus  and  prox- 
imal portion  of  the  internal  carotid  artery. 
It  is  possible  that  the  degree  of  atheroscle- 
rosis in  the  extracranial  arteries  exceeds 
that  in  the  intracranial  and  may  account 
for  a number  of  cerebral  infarctions  previ- 
ously not  well  explained.* 
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In  many  older  patients,  tortuosities  and 
kinks  may  develop  in  extracranial  arteries. 
During  rotation  of  the  head,  kinking  may 
become  occlusive  and  either  vertebral  or 
carotid  artery  may  be  compressed  against 
the  transverse  process  of  the  atlas  or  osteo- 
phytes. These  occurrences  have  significance 
only  in  the  older  patient.  It  is  postulated 
that  these  kinks  and  compressions  may 
damage  intima  or  atheromatous  plaques  to 
cause  embolization  of  smaller  vessels.^ 

In  children,  trauma  to  the  head  and  neck 
may  cause  occlusion  of  a major  artery.^® 

The  vertebral  artery,  especially  caged  in 
the  lateral  processes  of  cervical  vertebrae, 
may  be  quite  vulnerable  to  injury,  disease 
and  anomalies  of  the  cervical  spine,  espe- 
cially in  the  upper  portion.^ 

Even  with  bilateral  carotid  occlusion, 
patients  may  suiwive,  some  with  no  apparent 
ill  effects. “ Lesions  producing  up  to  50  per 
cent  reduction  in  lumen  size  are  usually  well 
tolerated  even  through  the  general  physio- 
logic trials  of  surgery.®  Slow  evolution  of 
occlusion  and  collateral  circulation  likely  ac- 
count much  for  these  facts.’ 

Arteriography  provides  the  best  available, 
definitive  means  of  diagnosis  to  date.  Sev- 
eral clinical  tests,  added  to  history  and  ex- 
amination, may  produce  information  which 
permits  reasonable  assumption  that  the  syn- 
drome is  due  to  carotid  artery  occlusion  or 
insufficiency  and  which  carotid  artery  is 
most  affected.  In  order  of  their  value,  the 
following  tests  are  employed:'^® 

1.  Ophthalmodynamometry  (retinal  artery 
pressures) 

2.  Manual  compression  (occlusion)  of  each 
carotid  artery 

3.  Auscultation  for  bruit  along  carotid  artery 

4.  Palpation  for  markedly  diminished  or  ab- 
sent carotid  pulse  (in  neck  and  pharynx) 

Manual  occlusion  of  each  carotid  artery 
may  be  monitored  for  significant  EEG  and 
clinical  effects.  Increased  carotid  sinus 
sensitivity  has  been  reported  more  often  in 
patients  (under  age  60)  with  cerebral  ar- 
terial insufficiency  than  in  those  without 
insufficiency.  A unilateral  sensitive  carotid 
sinus  occurs  usually  on  the  side  opposite  the 
insufficiency.  The  presence  of  coronary  ar- 
tery disease  minimizes  the  value  of  these 
carotid  sinus  tests.'**’ 

To  avoid  carotid  sinus  sensitivity,  com- 
pression should  be  done  below  the  sinus.  The 
temporal  artery  may  be  palpated  to  be  cer- 


tain of  the  occlusion.  When  the  patent  ar- 
tery is  thus  compressed  and  the  other  artery 
is  thrombosed  or  quite  stenotic,  the  effect  is 
to  occlude  at  least  two  vessels  carrying  blood 
to  the  brain.  \^ertical  nystgmus,  syncope, 
convulsion  or  focal  cerebral  sjTnptoms  often 
occur  then.  Retinal  artery  pressure  dimin- 
ishes on  the  side  opposite  to  the  compres- 
sion. This  symptomotology  can  be  repro- 
duced each  time.'‘‘=  Such  testing  is  of  only 
limited  value  since  “positive”  responses  may 
occur  occasionally  in  a variety  of  cerebral 
disorders. 

Carotid  sinus  sensitivity  may  be  distin- 
guished by: 

1.  Deliberate  avoidance  of  carotid  sinus 

2.  Testing  carotid  sinus  sensitivity  by  massage, 
not  compression 

3.  Carotid  sinus  responses  appear  in  2-3  sec- 
onds, occlusive  effects  take  longer 

4.  Immediate  braycardia,  cardiac  - standstill 
and  blood  pressure  drop  are  principal  fea- 
tures of  carotid  sinus  sensitivity 

5.  Atropinizing  tbe  patient  to  inhibit  cardiac 
rbytbm  effects  (0.4  mg.  atropine  sulfate 
intravenously.  Vasopressor  medication  to 
offset  vasodepressor  effects) 

^"ertebral-basilar  artery  insufficiency 
may  occasionally  be  brought  to  light  by  caro- 
tid compression  and  possibly  more  often  vdth 
rotation  of  the  head.*^^ 

Lest  one  conclude  that  routine  carotid  and 
vertebral  arteriography  may  suffice  diag- 
nostically in  these  matters,  it  is  recalled  that 
lesions  may  exist  Avell  below  the  sites  of 
usual  injection.  Occlusive  disease  of  the 
aortic  arch  may  be  due  to  several  disorders 
which  block  the  ostia  and/or  proximal  por- 
tions of  vessels  arising  from  it.  These  in- 
clude 

Atberosclerosis 

-Arteritis  (Takayasbu’s  or  giant  cell; 

.Syphilitic  aortitis 

Trauma 

Mediastinal  pathology 

Dissecting  aneurism 

Congenital  anomalies 

THROMBOANGIITIS  OBLITERANS 

This  occlusive  vascular  disease  usually  af- 
fects males,  ages  30-50.  Vessels  of  the  lower 
e.xtremity  are  involved  for  the  most  part. 

As  nutrient  vessels  (vasa  nervorum)  are 
thrombosed,  usually  late  in  course  of  the 
disease,  an  ischemic  neuropathy  appears. 
This  may  be  diffuse,  distal,  stocking-like  in 
one  extremity  or  may  involve  principally  one 
neiwe  distribution.*  This  may  become  a 
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prominent  feature  if  the  external  iliac  artery 
becomes  diseased. 

Although  clinical  and  pathologic  studies 
of  cerebral  involvement^'^  are  recorded,  sev- 
eral authorities  question  its  existence.'* 
Strict  pathologic  criteria  are  required.  A 
borderland  which  merges  with  collagen  dis- 
eases (particularly  polyarteritis  nodosa)  and 
possibly  other  obliterating  angiopathies 
await  clarification.'^  The  incidence  of  cere- 
bral involvement  appears  to  be  about  0.5 
per  cent.  The  cerebral  symptoms  occasion- 
ally precede  the  appearance  of  those  in 
limbs  by  five  or  ten  years,  rarely  20  years. 
The  complete  and  typical  syndrome  would 
include : 

Patient,  age  30-50 
Male  more  often  than  female 
Peripheral  (limh)  manifestations  of  thrombo- 
angiitis 

Intermittent  focal  cerebral  deficit  symptoms  at 
first 

Later  progressive,  focal  cerebral  deficit  with- 
out increased  intracranial  pressure 
Convulsions 

Mental  changes  progressing  to  dementia 
(chronic  brain  syndrome) 
Pneumoencephalogram:  Cerebral  atrophy; 
focal  or  generalized 

Retinal  vessel  changes:  Obliterating  fibrosis 
Histologic  study  of  arteries 
Therapeutic  improvement  with  cessation  of 
smoking 

A recent  report  suggests  that  cerebral 
micro-embolism  occurs  from  mural  damage 
in  proximal  arteries.®  This  might  explain 
the  intermittent  cerebral  symptoms  de- 
scribed in  the  early  evolution  of  the  disease. 

OBSTRUCTION  OF  SUPERIOR 
VENA  CAVA 

Mediastinal  tumor,  infection,  or  aneurism 
comprise  the  common  causes  of  obstruction 
of  venous  drainage  from  the  head  and  neck. 
Venous  dilation,  respiratory  distress,  edema 
of  neck  and  glottis  and  pleural  effusion  ap- 
pear. Vascular  congestion  of  the  brain  and 
CO.  narcosis  combine  to  produce  the  follow- 
ing neurologic  symptoms  d 

Headache 
Somnolence 
Personality  changes 
Syncope 
Convulsions 

Elevated  spinal  fluid  pressure 
Papilledema 

As  the  disorder  progresses,  dilated  venous 
“stars”  appear  on  chest  and  shoulders,  head 
and  neck  take  on  a ruddy-cyanotic  hue,  eyes 
protrude  and  lids  are  edematous. 


PARALYSIS  OF  VOCAL  CORD 

Compression  of  the  left  recurrent  laryn- 
geal nerve  (Ortner’s  syndrome,  cardiovocal 
syndrome)  may  be  due  tod 

Mitral  stenosis 

Aortic  aneurism  (thoracic) 

Congenital  cardiac  deformities  (with  high  pul- 
monary artery  pressures) 

Left  ventricular  failure 

One  or  more  of  the  following  mechanisms 
may  be  culpable: 

1.  Upward  pressure  of  engorged  pulmonary 
artery 

2.  Dilated  left  auricle 

3.  Downward  pull  of  enlarged  heart 

The  small  incidence  of  these  paralyses 
with  the  large  numbers  of  cardiovascular 
disorders  seen  is  believed  explained  by 
these  theories : 

1.  Partial  or  slow  injury  to  the  recurrent 
laryngeal  nerve  may  result  in  no  paralysis 

2.  Individual  anatomic  variations  aid  in  en- 
trapment, stretching  and  compression  of  the 
nerve  between  the  aorta  and  dilated  left 
pulmonary  artery 

ISCHEMIC  NEUROPATHY 

Ischemic  neuropathy  may  appear  in  sev- 
eral disorders: 

Atherosclerosis! 

With  thrombosis  in  vasa  nervorum 
With  a thrombosis  of  iliac  artery  or  lower 
aorta 

Diabetes  mellitus 

Thromboangiitis  obliterans 

Polyarteritis  nodosa 

Embolism  of  iliac  artery  or  lower  aorta 

Traumatic  occlusion  of  major  artery 

Extensive  venous  thrombosis  of  an  extremity 

Circulatory  deficiency  is  evident  in  the 
limbs  (usually  lower  extremities)  involved. 
Pulses  are  diminished  or  absent,  redness  or 
duskiness  appears  in  the  dependent  limb, 
pallor  occurs  if  it  is  elevated,  trophic 
changes  are  evident.  The  neurologic  symp- 
toms are  those  of  a painful  sensory  neuro- 
pathy, involving  one  or  all  nerves  distally. 
Objective  sensory  loss  may  be  unconvincing 
at  first.  It  may  be  stocking-like  with  bor- 
ders that  shade  off  into  normal  at  the  base 
of  the  toes  or  on  the  dorsum  of  the  foot. 
Later  objective  sensory  changes  become 
more  clear-cut  and  even  the  normal  tender- 
ness on  squeezing  the  Achilles  tendon  dis- 
appears. Distal  motor  effects  appear  first 
with  loss  of  ankle  jerks,®  subsequently,  dis- 
tal weakness  and  atrophy. 

(List  of  references  may  be  obtained  from 
the  author  upon  request). 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
January  5,  Lexington,  High  School  Build- 
ing 

January  19,  Wayne,  Wayne  State  Teach- 
ers College 

February  2,  Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  16,  Grand  Island,  St.  Francis 
Hospital 

INTERNATIONAL  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS,  27TH 
ANNUAL  SESSION  — San  Antonio,  Tex- 
ax;  Granada  Hotel;  January  28-30,  1963. 
Program  will  be  a symposium  concerning 
all  aspects  of  cancer.  Social  events  to  in- 
clude wives.  Write  Mr.  S.  E.  Cockrell, 
Jr.,  Executive  Secretary,  202  West  French 
Place,  San  Antonio  12,  Texas. 

MID-WINTER  MEETING,  Board  of  Coun- 
cilors, Nebraska  State  Medical  Association 
— 10:00  a.m.,  Cornhusker  Hotel,  Lincoln, 
February  17,  1963. 

SIOUX  VALLEY  MEDICAL  ASSOCIA- 
TION MEETING  — Sioux  City,  Iowa; 
February  20-22  inclusive;  Lutheran  Hos- 
pital and  Sheraton-Martin  Hotel.  Write 
H.  E.  Rudersdorf,  MD,  Secretary,  Sioux 
^"alley  Medical  Association,  2417  Pierce 
Street,  Sioux  City,  Iowa  for  details. 

MID-WINTER  MEETING,  House  of  Dele- 
gates, Nebraska  State  Medical  Association 
— 10:00  a.m.,  Cornhusker  Hotel,  Lincoln, 
klarch  2 and  3,  1963. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— Twelfth  Annual  Convention;  Ambassa- 
dor Hotel,  Los  Angeles,  Calif.;  February 
27  to  March  3,  1963. 

GRADUATE  INSTRUCTIONAL  COURSE 
and  Nineteenth  Annual  Congress  Amer- 
ican College  of  Allergists  — March  24-29, 
1963;  Americana  of  New  York.  For  fur- 
ther information,  write  John  D.  Gillaspie, 
M.D.,  2141  Fourteenth  Street,  Boulder, 
Colorado. 

THIRTY-SIXTH  ANNUAL  SPRING  CON- 
GRESS IN  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY  — Gill  Memorial 
Eye,  Ear  and  Throat  Hospital,  Roanoke, 
Virginia.  April  1 through  April  5,  1963. 
The  profession  is  invited.  For  further 
information  write:  Superintendent,  P.  0. 
Box  1789,  Roanoke,  Virginia. 


POSTGRADUATE  STUDY,  ACP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

The  following  information  is  the  latest 
directive  received  by  the  Office  for  Depend- 
ents’ Medical  Care,  Washington,  D.C. : 

The  extension  of  tours  of  duty  may  result 
in  some  dependents  being  without  valid 
Identification  Card  for  some  time.  The  basis 
of  identification  of  dependents  is  the  Uni- 
formed Services  Identification  and  Privilege 
Card  (DD  Form  1173).  Each  card  carries 
an  expiration  date  of  eligibility.  This  date, 
in  the  case  of  dependents  of  noncareer  per- 
sonnel, is  the  same  as  the  expected  expira- 
tion date  of  the  sponsor’s  tour  of  active 
duty. 

In  the  past,  the  expiration  date  on  the  I.D. 
Card  has  been  the  prime  factor  in  determin- 
ing that  eligibility  still  exists.  Since  the 
involuntary  extension  of  the  tours  of  duty 
of  many  servicemen  is  effective  almost  im- 
mediately, the  probability  exists  that  some 
still  eligible  dependent  wives  and  children 
may  apply  for  civilian  medical  care  to  which 
they  are  still  entitled.  They  may  not,  how- 
ever, have  in  their  possession,  the  required 
proof  of  their  eligibility. 

No  change  is  contemplated  in  the  provi- 
sion of  our  contract  which  states  that  claims 
may  not  be  processed  for  payment  until  the 
dependents  have  proven  their  eligibility  to 
receive  care.  Service  personnel  will  be  ad- 
vised that  it  is  their  responsibility  to  take 
necessary  action  to  “up-date”  the  evidence 
of  dependents’  eligibility. 

It  is  most  probable,  however,  that  some  de- 
pendents will  be  in  need  of  authorized  care 
H’om  civilian  sources  prior  to  the  time  this 
action  has  been  completed.  In  such  cases, 
the  dependent  has  been  instructed  to  explain 
the  situation  to  the  physician  and  the  hos- 
pital authorities.  They  are  advised  to  pre- 
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sent,  if  available,  some  tangible  evidence 
such  as  allotment  checks,  official  orders,  di- 
rectives, or  personal  letters  which  state  the 
pertinent  facts  to  the  physician  or  hospital 
to  help  support  the  dependents  claim  of  con- 
tinued eligibility  to  the  physician  or  the  hos- 
pital. 

It  will  be  appreciated  if  the  physicians 
and  hospitals  will  exercise  patience  and  un- 
derstanding during  the  next  several  months 
when  their  services  are  requested  by  depend- 
ents of  these  extendees. 

It  is  emphasized,  however,  that  no  claims 
may  be  processed  for  payment  unless  the 
dependent  has  provided  a valid  DD  Form 
1173  or  statement  of  eligibility  as  required 
by  Medicare. 


HOUSE  OF  DELEGATES  OF  THE  A M.A. 

MEETING  IN  LOS  ANGELES 

We  have  received  the  usual  summary  of 
the  actions  of  the  House  of  Delegates  of  the 
AMA  taken  at  its  recent  meeting  in  Los 
Angeles,  from  the  office  of  the  Executive 
Vice  President.  This  report  will  be  pub- 
lished in  the  December  10  issue  of  the  AMA 
News  so  all  may  study  its  contents.  A much 
more  complete  report  will  be  made  by  your 
delegates  in  an  early  issue  of  the  Journal 
At  this  time  we  call  attention  to  certain  items 
in  this  summary,  for  the  sake  of  emphasis, 
in  the  light  of  future  legislative  efforts. 

Dr.  George  M.  Fister,  AMA  president 
said,  in  keynoting  the  attitude  of  the  Asso- 
ciation toward  Social  Security  health  care 
of  the  aged: 

“We  will  not  compromise  on  the  funda- 
mental principles  in  which  we  believe  and 
for  which  we  have  fought  in  the  past  with 
courage  and  good  judgment.  We  will  not 
jeopardize  our  position  either  by  indicating 
a willingness  to  consider  a compromise 
which  would  damage  our  basic  principles, 
or  by  hasty  action  which  might  be  misinter- 
preted.” 

In  reaffirming  our  present  policy  of  op- 
position to  the  King-Anderson  type  of  legis- 
lation and  supporting  the  Kerr-Mills  pro- 
gram, the  House  approved  in  principle  the 
following  suggested  amendments  to  the 
Kerr-Mills  Law : 

1.  Remove  the  requirements  that  both 
Old  Age  Assistance  (OAA)  and  Medical  As- 


sistance for  the  Aged  (MAA)  programs  be 
administered  by  the  same  agency; 

2.  Provide  flexibility  in  the  administra- 
tion of  the  income  limitations  proposed  un- 
der state  law  so  that  a person  who  experi- 
ences a major  illness  may  qualify  for  bene- 
fits if  the  expense  of  that  illness,  in  effect, 
reduces  his  money  income  below  the  maxi- 
mum provided; 

3.  Include  a provision  in  the  law  requir- 
ing state  administering  agencies  to  seek  ex- 
pert advice  from  physicians  or  medical  so- 
cieties through  medical  advisory  commit- 
tees ; and 

4.  Provide  for  “free  choice”  of  hospital 
and  doctor  under  state  programs. 


THE  KEOGH  BILL 
(P.L.  87-792) 

The  Smathers-Keogh  Bill  has  become  law 
(P.L.  87-792).  After  an  eleven-year  legis- 
lative effort.  Congress  finally  passed  the 
bill.  Although  the  new  law  was  stripped, 
by  amendments  and  compromises,  of  some 
of  the  tax  benefits  originally  contained  in 
the  bill,  it  does  provide  incentives  for  many 
doctors  and  other  self-employed  persons  to 
participate  in  tax-deferred  retirement  plans. 

One  who  anticipates  using  these  tax-de- 
ferred incentives  should  ( 1 ) obtain  from  the 
Law  Department  of  the  AMA  the  booklet 
entitled  “Tax  Deferred  Retirement  Plans  for 
Physicians;”  and  (2)  consult  those  whom 
you  employ  as  advisors  in  making  invest- 
ments. Thus  you  will  have  a better  under- 
standing of  the  Law  and  can  arrange  for 
the  most  profitable  employment  of  your  in- 
vestment. 

The  following  paragraphs  setting  forth 
the  general  benefits  and  requirements  of 
the  Law  are  quoted  from  the  AMA’s  book- 
let, pages  2 and  3: 

Beginning  in  1963,  a physician  or  other  self- 
employed  person  can  contribute  to  a qualified 
retirement  plan  for  himself  up  to  10%  of  his 
earned  income  each  year,  or  $2,500,  which- 
ever is  less.  Although  an  employer  can  de- 
duct the  full  amount  he  contributes  to  a quali- 
fied plan  for  his  employees,  a self-employed 
person  is  permitted  to  deduct  only  one-half 
the  amount  contributed  on  his  own  behalf. 
Furthermore,  the  maximum  deduction  is  $1,250. 
Generally,  employees  with  three  years  or  more 
of  sei-vice  must  also  be  included  in  the  plan. 

The  earnings  on  the  full  amount  of  the 
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contributions  to  the  plan  accumulate  tax  free 
even  though  only  half  the  contribution  to  the 
plan  is  tax  deductible.  The  compounding  of 
interest  alone  can  create  substantial  growth 
by  the  time  retirement  age  is  reached  . . . 
The  deductible  portion  of  the  contribution  of 
the  self-employed  individual  together  with 
eaniings  accumulated  under  the  plan  are  taxed 
when  he  receives  benefits  under  the  plan. 


Doctors  in  the  News 

Second  Round  of  Honors  for  Dr.  Boyer — 

From  the  State  Journal  (Lincoln),  Nov. 
7,  1962,  we  see  that  Dr.  \V.  R.  Boyer  of 
Pawnee  City  was  the  recipient  of  a “Second 
Round  of  Honors.”  Dr.  Boyer  had  the  usual 
honors  bestowed  upon  one  who  has  given  a 
lifetime  of  service  to  a community,  when  he 
retired,  six  years  ago.  Now,  on  the  basis 
of  all  the  other  nonmedical  contributions  to 
his  town  and  community,  he  was  the  recipi- 
ent of  the  first  lifetime  Chamber  of  Com- 
merce membership  to  be  granted  in  this 
town. 

Dr.  Boyer  and  his  wife,  also  91  years  old, 
observed  their  66th  wedding  anniversary  on 
December  7,  1962;  and  it  is  said  he  rarely 
misses  a meeting  of  the  Chamber. 

Dr.  Tibbels  and  His  Model  T — 

It  has  been  30  years  since  Dr.  R.  H.  Tibbels 
came  to  Oakland  with  his  wife  and  all  their 
earthly  possesions  in  his  Dlodel  T Ford  car, 
according  to  a writeup  in  the  Oakland  Inde- 
pendent for  November  7,  1962.  Excepting 
for  a year  internship,  the  Tibbels  have  spent 
their  entire  working  lives  in  this  com- 
munity where  they  raised  their  family  of 
four  children.  Now  the  next  generation, 
the  grandchildren,  are  becoming  grand- 
father’s worries.  Two  of  their  boys,  Tom 
and  Terry,  are  in  medical  school  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Pickin’s  From  the  Papers — 

We  see  by  the  Daily  Nebraskan  (Nov.  8, 
1962)  that  Dr.  Gordon  Gibbs,  Chairman  of 
the  Department  of  Pediatrics  at  the  Univer- 
sity’s College  of  Medicine,  received  a grant 
of  $10,900  from  the  department  of  Health, 
Education  and  Welfare.  This  will  enable  Dr. 
Gibbs  and  his  staff  to  pursue  their  work  on 
a new  discovery  made  at  the  Cystic  Fibrosis 
Clinic  and  Research  Center. 

The  Omaha  World-Herald  (November  30, 


1962)  relates  the  disposal  of  $11,000,  sur- 
plus-over-expenditures income  from  the  Sa- 
bin Oral  Sunday  programs.  A check  for  the 
above  amount  was  handed  to  ]\Irs.  Helen 
Reihart,  research  associate  on  viruses  and 
director  of  the  laboratory  at  the  College 
of  IMedicine,  University  of  Nebraska,  by 
Dr.  IMillett.  The  money  will  be  used  to  pur- 
chase new  and  needed  equipment  for  the  lab- 
oratory. 

The  Lincoln  State  Journal  (November  30, 
1962)  noted  that  general  hospitals  that  re- 
fuse to  admit  alcoholics  are,  in  the  opinion 
of  Dr.  Marvin  Block,  Buffalo,  N.Y.,  evading 
their  responsibilities. 

Dr.  Clyde  Kleager  Arranged  Excellent 
Meeting  in  Hastings — 

Dr.  Kleager  of  Hastings  was  chairman  of 
the  arrangements  for  the  annual  meeting  of 
the  Nebraska  Chapter  of  the  American  Col- 
lege of  Surgeons  which  met  in  that  city  on 
November  11.  An  all-day  session  permitted 
the  presentation  of  18  papers  on  surgical 
subjects.  Time  out  was  taken  for  a lunch- 
eon at  which  State  Senator  Kenneth  Bowen 
of  Red  Cloud  gave  a preview  of  legislative 
action.  Social  hour  and  dinner  ended  the 
successful  day.  (Hastings  Tribune) 

Traditional  Family-Day  at  Nebraska 
College  of  Medicine — 

According  to  the  Omaha  World-Herald, 
N.  U.  IMedics  played  host  to  visiting  mem- 
bers of  families  of  students  on  Sunday,  No- 
vember 4th.  Dean  J.  P.  Tollman  and  Dr. 
John  R.  Schenken  spoke  to  the  many  guests 
of  the  medical  students,  student  nurses,  and 
technologists.  Beginning  at  12 :30  p.m. 
guests  enjoyed  inspecting  various  depart- 
ments with  emphasis  on  the  new  Eppley 
Cancer  Research  Center  and  the  Nebraska 
Psychiatric  Institute.  There  were  social 
hours  in  Conkling  Hall  during  the  afternoon. 


Human  Interest  Tales 

Dr.  Dale  W.  Ebers,  Lincoln,  has  been 
elected  a fellow  of  the  American  Academy 
of  Pediatrics. 

Dr.  J.  S.  Thompson,  Lincoln,  spoke  to  the 
Lancaster  County  medical  technologists  at  a 
November  meeting. 

The  Dawson  County  Medical  Auxiliary 
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held  its  November  meeting  at  the  home  of 
Mrs.  A.  W.  Anderson  in  Lexington. 

Dr.  Roger  Mason,  McCook,  spoke  at  a 
meeting  of  the  Registered  Nurses  Associa- 
tion at  St.  Catherine’s  Hospital  of  McCook. 

Dr.  and  Mrs.  Daniel  McCleery,  Beatrice, 
were  in  Dallas,  Texas,  where  Dr.  McCleery 
attended  the  Central  Obstetrical  medical 
meeting. 

Dr.  Robert  E.  Murphy,  Omaha,  was  named 
president  of  the  medical  staff  at  Childrens 
Memorial  Hospital  at  the  annual  meeting  of 
the  staff  during  November. 

Dr.  John  R.  Jones  has  been  appointed  head 
of  the  anesthesiology  section  of  the  Depart- 
ment of  Surgery  at  the  University  of  Ne- 
braska College  of  Medicine. 

Dr.  Richard  L.  Egan,  Dean  of  Medicine 
at  the  Creighton  University  School  of  Medi- 
cine, has  been  elected  a member  of  the  board 
of  directors  of  the  American  Heart  Associa- 
tion. 

The  Women’s  Auxiliary  of  the  Gage  Coun- 
ty Medical  Society  sponsored  a career’s  tea 
for  high  school  girls  interested  in  a career 
allied  to  the  medical  profession,  in  Novem- 
ber, at  Beatrice. 


Announcements 

Conference  on  Obstetrics — 

“Obstetrics  in  1973”  will  be  discussed  dur- 
ing a postgraduate  conference  in  Obstetrics 
and  Gynecology,  January  8 and  9,  at  the 
State  University  of  Iowa  College  of  Medi- 
cine, in  Iowa  City,  Iowa. 

Complete  program  information  and  regis- 
tration materials  can  be  obtained  by  writing 
John  A.  Gius,  MD,  director  of  postgraduate 
medical  studies.  Office  of  the  Dean,  at  the 
University. 

Medicolegal  Symposium  To  Be  Held — 

The  American  Medical  Association’s  1963- 
Medicolegal  Symposium  will  be  held  at  the 
Americana  Hotel,  in  Miami  Beach,  March  8- 
9.  Registration  fee  for  the  meeting  will  be 
$10  to  cover  cost  of  a luncheon  and  a copy 
of  the  proceedings.  Advance  registration 
cards  may  be  had  by  writing  C.  Joseph  Stet- 
ler.  Director,  Legal  and  Socio-Economic  Di- 
vision, American  Medical  Association,  535 
N.  Dearborn  Street,  Chicago  10,  Illinois. 


Michigan  Association  of  the  Professions 
(MAP)  Flourishes — 

The  Michigan  Medical  Association  took 
part  in  the  formation  of  an  association  of 
professions.  This  has  now  grown  in  number 
of  professions  represented  and  the  area  of 
the  U.S.  taking  part  in  the  activities  of  the 
group.  This  year,  the  Congress  takes  on  a 
national  rather  than  local  aspect.  Such  an 
association  may  be  very  timely  in  the  course 
of  our  history.  Interested  members  of  eight 
professions  will  attend  the  Fourth  Annual 
Congress  of  the  Professions  in  Lansing, 
Michigan,  on  February  8-9,  1963. 

Professions  in  attendance  at  the  Congress 
will  be  Architecture,  Education,  Engineer- 
ing, Dentistry,  Medicine,  Law,  Pharmacy, 
and  Veterinary  Medicine. 

Addressing  the  First  General  Assembly 
on  the  opening  day  of  this  Congress  will  be 
the  President  or  Presidents-elect  of  each  of 
the  national  professional  associations  repre- 
senting these  professions. 

The  Congress  of  the  Professions  began  as 
the  annual  meeting  of  the  Michigan  Associa- 
tion of  the  Professions  and  still  serves  that 
purpose  but  it  has  blossomed  into  a national 
meeting  at  which  national  as  well  as  state 
issues  will  be  discussed.  Representatives 
from  these  professions  from  fifteen  states 
have  indicated  their  intention  to  attend  in 
concert  with  the  Michigan  Association  of 
the  Professions  which  now  represents  86,000 
professional  people  in  that  state. 

In  addition  to  the  titular  heads  of  the  na- 
tional professional  associations,  headliners 
on  the  two-day  program  include  thirty- 
three  other  authorities  on  issues  having  com- 
mon interest  to  all  the  professions.  Among 
these  are  the  Governor  of  Michigan,  George 
Romney;  John  Furbay,  international  lectur- 
er; Dr.  Homer  H.  Stryker,  inventor  and  in- 
dustrialist; Dr.  Ernest  0.  Melby,  interna- 
tional educator;  and  Howard  J.  Stoddard, 
banker. 

Subjects  under  discussion  at  the  Congress 
range  widely  in  the  areas  of  Legislation, 
Education,  Public  Relations,  Professional 
Relations,  and  Professional-Business  Serv- 
ices. 

Policies  and  subjects  under  consideration 
at  the  Congress  are  expected  to  have  great 
impact  upon  the  separate  professions  as 
well  as  upon  the  concept  of  professionalism 
itself. 
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Eligible  to  attend  are  all  members  in 
good  standing  of  the  national,  state,  and  lo- 
cal professional  associations  representing 
the  professions  noted  above. 

Location  of  the  Congress  meeting  is  the 
Jack  Tar  Hotel,  Lansing,  ^Michigan.  Fur- 
ther information  may  be  obtained  by  writ- 
ing to  the  Congress  of  the  Professions,  120 
West  Saginaw  Street,  East  Lansing,  Michi- 
gan. 

Examinations  for  Certification  in 
Industrial  Medicine — 

The  next  examination  for  Certification  in 
Occupational  Medicine  will  be  held  March 
16,  17  and  18,  it  has  been  announced  by  the 
American  Board  of  Preventive  Medicine. 
The  examination  has  been  scheduled  at  the 
Sheraton-Park  Hotel  in  Washington,  D.C., 
preceding  the  annual  meeting  of  the  Indus- 
trial Medical  Association  which  will  be  held 
at  the  same  hotel  IMarch  18-21.  Applications 
for  certification  should  be  sent  to  Tom  F. 
^^’hayne,  MD,  Secretary-Treasurer,  Ameri- 
can Board  of  Preventive  iMedicine,  4219 
Chester  Ave.,  Philadelphia  4,  Pa. 

Postgraduate  Courses,A.C.P. — 

The  American  College  of  Physicians  of- 
fers the  following  postgraduate  courses  dur- 
ing the  months  indicated ; 

February  11-15:  IModern  Physiological 

Concept  of  Cardiovascular  Disease;  Presby- 
terian I\Iedical  Center,  San  Francisco,  Cali- 
fornia. 

iMarch  4-8 : Physical  Methodology  in 

iMedical  Research;  Massachusetts  Institute 
of  Technology,  Cambridge,  Mass. 

iMarch  18-23 : Recent  Advances  in  Cardio- 
vascular Diseases;  The  Mount  Sinai  Hos- 
pital, New  York,  N.Y. 

There  is  a tuition  fee  for  each  of  these. 
For  further  details,  contact  Edward  C. 
Rosenow,  Jr.,  MD,  Executive  Director,  The 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


News  and  Views 

The  PR  Doctor — 

Two  items  from  the  most  recent  (Decem- 
ber, 1962)  issue  of  The  PR  Doctor  that  seem 
most  worthy  of  consideration  by  any  state 
medical  association  are  quoted  as  follows: 


X.Y.  Doctors  Help  Organize  New 
Interprofessional  Group — 

New  York  doctors  are  taking  a leading 
role  in  the  formation  of  a new  organization 
called  the  New  York  State  Association  of 
the  Professions,  Inc.,  to  work  for  the  ad- 
vancement of  professional  groups  in  the 
broad  areas  of  public  relations,  legislation, 
education  and  business  services  and  tech- 
niques. A campaign  to  enroll  individual 
charter  members  of  the  organization  is  cur- 
rently being  carried  out  through  the  efforts 
of  each  of  six  state  charter  groups  which  in- 
clude the  Medical  Society  of  the  State  of 
Neiv  York,  and  the  State  Dental  Society, 
Association  of  Architects,  Pharmaceutical 
Society,  Society  of  Professional  Engineers, 
and  Vetennary  Medical  Society. 

Pointing  up  some  of  the  values  of  mem- 
bership in  the  interprofessional  organization, 
NYSAP’s  first  president,  Simeon  Heller,  an 
architect,  said  that  an  association  dedicated 
to  all  the  learned  professions  has  been  need- 
ed for  a long  time.  “It  has  become  increas- 
ingly apparent  to  the  forward-looking  lead- 
ers of  the  various  professions  in  our  state 
that  each  of  the  professions  can  serve  the 
public  better  if  its  practitioners  and  leaders 
are  familiar  with  the  problems  and  advances 
of  other  professions,”  he  said. 

In  the  political  sphere  particularly  the 
professions  are  being  bypassed  when  deci- 
sions affecting  their  future  are  made,  Heller 
declared.  This  is  ironic  at  a time  when  the 
nation  is  crying  for  brain-power.  NYSAP 
will  work  to  change  this  situation,  he  said, 
so  that  professional  groups  too  may  have 
the  influence  to  mold  public  policy  which 
business,  farming  and  labor  organizations 
have. 

In  addition  to  serving  as  a medium  of  com- 
munications between  professional  people,  the 
new  organization  will  provide  the  individual 
member  with  business  services  that  are  too 
expensive  to  obtain  on  an  individual  basis, 
or  upon  which  savings  can  be  made  through 
group  purchases.  Future  plans  also  call  for 
the  publication  of  a quarterly  journal  fea- 
turing authoritative  articles  on  basic  areas 
of  interest  to  professional  groups,  in  addition 
to  a regular  newsletter  and  legislative  news 
bulletin  for  members. 

Other  state  professional  societies  will  be 
invited  to  join  NYSAP  in  the  near  future, 
Heller  said,  whereupon  tneir  individual 
members  will  qualify  for  membership.  How- 
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ever,  for  the  present  only  members  in  good 
standing  of  any  of  the  state  charter  mem- 
ber organizations  are  eligible  for  member- 
ship. Heller  estimated  that  these  combined 
groups  have  a potential  membership  in  ex- 
cess of  100,000. 

Nevada  MD’s  Activate  New  Plan  for 
Dangerous  Drug  Disposal — 

A 2i/2"year-old  boy  in  Reno,  Nev.,  was 
hospitalized  recently  when  he  allegedly  swal- 
lowed some  drugs  found  while  rummaging 
through  garbage  cans  behind  a medical 
building  with  several  other  youngsters.  For- 
tunately, the  boy  was  given  prompt  medical 
attention  and  suffered  no  ill  effects.  Anx- 
ious police  also  retrieved  assorted  medicine 
bottles  which  other  youngsters  had  in  their 
possession. 

This  was  not  the  end  of  the  incident,  how- 
ever. The  near-tragedy  in  Reno  prompted 
some  serious  thought  by  the  Nevada  State 
Medical  Association  on  the  whole  question 
of  safe  drug  disposal  practices  as  they  ap- 
ply not  only  to  physicians  but  to  pharmacists 
and  hospitals,  as  well  as  the  educational  as- 
pects of  drug  handling  among  householders 
and  the  public  in  general.  As  a result,  what 
might  have  been  an  unfortunate  situation 
for  the  doctors  involved,  was  turned  into  a 
golden  educational  opportunity. 

Taking  immediate  action  on  the  problem 
NSMA  called  a special  meeting  at  Associa- 
tion headquarters  to  survey  current  drug 
disposal  procedures  and  pinpoint  danger 
areas.  Invited  to  participate  were  repre- 
sentatives of  the  State  Dental,  Osteopathic, 
and  Pharmaceutical  Associations,  the  Health 
Department,  Safety  Council,  local  hospitals, 
law  enforcement  agencies,  a disposal  com- 
pany and  the  press. 

At  the  meeting  it  was  decided  that  a seri- 
ous drug  disposal  problem  did  indeed  exist, 
in  view  of  reports  that  it  was  a relatively 
common  practice  to  discard  unwanted  drugs 
in  garbage  cans,  and  that  in  some  places 
their  accumulation  around  medical  buildings 
was  hazardous.  Appointed  to  study  the  prob- 
lem, a joint-police-medical-safety  commit- 
tee recommended  a standardized  4-point  pro- 
gram for  the  disposal  of  dangerous  drugs, 
to  be  self-enforced  by  all  the  participating 
groups. 

Essentially  the  plan  suggests  that  hos- 
pitals, doctors,  pharmacists  and  household- 
ers should: 


— Designate  a person  responsible  for  prop- 
er disposal  of  drugs. 

— Separate  drugs  from  containers  and  de- 
stroy either  the  container  or  its  label. 

— Incinerate  drugs  if  possible. 

— Dispose  of  liquid  drugs  and  unburnable 
solids  by  flushing  into  the  sewer  system. 

Test  Tube  Babies  Aplenty — 

An  article  in  the  November  issue  of  the 
Student  AMA  journal.  The  New  Physician, 
gives  some  informed  guesses  about  the  re- 
sults of  artificial  insemination  that  are  in- 
teresting. The  author  estimated  that  there 
are  “at  least  800,000  married  American 
women  who  now  have  no  children  (who)  can 
be  enabled  to  give  birth.”  He  further  esti- 
mates that  there  are  at  least  50,000  indi- 
viduals in  the  U.S.  who  were  conceived  by 
this  method.  This  number  is  being  rein- 
forced, year  by  year,  the  author  surmises, 
by  about  1,000  to  1,200  newcomers  by  “Pa- 
ternity by  Proxy.” 

Blood  Council  Disbands — 

We  now  learn  from  the  Medical  World 
News  that  the  disbanding  of  the  Joint  Blood 
Council  resulted  from  behind-the-scenes  dis- 
putes over  policy  formulation.  The  Council 
has  accomplished  a great  job,  but,  doubt- 
less more  could  be  accomplished  had  there 
been  less  bickering  about  who  was  to  do 
what. 


Thirty  Drug  Discoveries  Listed — 

More  than  30  major  scientific  achieve- 
ments this  year  were  credited  to  the  drug 
industry  by  Dr.  Austin  Smith,  President  of 
the  Pharmaceutical  Manufacturers  Associa- 
tion. 

Speaking  in  New  York  to  an  eastern  re- 
gional meeting  of  the  association,  which  em- 
braces 141  firms  manufacturing  95  per  cent 
of  the  nation’s  prescription  drugs.  Dr.  Smith 
said  1962  has  been  a productive  year  for 
better  health,  and  “one  in  which  the  phar- 
maceutical industry  could  take  just  pride.” 

Among  the  industry  discoveries  cited  by 
Dr.  Smith  were  three  new  cancer  agents,  a 
life-saving  drug  for  the  treatment  of  shock, 
a semi-synthetic  penicillin  which  controls  a 
variety  of  penicillin-resistant  bacteria,  a new 
and  safer  inhalation  anesthetic,  a live 
measles  vaccine,  a visual  technique  for  the 
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detection  of  syphillis,  and  the  first  organic 
bone  mixture  suitable  for  use  in  orthpedic 
surgery. 

Promising  work  was  also  done,  he  said, 
in  basic  enzymolog>’,  cardiovascular  re- 
search, laboratory  synthesis  of  steroids  and 
antibiotics,  and  in  the  production  of  vaccines 
and  hormones. 

“A  good  deal  of  research  for  human  bet- 
terment trespassed  in  other  fields,”  he  said, 
“leading  to  improvements  in  agriculture, 
animal  husbandry,  chemistry,  biology  and 
medical  science.” 

As  an  example,  he  cited  the  work  of  one 
company  which  resulted  in  medical  equip- 
ment that  permits  an  increase  in  the  num- 
ber of  open  heart  operations  that  can  be  per- 
formed, and  other  equipment  that  permits 
large  quantities  of  blood  plasma  to  be  ob- 
tained from  relatively  few  donors. 

Dr.  Smith  also  reviewed  the  drug  indus- 
try’s contributions  in  1962  to  the  develop- 
ment of  sound  drug  control  legislation;  to 
efforts  to  learn  more  about  drug  safety;  to 
more  effective  exchange  of  scientific  infor- 
mation; to  the  nation’s  wealth  and  balance 
of  payments;  and  to  schools,  hospitals,  uni- 
versities, overseas  projects  and  numerous 
other  endeavors. 

Dr.  Smith  was  critical,  however,  of  De- 
partment of  Defense  practice  in  purchasing 
drugs  abroad. 

“As  far  as  I am  concerned,”  he  said,  “this 
is  false  economy.  Such  purchases  not  only 
contribute  to  the  outflow  of  U.S.  gold  but 
also  keep  Americans  from  jobs  and  reduce 
company  earnings  and  government  tax  re- 
ceipts. 

In  fact,  he  said,  according  to  newspaper 
reports,  some  of  the  products  of  foreign 
firms  are  the  stolen  fruits  of  U.S.  research. 


M.AP— 

The  Michigan  State  Medical  Society  joined 
the  association  of  architects,  dentists,  en- 
gineers, lawyers,  pharmacists,  and  veteri- 
narians to  form  the  Michigan  Association 
of  the  Professions  (MAP).  The  educators 
have  been  added  and  other  professions  may 
be  represented  in  the  future.  It  is  the  hope 
of  this  Association  that  the  movement  may 
become  national  in  scope,  with  the  forma- 
tion of  an  American  Association  of  the  Pro- 
fessions. 


Notes  concerning  a Congress  arranged  by 
MAP,  to  be  held  in  February,  1963,  may  be 
found  under  “Announcements”  in  this  issue. 

AMA  Cancels  Training  Programs 
In  Radiology — 

The  Council  on  Medical  Education  and 
Hospitals  of  the  AMA  approved  five  new 
programs  in  residency  training  in  radiologj’ 
and  cancelled  34  leaving  a net  loss  of  29, 
during  1961-1962.  There  are,  presently  347 
programs  now  approved.  The  Council  cur- 
rently approves  718  schools  of  X-ray  tech- 
nologj’  with  a capacity  of  7590  students. 

Resolution  by  Nevada  Delegation — 

As  a means  of  stimulating  growth  and  ac- 
tivity of  the  American  Association  of  Medi- 
cal Assistants,  and  of  indicating  the  good 
will  the  medical  profession  has  toward  it, 
we  have  the  following: 

American  Medical  Association 
House  of  Delegates,  Los  Angeles,  California 

RESOLUTION 
(Passed  November  28,  1962) 
Introduced  by:  Nevada  Delegation 

Subject:  American  Association  of  Medical 

Assistants 

Whereas,  The  American  Association  of 
Medical  Assistants  has  as  its  objectives 
basically  the  same  purposes  as  the  American 
Medical  Association;  and 

Whereas,  The  American  Association  of 
Medical  Assistants  has,  in  its  short  span  of 
six  years  growth,  rendered  inestimable 
services  not  only  to  the  people  of  America 
but  also  to  the  medical  profession;  and 

Whereas,  The  potential  for  growth  and 
services  of  the  American  Association  of  Med- 
ical Assistants  is  recognized  by  the  American 
Medical  Association;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation express  to  the  American  Associa- 
tion of  Medical  Assistants  its  sincere  appre- 
ciation for  the  dedicated  and  unselfish  assist- 
ance and  work  in  the  combined  goal  of  the 
two  organizations  in  continually  striving  to 
improve  the  charactei’  of  medical  standards ; 
and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation wholeheartedly  endorse  the  pro- 
gram and  functions  of  the  American  Asso- 
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ciation  of  Medical  Assistants  and  encourage 
every  physician  who  has  in  his  employ  or 
under  his  supervision  medical  assistants  who 
are  eligible  for  membership  in  the  American 
Association  of  Medical  Assistants  to  urge 
all  these  assistants  not  only  to  join  the  Amer- 
ican Association  of  Medical  Assistants  but 
to  actively  participate  in  their  programs. 


Deaths 

MARVEL  — Perry  0.  Marvel,  MD,  Gilt- 
ner,  Nebraska.  Dr.  Perry  0.  Marvel,  81, 
died  October  26,  1962  in  an  Aurora,  Ne- 
braska hospital  after  a week’s  illness.  Born 
July  3,  1881  at  Pennfield,  Illinois,  he  gradu- 
ated from  the  Lincoln  Medical  College  in 
1909.  He  practiced  medicine  in  Aurora  for 
18  months.  In  1914  he  moved  his  practice 
to  Giltner  where  he  continued  as  a physician 
for  over  48  years. 

CAREY  — Baine  P.  Carey,  MD,  Norfolk, 
Nebraska.  Dr.  Blaine  P.  Carey,  45,  died  of 
a heart  attack  on  October  20,  1962  at  his 
home  in  Norfolk.  Born  October  12,  1917  at 
Peru,  Nebraska,  he  received  his  medical  edu- 
cation at  the  University  of  Nebraska  College 
of  Medicine,  graduating  in  1943.  He  prac- 
ticed medicine  at  Talmadge  and  Lincoln  be- 
fore joining  the  medical  staff  of  the  State 
Hospital  at  Norfolk  in  1952. 

McGIRR  — John  I.  McGirr,  Sr.,  MD, 
Beatrice,  Nebraska.  Dr.  John  I.  McGirr, 
Sr.,  88,  died  in  Northridge,  California 
October  8,  1962.  Born  in  Reddick,  Illinois, 
he  received  his  medical  degree  at  the  Omaha 
Medical  College  in  1897.  He  did  graduate 
work  in  New  York  and  Vienna,  Austria  in 
1900  and  1901  after  which  time  he  estab- 
lished practice  in  Beatrice  where  he  re- 
mained until  his  retirement  some  years  ago. 

WHITEHEAD  — E.  I.  Whitehead,  MD, 
Alliance,  Nebraska.  Dr.  E.  I.  Whitehead,  90, 
died  October  7,  1962  in  an  Alliance  hos- 
pital, following  several  months’  failing 
health.  Born  August  12,  1872  in  Ira,  Iowa, 
he  received  his  medical  degree  from  the  St. 
Louis  College  of  Physicians  and  Surgeons 
in  1899.  He  practiced  medicine  in  Hold- 
rege  before  coming  to  Alliance  where  he 
practiced  for  over  30  years. 

HAHN  — James  P.  Hahn,  MD,  Harting- 
ton,  Nebraska.  Dr.  James  P.  Hahn,  68,  died 
October  24,  1962  at  a Norfolk  hospital. 


Born  in  1894  he  received  his  medical  de- 
gree from  the  University  of  Illinois  College 
of  Medicine  in  Chicago  in  1924.  He  estab- 
lished his  practice  in  Hartington  in  1940 
and  continued  there  until  July  1,  1962. 

RUCH  — Ralph  0.  Ruch,  MD,  Omaha, 
Nebraska.  Dr.  Ralph  0.  Ruch,  64,  died 
November  14,  1962  in  an  Omaha  hospital. 
Born  in  1898  he  received  his  medical  de- 
gree from  the  Western  Reserve  University 
School  of  Medicine,  Cleveland,  Ohio,  in  1928. 
An  Associate  Professor  of  Dermatology  at 
The  Creighton  University  School  of  Medi- 
cine, he  practiced  medicine  in  Omaha  since 
World  War  H. 

REID  — John  D.  Reid,  MD,  Pilger,  Ne- 
braska. Dr.  John  D.  Reid,  88,  died  in  an 
Omaha  hospital  November  10,  1962.  Born 
in  1874  at  Primrose,  Nebraska,  he  received 
his  medical  degree  from  the  University  of 
Nebraska  College  of  Medicine  in  1902.  Dr. 
Reid  practiced  at  Craig,  Nebraska  for  a year 
before  moving  to  Pilger  where  he  remained 
active  until  his  illness,  three  weeks  prior 
to  death. 

HUBENBECKER  — John  C.  Hubenbeck- 
er,  MD,  North  Bend.  Dr.  John  C.  Huben- 
becker,  71,  died  November  9,  1962,  in  the 
Fremont  hospital.  Born  July  6,  1891,  he 
graduated  from  The  Creighton  University 
School  of  Medicine  in  1915.  He  interned  at 
St.  Joseph’s  Hospital  in  Denver,  Colorado 
and  in  1916  began  practice  in  Morse  Bluff, 
Nebraska.  He  moved  his  practice  to  North 
Bend  in  1946,  where  he  continued  until  the 
past  few  months. 


The  Woman's  Auxiliary 

Lancaster  County  Auxiliary  News — 

Lancaster  County  Auxiliary  has  been 
buzzing  with  activities  this  year.  On  Sep- 
tember 20,  the  fall  board  meeting  was  held 
at  the  Country  Club.  Twenty  members  at- 
tended and  the  President,  Mrs.  John  Brown, 
III,  presided. 

The  October  meeting  was  in  the  form  of 
a get-acquainted  tea  and  was  held  at  the 
home  of  Mrs.  Frank  Stone.  Mrs.  H.  E. 
Mitchell  and  Mrs.  S.  F.  Moessner  served  as 
co-chairmen  for  the  meeting.  The  follow- 
ing newcomers  were  welcomed  into  the  aux- 
iliary, Mrs.  Robert  Brooks,  Mrs.  M.  R.  Gel- 
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ber,  Mrs.  Robert  Jones,  Mrs.  Don  Schuptar, 
and  ^Irs.  Sidney  Reese. 

The  regular  November  meeting  was  held 
at  the  home  of  Mrs.  Jon  T.  Williams.  Mrs. 
E.  S.  Maness  and  Mrs.  Hod  Hansen  were 
co-chairmen  of  the  Luncheon  Committee. 
Special  guests  were  the  state  auxiliaiy  presi- 
dent, Mrs.  John  H.  Christlieb  and  the  presi- 
dent-elect, Mrs.  R.  B.  Rundquist. 

During  November  Bryan  Memorial’s  new 
nursing  home  made  a lovely  setting  for  the 
Paramedical  Tea  to  which  all  high  school 
girls  in  Lincoln  were  invited.  Auxiliary 
members  were  on  hand  to  answer  questions 
and  a tour  of  the  new  nursing  home  added 
the  finishing  touch  needed  to  give  any  girl 
in  doubt  an  additional  incentive  to  be  a 
nurse. 

Another  project  was  the  Benefit  Bridge 
party  held  on  November  15th.  This  was  ac- 
companied by  a small  bazaar.  This  project 
netted  a profit  of  $300.00  which  will  be 
added  to  the  AMERF  fund. 

The  December  meeting  of  the  auxiliary 
is  always  a special  occasion,  for  this  is  when 
each  member  brings  a doll  to  be  donated  to 
the  Family  Service  of  Lincoln.  This  meet- 
ing was  held  at  the  home  of  Mrs.  M.  J.  Epp. 
Mrs.  L.  E.  Sharrar  and  Mrs.  Kenneth  Fijan 
were  co-chairmen  for  the  luncheon  com- 
mittee. 

The  auxiliary  plans  to  end  the  year  with 
a dinner  dance  to  be  held  at  the  Lincoln 
Country  Club  on  December  29th. 

Mrs.  Louis  Davies, 
Publicity  Chairman. 

Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Auxiliary 
held  its  November  meeting  at  the  home  of 
Mrs.  A.  W.  Anderson,  Lexington. 

President  Mrs.  D.  A.  McGee  conducted  the 
meeting  at  which  Mrs.  A.  W.  Anderson  re- 
ported on  emotional  reactions  to  bereave- 
ment in  terms  of  normal  and  abnormal  be- 
haviour. Mrs.  P.  B.  Olsson  described  her 
tour  of  Dr.  and  Mrs.  John  Dewey’s  fall-out 
shelter  during  the  Omaha  Mid-West  Clinical 
Society  meeting. 

Present  were  Mesdames  B.  W.  Pyle,  S.  H. 
Perry,  Gothenburg;  0.  P.  Rosenau,  Chas. 
Sheets,  Cozad;  A.  W.  Anderson,  J.  C.  Fine- 
gan,  W.  B.  Long,  D.  A.  McGee,  V.  D.  Nor- 
all,  P.  B.  Olsson,  E.  A.  Watson,  R.  S.  Wy- 
coff,  Lexington;  Dean  Gilg,  Overton. 


Do’s  and  Don’ts — 

The  following,  stolen  from  Alaska  Medi- 
cine, (Alaska  Medicine  got  it  from  Woman’s 
Auxiliary  to  Arkansas  Medical  Society)  ap- 
plies as  well  to  other  organization  members 
as  to  members  of  the  Woman’s  Auxiliary. 
—(Ed.) 

TEN  WAYS  TO  KILL  AN  AUXILIARY 

1.  Don’t  go  to  meetings. 

2.  If  you  go,  be  late. 

3.  Should  >ou  go  out  of  curiosity,  make 
a point  of  leaving  early.  This  always 
encourages  those  who  have  worked  to 
make  a program  interesting,  or  a so- 
cial hour  pleasant. 

4.  If  you  do  attend  a meeting,  find  fault 
with  the  work  of  the  officers  and 
members. 

5.  Never  accept  an  office.  It  is  easier 
to  critcize  than  to  do  things. 

6.  Get  sore  if  you  are  not  appointed  to 
committees,  but,  if  you  are,  do  not 
attend  committee  meetings. 

7.  If  asked  by  the  chairman  to  give  your 
opinion  on  some  matter,  tell  her  that 
you  have  nothing  to  say.  After  the 
meeting  tell  everyone  how  things 
should  have  been  done. 

8.  Do  nothing  more  than  is  absolutely 
necessary,  but  when  other  members 
use  their  ability  to  help  matters  along, 
howl  that  the  institution  is  run  by  a 
clique. 

9.  Hold  back  your  dues,  or  don’t  pay 
at  all. 

10.  Don’t  bother  about  getting  new  mem- 
bers. 


^ Know  Your 
m/  Blue  Shield  Plan 


Which  Road  to  Medical  Security? — 

Although  nearly  twenty-five  years  have 
rolled  by  since  the  medical  profession  gave 
birth  to  prepaid  medical  care,  the  ultimate 
pattern  of  operation  and  control  of  prepay- 
ment in  the  United  States  is  yet  to  be  deter- 
mined. 
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Several  contrasting  programs  are  com- 
peting for  popular  and  professional  favor, 
each  embodying  a distinct  concept  of  the  re- 
lationship between  patient  and  doctor. 

One  such  program  is  the  limited  cash  re- 
imbursement plan  of  the  insurance  industry, 
which  offers  the  insured  certain  dollar  in- 
demnities against  certain  medical  contin- 
gencies, irrespective  of  the  physician’s 
charges  for  the  services  required. 

Another  major  program  is  medicine’s 
Blue  Shield  plan,  which  seeks  to  assure  the 
lower  and  medium  income  patient  of  fully 
paid  professional  services,  through  profes- 
sionally negotiated  schedules  of  payment 
and,  in  most  areas,  through  the  voluntary 
commitment  of  participating  physicians. 

A third  program  is  the  “closed  panel’’  of 
physicians.  Operating  frequently  under 
labor  — or  other  “consumer”  — auspices, 
this  plan  offers  a comprehensive  service 
through  a limited  group  of  physicians  re- 
munerated by  salary  or  per  capita  allow- 
ances, regardless  of  the  amount  of  seiwices 
required  of  them. 

And  back  of  all  these  programs  is  a 
shadow  plan  of  “socialized  medicine”  — a 
dreamy  contrivance  which  apparently  can 
only  be  sold  by  attempting  to  discredit  all 
that  has  been  accomplished  by  the  propon- 
ents of  free  enterprise. 

In  the  long  run,  the  people  — our  patients 
— will  support  the  system  of  medical  care 
prepayment  that  offers  them  the  best  as- 
surance of  satisfactory  professional  service 
through  physicians  and  institutions  of  their 
own  choosing. 

And,  if  medical  prepayment  follows  the 
usual  pattern  of  American  life,  there  will 
always  be  not  one  form,  but  many  — not  one 
option,  but  the  freedom  to  choose  among 
several  alternative  programs  — j ust  as  there 
is  today. 

Blue  Shield  is  the  program  that  best  re- 
flects the  traditional  American  pattern  of 
private  practice.  It’s  the  program  that  is 
most  clearly  motivated  to  render  service  to 
the  patient  and  to  meet  the  needs  of  all  seg- 
ments of  the  community.  It’s  the  one  pro- 
gram that  was  created  by  physicians  and 
that  is  directly  responsive  to  the  guidance 
of  the  profession.  Blue  Shield  alone  — of 
all  medical  prepayment  plans  in  operation 
today  — deserves  our  unstinting  support 
and  cooperation. 


^occl  in 

^^ublic  ^^^elation^ 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
_l_i ^ = '•  r ' - ■ 


The  term  “Transfusion  Service”  implies 
more  than  simply  furnishing  material  for  a 
transfusion.  The  practice  of  transfusion 
requires  technical  knowledge  and  experi- 
ence ; physiopathologic  states  and  the  hydro- 
dynamics of  circulation  must  be  evaluated 
when  transfusions  are  considered.  Because 
of  its  inherent  danger,  transfusion  involves 
great  responsibility  on  the  part  of  all  par- 
ticipating in  the  procedure. 


Use  of  fresh  whole  blood  (less  than  24 
hours  old)  should  be  limited  to  patients  suf- 
fering from  acute  hemorrhage  due  to  throm- 
bocytopenia, hemophilia,  or  other  coagula- 
tion defects  caused  by  deficiency  of  un- 
stable factors. 


When  an  actively  bleeding  patient  re- 
quires numerous  transfusions  in  rapid  suc- 
cession, it  is  desirable  to  use  some  fresh 
blood,  containing  the  maximal  amount  of 
fresh  plaelets,  to  avoid  excessive  exhaus- 
tion of  platelets  in  circulation. 
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Books 


A new  edition  of  the  popular  “Bedside  Diag- 
nosis” by  Charles  Seward,  MD,  is  now  available. 
The  previous  text  has  been  completely'  revised,  and 
the  chapters  on  Hemorrhagic  Diseases,  the  Causes 
of  Debility  and/or  Loss  of  Weight,  and  Physician- 
induced  Diseases  have  been  completely  rewritten. 
A chapter  on  the  uses  of  radioactive  isotopes  in 
diagnosis  has  been  included. 

At  the  bedside  the  doctor  is  confronted,  not  with 
diseases  as  met  with  in  the  textbooks,  but  with 
symptoms  and  signs.  In  this  book  a score  of  these 
are  considered,  and  the  Synopsis  of  each  chapter 
analy'ses  each  symptom  or  sign  under  discussion 
into  its  causes  or  diseases.  The  Index,  which  is 
chiefly  one  of  diseases,  is  the  reverse  of  this  in 
that  it  refers  back  from  a disease  to  the  chapters 
where  each  symptom  or  sign  to  which  it  may  give 
rise  is  discussed. 

Chapter  headings  include  the  following: 

Psychogenic  symptoms 

Headache 

Pain  in  the  chest 

Epigastric  pain 

Hypogastric  pain 

Umbilical  pain 

Lateral  abdominal  pain 

Anemia 

Epistaxis 

Hematemesis 

Pyrexia 

Hematuria 

Hemoptysis 

Hemon-hagic  diseases 

Cough 

Dyspnea 

Tachycardia 

Dysphagis 

Vomiting 

Dianhea 

Jaundice 

“BEDSIDE  DIAGNOSIS”  (6th  edition,  1962) 
by  Charles  Seward,  MD.  Published  in  Decem- 
ber, 1962  by  The  Williams  and  Wilkins  Com- 
pany of  Baltimore.  499  pages.  $7.00. 


Austin  I.  Dodson,  Jr.,  MD,  and  J.  Edward  Hill, 
MD,  of  the  Medical  College  of  Virginia  have 
revised  their  popular  “Synopsis  of  Genitourinary 
Disease,”  and  the  new  edition  (7th)  is  now  avail- 
able. Continuing  advances  in  the  field  of  urology, 
particularly  those  concerning  diagnostic  methods 
and  specific  therapeutic  agents,  have  made  this  re- 
vision necessary,  and  changes  have  been  made  in 
all  chapters  (except  the  chapter  on  anatomy)  in 
order  to  bring  the  material  up  to  date. 


Chapter  headings  include  the  following: 

Urologic  diagnosis 
Minor  urologic  procedures 
Anatomy  of  the  urogenital  tract 
Congenital  anomalies 
Infections  of  the  urinary  tract 
Infections  of  the  urethra 
Infections  of  the  genital  tract  and  disturb- 
ances of  the  genital  function 
Tuberculosis  of  the  urogenital  tract 
Injuries 

Calculi  and  calculous  disease 
Movable  kidney  and  hydronephrosis 
Obstniction  and  neurogenic  dysfunction 
of  the  bladder 

Hydrocele,  varicocele,  hematocele, 
sprematocele 
Tumors 

Eight  photographs  and  123  illustrations  are  in- 
cluded. 

“SYNOPSIS  OF  GENITOURINARY  DIS- 
EASE” (7th  edition)  by  Dodson  and  Hill.  Pub- 
lished in  December,  1962  by  The  C.  V.  Mosby 
Company  of  St.  Louis.  384  pages.  $7.75. 


“Activities  of  Surgical  Consultants,  Volume  1” 
is  the  latest  volume  (and  the  twentieth)  in  the 
above  series  of  books.  This  volume  has  been  writ- 
ten by  23  eminent  surgical  authorities,  and  is  a 
fresh  and  vigorous  resume  of  the  record  and  achieve- 
ments of  the  U.S.  Army’s  World  War  2 Surgical 
Consultants. 

The  consultant  system  was  of  gradual  evolution. 
This  book  describes  the  work  of  the  surgical  con- 
sultants in  the  Office  of  the  Surgeon  General;  the 
extension  of  the  system  to  the  Service  Commands 
in  the  United  States;  and  its  operation  in  the 
U.S.  field  ai-mies  overseas.  The  soon-to-be-pub- 
lished second  volume  will  discuss  the  activities  of 
the  surgical  consultants  on  the  theater  level  in 
Europe  and  in  the  Asiatic-Pacific  theaters  of  war. 
The  duties  of  these  men  covered  considerable  ter- 
ritory. They  provided  advice  on  newer  develop- 
ments in  diagnosis  and  treatment;  stimulated  in- 
terest in  professional  problems  and  aided  in  their 
investigation;  encouraged  educational  programs 
such  as  conferences,  ward  rounds,  and  journal 
clubs;  and  in  general  worked  to  achieve  throughout 
the  army  the  highest  standards  of  surgical  prac- 
tice. 

The  discussions  in  this  book  include  clinical  and 
administrative  considerations  that  are  construc- 
tive and  important.  There  is  great  value  in  this 
volume  for  the  surgeon,  the  surgical  resident,  and 
those  who  are  interested  in  preparing  medical 
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support  plans  for  future  potential  disasters,  whether 
of  enemy  or  natural  origin. 

Clinical  experiences  recorded  in  this  volume 
cover  the  blood  and  plasma  programs;  the  develop- 
ment of  initial  wound  surgery  in  forwarded  areas; 
the  development  of  reparative  and  reconstructive 
surgery  in  rear  areas  overseas  and  in  the  zone  of 
the  interior;  and  the  remarkable  and  rewarding 
programs  for  the  rehabilitation  of  the  blinded  and 
deafened  casualties  and  of  the  amputees. 

“SURGERY  IN  WORLD  WAR  2 — AC- 
TIVITIES OF  SURGICAL  CONSULTANTS 
— VOLUME  1.”  Edited  by  Col.  John  B.  Coates, 
Jr.  (MC)  and  B.  Noland  Carter,  M.D.  Pub- 
lished in  September  of  1962  by  the  Superin- 
tendent of  Documents,  U.S.  Government  Print- 
ing Office,  Washington  25,  D.C.  621  pages  with 
104  illustrations.  $6.50. 


“Malpractice  Law  Dissected  for  Quick  Grasping” 
is  a new  book,  written  primarily  for  physicians, 
dentists,  and  others  in  the  healing  professions, 
which  covers  the  entire  field  of  medical  malprac- 
tice law  in  authoritative  fashion.  Written  in  suc- 
cinct style,  separated  into  logically  arranged  chap- 
ters, slimmed  down  to  essentials,  it  is  intensely 
practical  in  its  treatment  of  the  subject  and  cov- 
ers all  essential  phases.  It  is  the  only  book  now 
available  which  deals  exclusively  with  the  subject 
of  medical  malpractice  law  in  a non-technical  and 
highly  readable  style.  This  is  a book  to  read 
and  profit  from,  not  to  glance  at  and  shelve. 


Subjects  discussed  include  the  following: 

Duties  of  the  physician  toward  patient 
Premature  discharge  of  a patient 
Liabilities  for  acts  of  employees 
Liabilities  for  acts  of  nurses  and  other  hos- 
pital employees 

Who  gives  consent  for  minors  and  those  men- 
tally ill? 

Blanket  consent  forms  (almost  useless) 

Too  busy  with  other  patients  is  no  excuse 
The  liability  of  hospitals 

How  much,  and  what  type  of  insurance  should 
be  carried  ? 

The  132  pages  (8  by  1014  inches)  include  a lot 
of  valuable  information  that  is  not  otherwise  easily 
available. 

“MALPRACTICE  LAW  DISSECTED  *FOR 
QUICK  GRASPING”  by  Charles  L.  Cusumano. 
Published  in  October,  1962  by  the  Medicine-Law 
Press,  Inc.,  42  Broadway,  New  York  4,  New 
York.  132  pages.  $10.00. 


If  bleeding  occurs  in  the  course  of  throm- 
bocytopenia without  significant  associated 
anemia,  platelet-rich  plasma  separated  from 
citrated  blood  not  over  24  hours  after  col- 
lection may  be  used. 


ORGANIZATIONS,  NATIONAL 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Hospital  Association 
Edwin  L.  Crosby*  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Xebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  L’niversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
•Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
-Muscular  Distrophy  Society 
Mrs.  Mai^-in  Traeger,  President 
Fairburj',  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 
Nebraska  Chapter, 

-Arthritis  and  Rheumatism  Foundation 
Lloyd  E Skinner,  Pl-esident 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D  , Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

Univei*sity  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

-American  Academy  of  General  Practice 
John  A-  Bro%%Ti,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
-American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Govenior  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
-American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Belle^^ae,  Nebraska 
Lancaster  County  Chapter 
Mr.  -Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  -Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawmdale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  -Archambault,  Executive  Director 
4202  Harney  Street,  Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  -Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  -Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  -A.  Roger’s,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
Univei-sity'  of  Nebraska  College  of  Medicine 
Omaha,  Nebi'aska 
Nebraska  Rheumatism  -Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Shai-p  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Ai*ts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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> lowers  motility  | reiieves  cramping  | stops  diarrhea 

i 

; LOMOTI L Antidiarrheal  tablets  and  liquid . 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

f Traditionally  the  most  effective  means  of 

I slowing  excess  intestinal  motility  in  diarrhea 

1 and  so  of  relieving  the  disorder  have  been 

a the  opium  derivatives.  Now  Lomotil  makes 

I available  an  antidiarrheal  agent’  of  greater 

5 therapeutic  efficiency  than  morphine. 

f By  controlling  hypermotility,  the  basic  me- 

chanical  dysfunction  of  diarrhea,  Lomotil  re- 
» duces  the  frequency  and  fluidity  of  stools, 

\ diminishes  cramping  and  controls  diarrhea 

J-  in  many  patients  in  whom  other  drugs  have 

^ proved  inadequate. 

tin  a recent  clinical  report  Cayer  and  Sohmer^ 
state:  “The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
• colitis,  all  of  whom  had  failed  to  respond  to 

M other  measures.” 

S The  high  therapeutic  efficiency  of  Lomotil,  its 

X safety,  convenience  and  economy  may  be  used 

to  advantage  in  acute  or  chronic  diarrhea. 

ji  G.  D.  SEARLE  &CO.  Research  in  the  Service  of  Medicine 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily. 

Lomotil  is  supphed  as  unscored,  uncoated 
white  tablets  of  2.5  mg.  and  as  liquid  contain- 
ing 2.5  mg.  in  each  5 cc.  A subtherapeutic 
amount  of  atropine  sulfate  (0.025  mg.)  is 
added  to  each  tablet  and  each  5 cc.  of  the 
liquid  to  discourage  dehberate  overdosage. 
Recommended  dosage  schedules  should  not 
be  exceeded. 

Note:  Lomotil  is  an  exempt  preparation  under 
Federal  narcotic  statutes. 

Detailed  information  and  directions  for  use 
in  children  and  adults  are  available  in  Physi- 
cians’ Product  Brochure  No.  81.  G.  D.  Searle 
& Co.,  P.  O.  Box  5110,  Chicago  80,  Illinois. 


1.  Janssen,  P.  A.  J..  and  Jageneau.  A.  H.:  A New  Series 
of  Potent  Analgesics:  Dextro  2 : 2-Diphenyl-3-Methyl- 
4-Morpholino-ButyryIpyrrolidine  and  Related  Amides. 

I.  Chemical  Structure  and  Pharmacological  Activity, 

J.  Pharm.  Pharmacol.  9.381-400  (June)  1957. 

2.  Cayer,  D.,  and  Sohmer,  M.  F. : Long-Term  Clinical 
Studies  with  a New  Constipating  Drug,  Diphenoxylate 
Hydrochloride,  N.  Carolina  Med.  J.  22.600-604  (Dec.) 
1961. 
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A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
s Tel.  No.:  Biuemound  8-2600  j 
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The  Month  in  Washington — 

(Continued  from  page  12-A) 

Francis  C.  Brown,  president  of  Schering 
Corp.,  added; 

“Those  who  say  it  can’t  happen  here  may 
be  deluding  themselves.  It  can  and  it  will 
if  we  permit  it.” 

The  new  Congress  has  only  four  physician 
members  as  compared  to  seven  in  the  1961- 
62  session. 

Sen.  Ernest  Gruening  (D.,  Alaska),  and 
Reps.  Durward  Hall  (R.,  Mo.)  and  Thomas 
Morgan  (D.,  Pa.)  were  reelected.  Dr.  James 
D.  Weaver  (R.,  Pa.)  captured  a House  seat 
in  his  first  political  race. 

Reps.  Walter  Judd  (R.,  Minn.)  and  Ivor 
Fenton  (R.,  Pa.)  were  defeated  in  contests 
where  redistricting  was  a major  factor. 

Rep.  Dale  Alford  (D.,  Ark.)  gave  up  his 
House  seat  and  ran  unsuccessfully  for 
governor  of  Arkansas.  Rep.  Edwin  Durno 
(R.,  Ore.)  lost  in  a bid  to  switch  from  the 
House  to  the  Senate. 

The  overall  election  results  added  four 
Democrats  in  the  Senate,  but  appointment 
(Continued  on  page  38- A) 


“She  gained  ten  pounds.  The  things  in 
that  x'educing  diet  happened  to  be  her  fav- 
orite foods.” 


36-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing*  its  advertisers 


WINTERIZ 

YOUR 

DATICMT’C 

l^inl  Id^  I % 

GOUGHINI 

SYSTEM 


Robitussin 

glyceryl  guaiacolate 

For  the  special  care  that  winter  coughs  demand,  both  Robitussin  formulas  contain  glyceryl 
guaiacolate  which  enhances  the  flow  of  Respiratory  Tract  Fluid  (RTF)  almost  200%. 

Of  practically  all  drugs  now  used  clinically  as  expectorants,  glyceryl  guaiacolate  exerts  the  most 
intense  and  prolonged  action. 

Increased  RTF  promotes  bronchial  drainage  by  liquefying  tenacious  sputum  and  exerts  a 
soothing,  demulcent  effect  on  irritated  bronchial  mucosa  that  helps  reduce  the  frequency  of 
dry,  tickling,  unproductive  coughs. 

Robitussin  A-C  also  contains  pheniramine  maleate  to  control  associated  allergic  manifestations 
and  codeine  phosphate  to  suppress  persistent,  unproductive  coughs. 

Formulas— Robitussin:  Glyceryl  guaiacolate  100  mg.  per  5 cc.  Robitussin  A-C:  Glyceryl  guaia- 
colate 100  mg.,  Pheniramine  maleate  7.5  mg..  Codeine  phosphate  10  mg.  per  5 cc. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia 
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of  a Republican  to  succeed  a deceased  Demo- 
crat cut  the  net  gain  to  three.  The  Repub- 
licans increased  their  House  strength  by 
two  members. 

The  Senate  lineup  now  is  67  Democrats 
to  33  Republicans.  The  new  House  has  259 
Democrats  and  176  Republicans. 

The  American  Hospital  Association  and 
the  Defense  Department  agreed  on  a pro- 
gram to  use  hospitals  as  public  fallout  shel- 
ters in  event  of  nuclear  attack. 

In  a joint  statement,  the  A.H.A.  and  the 
Defense  Department  said  that  “in  these 
times  every  hospital  has  the  responsibility 
to  take  practical  and  sensible  measures  to 
minimize  loss  of  life  resulting  from  radio- 
active fallout”  should  there  be  a nuclear 
attack. 

It  was  estimated  about  6,200  U.S.  hos- 
pitals presently  could  provide  fallout  pro- 
tection for  more  than  three  million  persons. 

The  program  calls  for  the  Defense  De- 
partment providing  the  co-operating  hos- 
pitals with  emergency  supplies  of  medical 
(Continued  on  page  42-A) 
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14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  o>f  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  40  words.  Advertise* 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
fellow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

ASSOCIATED  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 

ASSISTANT  CHIEF,  DIVISION  OF  PREVENT- 
ABLE DISEASE  CONTROL  — Position  in  City- 
County  Health  Department.  Requires  Nebraska 
Medical  Licensure  and  M.P.H.  or  pediatrics  board 
eligibility.  E.  D.  Lyman,  M.D.,  M.P.H. , Omaha- 
Douglas  County  Health  Department,  1201  South 
42nd  Street,  Omaha  5,  Nebraska. 

INTERNIST  — Fourteen  man  Iowa  group  has 
opening  for  Board  qualified  Internist.  City  of  30,- 
000,  new  Clinic  Building,  complete  laboratory  and 
X ray.  Partnership  in  two  years  — salary  open. 
Write  Box  21,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska. 


“I  suggest  you  quit  telling  people  not  to 
worry.  Doctor.  It  isn’t  helping  things  when 
we  send  out  the  monthly  statements.” 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HCl,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital.  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Teeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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material,  food  and  other  emergencj’  items 
to  be  stockpiled  in  basements  and  other 
places  judged  “safe”  from  fallout. 

If  Congress  approves  the  Administration’s 
request  for  a national  shelter  program,  fed- 
eral funds  will  be  available  to  hospitals  for 
additional  construction  that  would  be  suit- 
able for  operating  rooms,  storage  space,  au- 
tomobile parking  and  other  similar  purposes 
when  not  needed  for  fallout  shelters. 

American  consumers  spent  a new  high  of 
$21.1  billion  for  health  care  in  1961,  ac- 
cording to  the  Social  Security  Administra- 
tion. 

The  Federal  Agency  reported  that  the 
total  private  outlay  for  health  care,  which 
included  $14.4  billion  in  direct  out-of-pocket 
expenditures  and  $6.7  billion  paid  for  health 
insurance,  exceeded  by  $1.3  billion  the  total 
spent  in  1960. 

The  1961  consumer  expenditure  for  health 
care  amounted  to  $116.60  for  each  American. 
Direct  expenditures  per  capita  were  $79.76 
and  payments  for  health  insurance  amount- 
ed to  $36.84  per  capita. 


These  sums  applied  only  to  private  expen- 
ditures for  health  care  and  did  not  include 
government  outlays  or  health  care  provided 
through  private  organizations  to  the  needy. 

A breakdown  by  category  of  expenditures 
showed  how  the  consumer’s  health  care  dol- 
lar in  1961  was  divided  — hospital  care, 
27.6  cents;  physicians’  services,  27.6  cents; 
drugs,  19  cents;  dental  care,  9.8  cents;  eye- 
glasses and  appliances,  6 cents ; nursing  and 
other  professional  care,  4 cents;  nursing- 
home  care,  1.4  cents.  The  remaining  4.6 
cents  represented  the  net  cost  of  health  in- 
surance. 

Of  the  total  $6.7  billion  expenditure  for 
health  insurance  premiums,  45.4  per  cent 
was  paid  to  Blue  Cross-Blue  Shield  plans, 
38.1  per  cent  to  insurance  companies  for 
group  coverage,  9.4  per  cent  to  insurance 
companies  for  individual  policies,  and  7.1 
per  cent  to  independent  health  insurance 
plans. 

It  was  estimated  that  insurance  benefits 
paid  28.3  per  cent  of  the  consumer’s  total 
1961  health  care  bill,  exclusive  of  the  cost 
of  insurance.  Insurance  met  66  per  cent  of 
all  charges  for  hospital  care,  30  per  cent 
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compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitof  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


of  all  charges  for  physicians’  services,  and 
1.5  per  cent  of  the  cost  of  all  other  items, 
including  dental  care,  nursing  service,  drugs, 
and  nursing-home  care.  (From  A.M.A. 
Washington  Office) 

Medical  Care  Is  Not  Utilized — 

Those  who  advocate  the  paying  for  med- 
ical care  through  Social  Security  funds  claim 
that  great  numbers  of  people  do  not  have 
medical  care.  Then  it  is  assumed  that  these 
people  lack  medical  care  only  because  funds 
are  not  available.  The  President’s  page  in 
the  Wisconsin  Medical  Jom-nal  includes 
the  statement  that  the  number  of  people 
without  needed  medical  care  is  much  small- 
er than  the  advocates  of  Social  Security  ap- 
proach would  lead  us  to  believe,  and  financial 
troubles  are  not  the  only  deterrent  to  medi- 
cal care. 

Every  doctor  with  any  significant  experi- 
ence in  practice  has  noted  all  too  frequent 
frustration  because  people  neglect  medical 
care,  and  evade  the  efforts  of  their  families 
and  their  physicians  to  give  them  care.  In 
some,  age  or  disappointments  may  have 
(Continued  on  page  44- A) 


“I  don’t  think  that  they  are  worth  putting 
fresh  water  on,  they  are  almost  dead  TOO.” 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6 and  7,  1963 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Film  Lectures 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Exhibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on  the 
calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservations  at  the 

Palmer  House. 


Medical  Care  Is  Not  Utilized — 

(Continued  from  page  43- A) 

lessened  the  desire  to  live,  so  these  people 
refuse  available  medical  care.  Others  want 
only  a limited  type  of  treatment  and  refuse 
the  thorough  medical  examination  which 
the  physician  would  make  available  to  them. 

In  spite  of  the  perfection  of  more  ad- 
vanced techniques  for  diagnosis  and  treat- 
ment, it  is  still  necessary  to  undertake  inten- 
sive programs  of  public  education  to  insure 
a maximum  use  of  our  scientific  advances. 
The  efforts  of  the  profession  in  programs 
such  as  Diabetic  Detection  Week,  which  is 
offered  free,  have  not  persuaded  many  to 
respond  to  the  pleas  for  examination.  Free 
X rays  of  the  chest  have  reached  only  a frac- 
tion of  the  total  population. 

The  education  of  the  public  must  be  con- 
tinued. The  utilization  of  medical  and  hos- 
pital care  has  increased  rapidly,  but  it  has 
increased  as  a result  of  education  and  not 
from  the  enactment  of  laws.  Legislation 
cannot  improve  medical  care.  Legislation 
and  law  enforcement  failed  to  accomplish 
the  noble  purposes  of  those  who  advocated 
the  Volstead  Act.  Perhaps  the  zealots  have 
found  another  field.  The  government  can 


make  a contribution  in  the  field  of  health 
education,  but  the  interference  of  the  gov- 
ernment in  medical  practice  is  unlikely  to  im- 
prove medical  care. 


Medical-Osteopathic  Relations — 

The  Pennsylvania  Medical  Society  has  re- 
viewed and  defined  what  is  proper  and  what 
is  not  proper  in  the  relation  of  physicians 
to  osteopaths.  Reporting  on  the  action  of 
the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  in  an  editorial  of  the  So- 
ciety’s Journal,  two  permissible  areas  of 
activity  are  described. 

Consultation  with  osteopathic  physicians 
may  now  be  undertaken,  and  is  no  longer 
considered  a breach  of  ethics  for  the  physi- 
cian. Also,  osteopathic  physicians  may  be 
permitted  to  attend  postgraduate  educational 
programs  conducted  by  medical  organiza- 
tions. 

Related  to  the  restatement  of  policy  is  the 
recommendation  that  the  Philadelphia  Col- 
lege of  Osteopathy  will  seek  accreditation  as 
a medical  college.  It  is  emphasized  that  un- 
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Of  course  not. 

But  WE  GUARANTEE  that  if  you  are  ever 
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the  coupon  below  — TODAY! 

PHYSICIANS  MUTUAL  INSURANCE  COMPANY 

formerly 

Physicians  Casualty  and  Health  Associations 
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Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  me  details  on  your  insurance  protection 
plans. 
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CITY STATE 


til  such  action  is  taken  by  the  College  of  Os- 
teopathy, doctors  of  medicine  are  not  to  lec- 
ture at  or  take  part  in  scientific  programs 
held  by  osteopathic  groups.  Doctors  of 
medicine  are  forbidden  to  accept  appoint- 
ments on  osteopathic  faculties. 

Osteopathic  physicians  are  not  eligible  for 
appointment  to  the  medical  staffs  of  ap- 
proved hospitals,  and  are  not  eligible  for  ap- 
pointment as  interns  or  residents.  Osteo- 
paths are  also  not  eligible  for  membership 
in  county  medical  societies. 


Nutritional  Nonsense — 

Perhaps  no  nonsense  in  the  history  of 
mankind  has  endured  so  persistently,  or  so 
profitably  for  its  exploiters,  as  the  food 
fads.  Some  of  the  old  fashioned  ideas  that 
certain  commonly  used  foods  were  bad  for 
the  health  cannot  match  the  absurdity  of  the 
modern  diet  supplement  racket  according  to 
an  editorial  in  the  Wisconsin  Medical 
Journal. 

This  business  of  diet  supplements  amounts 
to  some  five  hundred  million  dollars  a year. 


and  most  of  it  comes  from  well  intentioned 
individuals  who  can  ill-afford  the  addition- 
al load  on  their  food  budget.  The  promoters 
of  diet  supplements  have  constructed  an  en- 
tire folklore  of  misinformation.  Advantage 
is  taken  of  a housewife’s  suspicion  that  ill- 
health  in  her  family  may  be  due  to  her  fail- 
ure to  provide  the  proper  foods.  The  pro- 
moters imply  that  a secret  necessary  ingredi- 
ent has  been  removed  in  processing.  Fortun- 
ately the  use  of  their  supplement  will  remedy 
this  deficiency. 

Two  areas  exist  for  curbing  the  nutrition 
quacks.  The  Food  and  Drug  Administration 
has  proposed  changes  in  its  regulations  that 
could  restrict  the  foolishness  of  the  claims 
for  diet  supplements.  A more  complete 
statement  will  be  required  on  the  label  of 
these  products.  The  second  area  is  in  the 
education  of  the  people  who  comprise  the 
market  for  the  diet  supplement  - quacks. 
Medicine  as  an  organization,  as  well  as  its 
individual  practitioners,  should  launch  a 
program  to  bring  honest  information  to  the 
public  about  diet. 
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neither  stasis  nor  spasm, 
nor  tension 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


for  biliary/intestinal  stasis 


for  smooth-muscle  spasm 


for  nervous  tension 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients- 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction,-  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 
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Librium 

The  singular  specificity  of  Librium  in  controlling  anxiety  and  tension 
has  proven  to  be  an  advantage  in  a wide  range  of  disorders  character- 
ized by  anxiety  of  varying  degrees.  Notably  effective  in  patients 
whose  symptoms  are  primarily  emotional,  Librium  is  equally  valuable 
when  organic  disease  is  aggravated  or  prolonged  by  accompanying 
anxiety.  Coupled  with  its  effectiveness  is  an  outstanding  record  of  safety. 
Librium  has  few,  if  any,  of  the  unwanted  side  effects  associated  with 
tranquilizers  and  daytime  sedatives  — no  extrapyramidal  effects,  no 
autonomic  blocking,  and  no  dulling  of  mental  alertness.  Consult  liter- 
ature and  dosage  information,  available  on  request,  before  prescribing. 

the  successor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  — 7*chloro-2-methylamino-5-phenyl-3H-1.4-benzodiazep«ne  ^ 4-oxide  hydrochloride 
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ubrary  o; 
COLLEGE  OF  PH 

OF  PHILAOE! 


in  ^severe  respiratory  infectiona 
refractory  to  other  measure# 

CHLOROMYCETIN; 

for  established 
clinical  efficacy  against 
susceptible  organisms* 


tn  Frivioiandef's  PneuraoniJ?’-’’ 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

IB  Henxshilus  Influenzae  Pneumon!  ■ 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

ta 'Staphylococcal  Pnei'moni  ’ ‘ 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and- 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 


ta  Acute  cpipiottiti' • ” 

This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

te  Pneumonias  Du?  to  Gram  negative  Bacilli^ 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

fs  jtupnyiococcal  Empyema^^ 

fhe  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Posfgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  A/I.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22.769,  1958.  (7)  Caivy,  G.  L.; 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 
1:230,1959. 
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Colds  haven't  changed- 
but  relief  has 

with  nTz  NASAL  SPRAY 


nTz  Nasal  Spray  gives  on-the-spot 
relief  for  stopped-up  noses  instantly. 
Recommended  by  doctors  for  10  years, 
it  provides  not  one,  but  three  powerful 
ways  to  fast  relief. 

In  a carefully  balanced  formula, 
nTz  contains: 

Neo-Synephrine®  HCI  to  shrink 
swollen  nasal  tissues  and 
provide  enough  space  for  breathing 

Thenfadil®  HCI  to  work  against  any 
local  allergic  factor 
Zephiran®  Cl  to  speed  the  formula 
through  all  the  nasal  passages. 

nTz  Nasal  Spray  won't  sting, 
won't  irritate.  Good  for  stopped-up 
noses  caused  by  allergy 
and  for  sinusitis,  too.  Best  used 
twice  within  five  minutes. 

nTz  supplied  in  leakproof, 
pocket-size  squeeze  bottles 
and  in  bottles  with  dropper. 

Sold  only  in  drugstores. 


Winthrop  Laboratories, 
New  York  18,  N.  Y. 


Wmfhrop 


nTz,  Neo-Synephrine  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyidiamine)  and  Zephiran 
(brand  of  benzalkonium,  as  chloride,  refined), 
trademarks  reg.  U.  S.  Pat.  Off. 
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all  things  cfmsidered 

in  Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 

involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory/cardiac  function ...  physicians  often  include  DECLOMYCIN  dernethylchlor- 
tetracycline  in  the  course  of  therapy. 


DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines... at  lower 
dosage... and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 

This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 


Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMYCIN  provides  the 
the  “extra  dimension”  in  broad  spectrum  control. 

fleeision  For  adults:  Capsules.,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 

E CLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  N.  Y. 


...WITH  'METHEDRINE'SHECAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy— In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  West.J.Surg.  $9:238  (May)  1951. 


‘METHEDRINE’' 

brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for 
your  patient.  Get  him  back  to  his  normal  ac- 
tivity, fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain 
relief  while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness 
gone,  your  patient  is  soon  restored  to  full  activ- 
ity— often  in  days  instead  of  weeks. 


This  was  demonstrated  by  Kestler  in  a controlled 
study:  average  time  for  full  recovery  was  11.5 
days  with  Soma,  41  days  without  Soma. 
(J.A.M.A.  172:2039,  April  30,  1960.) 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  in  higher 
dosages.  Soma  is  available  in  350  mg.  tablets. 
USUAL  dosage:  1 TABLET  q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action. 


( carisoprodol,  Wallace) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


Current  Comment 

Another  Cause  for  Worry — 

An  editorial  in  the  Wisconsin  Medical 
Journal  notes  that  as  the  world  passed 
through  the  recent  Cuban  crisis,  people  on 
both  sides  of  the  Iron  Curtain  suffered  much 
anxiety  lest  a thermo  - nuclear  explosion 
make  the  next  minute  their  last  one.  The 
fear  was  justifiable  but  the  threat  was  not 
completely  described. 

It  is  necessary  that  we  be  prepared  for 
every  type  of  warfare  and  not  only  for 
yadiologic  destruction.  It  is  said  to  be 
common  knowledge  that  both  the  United 
States  and  her  enemies  have  developed 
weapons  for  chemical  and  bacteriological 
warfare  that  can  accomplish  the  ends  of 
nuclear  explosions  and  attain  this  end  more 
efficiently,  more  easily  and  with  less  dan- 
ger to  the  user. 

Chemical  warfare  is  said  to  have  reached 
a level  of  sophistication  which  includes 
agents  capable  of  rendering  populations 


helpless  for  specific  periods  of  time  or  agents 
which  can  destroy  all  living  things  over  vast 
areas.  Bacteria  and  viruses  have  not  been 
overlooked  in  the  search  for  agents  of  de- 
struction. 

The  fact  that  chemical  and  bacteriological 
warfare-agents  have  not  been  used  since 
1918,  is  not  complete  assurance  that  a ruth- 
less enemy,  if  bettered  in  one  arms  race 
may  not  secretly  be  preparing  to  win  in 
another  race.  Our  own  people  have  been 
educated  for  radiological  emergency  and 
civilian  defense  efforts  have  been  accom- 
plished to  give  at  least  some  protection  from 
these  weapons.  Doctors  as  well  as  other 
medical  and  public  health  personnel  should 
become  equally  familiar  with  chemical  and 
bacteriological  emergencies  which  may 
arise  in  time  of  national  disaster.  If  civilian 
defense  is  to  be  complete,  it  must  include  de- 
fense against  chemical  and  bacteriological 
warfare-agents  as  well  as  against  nuclear 
weapons.  Doctors  should  accept  this  fact 
and  urge  that  our  preparation  be  as  prompt 
and  as  complete  as  is  possible. 
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in 

acute 

sprains  and 
strains 


Because  it  acts  so  promptly,  often  within  a few  hours, 
Skelaxin  is  specifically  recommended  for  the  first  treatment 
of  acute  muscle  spasm  associated  with  sprains  and  strains, 
fractures,  dislocations,  and  other  acute  conditions.  Results 
of  clinical  tests  are  impressive.  In  595  patients  with  acute 
disorders,  a favorable  clinical  response  was  observed  in 
507,  or  85%. 

For  some  of  these  patients,  the  onset  of  relief  from  pain 
was  exceptionally  prompt.  Also,  the  average  recovery  time 
of  good-or-excellent-response  patients  (among  those  whose 
recovery  time  was  noted)  was  just  over  three  days. 

How  Skelaxin  works . . . 

Metaxalone  has  been  studied  pharmacologically  since 
1958.  Clinical  trials  began  about  a year  later.  These  inves- 
tigations indicate  that  Skelaxin  blocks  reflex  spasm  and 
spasticity  by  suppressing  nerve  impulses  in  polysynaptic 
pathways,  primarily  in  the  spinal  cord  and  to  a lesser  degree 
at  supraspinal  levels.  It  helps  restore  normal  muscle  tone 
without  altering  posture  or  gait  and  without  producing  sed- 
ative, hypnotic,  or  tranquilizing  side  effects. 

For  your  prescription . . . 

Robins’  metaxalone  is  available  in  400-mg.  tablets,  in  bot- 
tles of  50  and  500  tablets. 


Skelaxin 


metaxalone,  400  mg.  per  tablet 


A.  H.  Robins  Company,  Inc.,  Richmond,  Va. 


prescribing  information: 

dosage:  For  Skelaxin,  two  tablets  t.i.d.  or  q.i.d. 
for  not  longer  than  10  days.  Dosage  for  children 
(6  to  12  years)  should  be  adjusted  according  to 
body  weight. 

side  effects:  In  1502  patients  given  daily  doses  of 
Skelaxin  ranging  from  1200  to  9600  mg.,  10.5% 
experienced  side  effects.  These  were  generally 
mild,  with  nausea  or  gastrointestinal  upset  being 
most  frequent.  Only  0.5%  experienced  vomiting 
attributable  to  the  drug,  however.  Other  effects 
infrequently  noted  were  drowsiness,  dizziness, 
headache,  nervousness  or  “irritability,”  and  a 
hypersensitivity  reaction  of  light  rash.  All  cleared 
promptly  upon  withdrawal  of  the  drug. 

precautions:  Variations  in  white  cell  count  and 
hemoglobin  levels  have  been  reported  in  a few 
patients.  Therefore  Skelaxin  therapy  for  more 
than  10  days  is  not  recommended.  A drug  rela- 
tionship was  indicated  in  one  of  four  cases  of 
leukopenia  reported  in  360  Skelaxin-treated 
patients.  In  all  cases  followed  up,  the  WBC  re- 
turned to  normal  after  discontinuance  of  Skelaxin. 

One  instance  of  hemoglobin  depression  (less  than 
10  Gm.)  which  may  have  been  drug-related  was 
reported,  in  306  patients;  a return  to  an  essen- 
tially normal  level  followed  the  discontinuance  of 
medication. 

One  case  of  jaundice  has  been  reported.  Elevation 
of  cephalin  flocculation  tests  in  several  instances 
were  not  paralleled  by  changes  in  other  liver  func- 
tion parameters.  Urinalyses  in  280  patients  were 
essentially  normal;  false  positive  Benedict’s  tests, 
due  to  an  unknown  reducing  substance  in  the 
urine,  were  reported  in  9 patients, 
contraindications:  Do  not  administer  to  patients 
with  known  tendency  to  drug-induced  anemia,  or 
give  to  them  only  under  careful  supervision.  Not 
recommended 

for  use  during  I 

pregnancy.  | \ III 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
ivas  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  tivo  antihistamines 
and  tivo  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

■'Each  tablet  contains  phenylephrine  HCl  10  mg., 
phenylpropanolamine  HCl  40mg.,phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 


by  reducing  the  anxiety  and  fear 
that  intensify  pain 

by  potentiating  analgesics — enabling 

'-T-'l  . ® . . 1 , you  to  reduce  narcotic  dosage  by 

Ihorazine  is  not  an  analgesic  5oto75% 

brand  of  chlorpromazine  and  by  controlling  nausea  and  vomiting. 

'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 
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Bockus  — Gastroenterology 

Volume  I — Just  Published! 

New  (2nd)  Edition!  The  first  volume  of  this 
highly  respected  3-volume  work  has  been  com- 
pletely revised.  The  entire  set  of  books  will  cover 
every  known  disease  and  condition  of  the  gastro- 
intestinal tract  and  associated  organs.  The  author 
emphasizes  a sound  clinical  approach  to  each 
problem,  and  carefully  explains  the  causes  and 
mechanisms  responsible  for  each  complaint. 
Volume  I incorporates  all  important  advances  in 
therapy  for  diseases  of  the  esophagus  aud  stom- 
ach. New  chapters  are  included  on  topics  such  as: 
Oral  Manifestations  of  Internal  Disease;  Tests 
Employed  in  the  Study  of  Esophageal  Function 
and  Disease.  More  than  1 50  pages  are  devoted  to 
modern  methods  of  diagnosis  and  management  of 
peptic  ulcer,  with  special  emphasis  on  complica- 
tions. A particularly  significant  new  section  shows 
endoscopic  views  of  the  esophagus  and  stomach, 
in  magnificent  color. 

By  Henry  L.  Bockus,  M.D.,  Emeritus  Professor  of  Medicine. 
University  of  Pennsylvania  Graduate  School  of  Medicine.  With 
Contributions  by  31  Former  and  Present  Associates  of  the  Uni- 
versity of  Pennsylvania  Schools  of  Medicine.  Three  Volumes 
totalling  about  3000  pages,  7"xl0",  about  600  illustrations,  some 
in  color.  Volume  I.  E.fopha^us  and  Stomach,  958  pages,  298 
illustrations,  $23.00,  ]u.U  Published.  Volume  II,  ready  August. 
1963.  Volume  III,  ready  January,  1964.  New  (2nd)  Edition! 

Meares  — Management  of 
the  Anxious  Patient 

New ! Here  is  a clearly  written  guide  giving  you 
specific  instructions  on  managing  patients  suffer- 
ing from  anxiety  or  from  disorders  that  may  be 
based  on  emotional  conflict  or  stress.  Dr.  Meares 
describes  and  explains  the  steps  he  uses  in  ther- 
apy. In  a personal,  informal  presentation,  devoid 
of  esoteric  jargon,  the  author  tells  you  from  what 
sources  anxiety  may  spring.  He  shows  you  how 
anxiety  can  often  be  resolved  without  digging 
into  your  patient’s  past  for  childhood  or  infantile 
conflicts.  He  tells  you  how  to  conduct  the  inter- 
view— how  to  elicit  evidence  of  conflict — how  to 
conduct  the  physical  examinatio7i — how  to  use 
suggestion,  drugs,  etc. — how  to  avoid  commoit 
treatment  errors.  Dr.  Meares  describes  the  symp- 
toms of  anxiety  as  they  appear  in  each  body 
system.  He  also  shows  you  how  to  manage  anxiety 
in  obstetrics,  pediatrics  and  surgery. 


1963 
Current  Therapy 

Here  are  the  surest,  most  effective  treatments 
known  to  medical  science  today  for  every  disease 
you  are  likely  to  encounter.  New  and  important 
changes  in  treatment  for  hundreds  of  diseases 
are  detailed — diseases  you  may  well  be  called  on 
to  treat  within  the  year.  Each  is  written  specifi- 
cally for  7963  Current  Therapy  by  an  authority 
who  is  using  it  today. 

This  volume  represents  an  extensive  revision. 
Nearly  70%  of  the  articles  are  changed  in  a 
significant  manner.  Among  the  197  rewritten 
and  revised  articles  you’ll  find:  Newer  penicil- 
lifis  in  the  treatment  of  tneningitis — Treatment 
of  whooping  cough  in  the  young  infant — Con- 
trol of  antibiotic-resistant  staphylococci — Newer 
knowledge  of  oral  iron  therapy — Latest  infor- 
mation on  treatment  of  hepatitis — Newest  advice 
on  treatment  of  adrenal  insufficiency — Action  of 
sterols  (Vitamin  D and  related  agents) — Man- 
agement of  conditions  causing  enuresis — Rela- 
tionship of  hyperparathyroidism  to  urinary 
calculi — Milk-alkali  (Burnett’s)  syndrome — 
Steroid  spray  m nickel  dermatitis  — Elevated 
shoulder  syndrome  as  a cause  of  headache — £«- 
zymes  in  77ianagement  of  postphlebitic  syndrome 
— Treatment  of  coma  with  analeptic  drugs. 

By  306  Eminent  Authorities  Selected  by  a Special  Board  of 
Consultants.  Edited  by  Howard  F.  Conn,  M.D.  About  864 
pages,  8"x10V2^^*  About  $13.00.  New  — Just  Ready! 


By  Ainslie  Meares,  M.D.,  D.P.M.,  Author  of  The  Medical  In- 
terview. A System  of  Medical  Hypnosis,  The  Door  of  Serenity, 
Shapes  of  Sanity,  Marriage  and  Personality,  Hypnography,  and 
The  Introvert.  About  496  pages,  6"x9V4".  About  $9.00. 

New — Just  Ready! 


Order  from  W.  B.  SAUNDERS  COMPANY 


West  Washington  Square 
Philadelphia  5 


n 


SJG-2-6} 


Please  send  me  the  following  books  and  bill  me:  □ Easy  Pay  Plan  ($5  per  mo.) 

□ 1963  Current  Therapy,  about  $13  00 

□ Bockus’  Gastroenterology,  Volume  I,  $25.00 
□ Send  Volumes  II  and  III  when  ready 

□ Meares'  Management  of  the  Anxious  Patient,  about  $9.00 
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from  tsutsugamushi  in  Malaya 
to  otitis  media  in  Nebraska 


there  is  a world  of 


Whether  treating  tsutsugamushi  or  a host  of  other  infections,  physicians  throughout 
the  world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness 
and  excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia  or 
neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in 
more  than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  infec- 
tion you  see  will  very  likely  be  "Terra-responsive.” 

Tsutsugamushi,  or  scrub  typhus,  was  responsible  for  incapacitating  nearly  7,000  Amer- 
ican soldiers  during  World  War  II.  This  disease  is  prevalent  in  areas  overrun  by  jungle 
rats  infested  with  mites  carrying  Rickettsia  tsutsugamushi.  Symptoms  include  a primary 
lesion  at  the  site  of  the  mite-bite,  fever  reaching  as  high  as  105°,  and  a cutaneous  rash. 
Injected  conjunctivae,  deafness,  delirium  and  racking  cough  mark  the  advance  of  the  dis- 
ease. Mortality  rates  as  high  as  60  per  cent  have  been  reported.  Terramycin  is  one  of  the 
antibiotics  of  choice  for  rapid  and  effective  control  of  the  acute  stage  of  the  infection.  Pa- 
tients become  afebrile  and  virtually  asymptomatic  24  to  36  hours  after  beginning  treatment. 

IN  BRIEF\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range 
of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad- 
spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms  may  develop.  If  this  occurs, 
discontinue  the  medication  and  institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are  rare.  For  complete 
information  on  Terramycin  dosage,  administration,  and  precautions,  consult  package 
insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 


most  widely  used  drugs  for  the  treat- 
ment of  asthma.  Each  Mudrane  tablet 
contains  Potassium  Iodide  3 grains, 
Aminophylline  2 grains,  Ephedrine 
HCl  ^ grain,  Phenobarbital  Yi  grain 
. . . compounded  for  prompt  absorption 
and  balanced  action,  and  buffered 
for  tolerance. 

Dispensed  in  bottles  of  100  and  1000  tablets 


WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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asthma  attack  averted 

...  in  minutes 


patient  protected 

. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HCl,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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diarrhea 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


prompt 


check  of 


In 

intestinal 
grippe 


FORMULA: 


DOSAGE: 


i 

I SUPPLIED: 


Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 


Opium  tincture  U.S.P.  ...0.08  cc. 
(equivalent  to  2 cc.  paregoric) 

Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 

EFFECTIVE  ANTIDIARRHEAL 


New  York  18,  N.  Y. 


Before  prescribing  be  sure  to  consult 
Winthrop's  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


Bottles  of  16  jl.  oz.  {raspberry  flavor,  pink  color) 
Exempt  Narcotic,  Available  on  Prescription  Only, 


( 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C’ 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  ■ ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  ^ 

‘EMPRAZIL’ 

TABLETS 


*Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  IIMC  • I TUCKAHOE,  N.Y. 
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gratifying  relief  for 
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painful  joints 


With  ARISTOCORT,  patients  with 
painful,  arthritic  joints  obtain  rapid 
reduction  of  pain  and  inflammation, 
as  well  as  substantial  improvement 
in  joint  mobility.  Many  patients 
who  might  otherwise  be  confined 
in  a state  of  invalidism  have  been  able 
—with  ARISTOCORT— to  continue  their 
customary  livelihoods  or  go  about 


hormonal  collateral  effects, 
such  as  sodium  retention,  edema, 
emotional  disturbance,  insomnia 
or  voracious  appetite— that  may 
prevent  patients  from  obtaining 
corticosteroid  benefits. 


unsurpassed  for  total  patient  benefits 


Triamcinolone  Lederle 


SUPPLIED:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


FROM  A NATIONWIDE 
SURVEY  OF  9,872  CULTURES 
OF  COMMON  PATHOGENS  ^ 


.-  jious  of  iVntionwuic  Sri**v-^  Report  I 


Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

Overall  results  showed  a higher  percentage 
of  suseeptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibioties.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumocoeci 
from  unspecified  sourees  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3 Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.^*'*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  suseeptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococei  were  suseeptible  to  erythromyein. 
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Report  II 

Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracts 


0 


TETRACYCLINE 


PENICILLIN 


ERYTHROMYCIN 


CHLORAMPHENICOL 


TAO 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  pafients.i 


100% 

90 

80 

70 

60 

50 

40 


Results  of 

Bacterial  Susceptibility  in 
3,332  Pathogens 
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New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


® an  antibiotic 
that  time 
hasn’t  changed 

(triacetyloleandomycin;  ^ 


If  you  would  like  a report  of  the 
entire  susceptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.  Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 

Pediatric  Drops  • Parentejal  (as  oleandomycin  phosphate) 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 
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W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their 
full  page  advertisement  appearing 
elsewhere  in  this  issue: 

1963  CURRENT  THERAPY 

Today's  best  treatments  — ranging 
from  management  of  conditions  caus- 
ing enuresis  to  treatment  of  coma 
with  analeptic  drugs. 

BOCKUS  - GASTROENTEROLOGY 

An  eminent  3-volume  work!  Volume  I, 
on  the  Esophagus  and  Stomach,  just 
published. 

ME  ARES  - MANAGEMENT  OF  THE 

ANXIOUS  PATIENT 

Tells  you  from  what  sources  anxiety 
in  a patient  may  spring  and  how  it 
can  be  resolved. 


“I  dread  those  ‘shots  in  the  arm’  ...  I 
never  can  sit  down  for  a week!” 
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For  your  elderly 
arthritic  patients 


AN 

EFFECTIVE 

GERIATRIC 
ANTIARTHRITIC 
WITH  DISTINCTIVE 


AFETY  Factors 


safely 

indicated  / 

-even  when  OSTEOPOROSIS  is  present 


Pabalate-SF,  which  has  been  found  “superior  to  aspirin  in  the  treatment  of  chronic  rheumatic 
disorders,’’^  possesses  distinctive  Safety  Factors  for  elderly  arthritics,  even  when  osteoporo- 
sis is  present;  (1)  its  potassium  salts  cannot  contribute  to  sodium  retention;  (2)  its  enteric 
coating  assures  gastric  tolerance;  and  (3)  it  does  not  produce  the  serious  reactions  often 
noted  during  therapy  with  steroids  or  pyrazolone  derivatives. 

In  each  persian-rose  enteric-coated  tablet:  potassium  salicylate,  0.3  Gm.;  potassium  para- 
aminobenzoate,  0.3  Gm.;  ascorbic  acid,  50  mg. 

1.  Ford,  R.  A.,  and  Blanchard,  K.  P.:  J.-Lancet  78:185, 1958. 


Precaution:  Occasionally,  mild  salicylism  may  impairment,  care  should  be  taken  to  avoid  ac- 
occur,  but  this  responds  readily  to  dosage  cumulation  of  salicylate  and  PABA.  Supply: 
adjustment.  In  the  presence  of  severe  renal  Bottles  of  100  and  500  enteric-coated  tablets. 

Pabalate- 

(the  new,  convenient  way  to  prescribe  Pabalate-Sodium  Free) 

f A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 


WOULD  YOUR  OFFICE  RENT  STOP  . . . 
IF  YOU  WERE  HOSPITALIZED  FOR 
SIX  MONTHS? 

Of  course  not!  That’s  just  one  of  the  reasons 
why  wise  physicians  and  dentists  take  ad- 
vantage of  broad  new  benefits  available  in 
our  “Loss  of  Time”  policy. 

We  pay  YOU  each  month  when  you  are  hos- 
pitalized or  disabled. 

For  full  details,  at  no  obligation,  simply  send 
the  coupon  below. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 
“The  Doctors  Company” 
Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
1 1 5 So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time”  policy. 

NAME AGE 

ADDRESS 
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Are  a direct  presentation  of  research 
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to  any  doctor's  library. 
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to  run  reprints — 
write  us  for  prices 
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Current  Comment 

Tranquilizer  Sales  Limited — 

The  Council  of  Europe,  a 16-member  con- 
sultative body,  is  taking  steps  to  limit  the 
sale  of  tranquilizers.  Seven  nations  have 
agreed  to  restrict  to  prescription  the  sale 
of  tranquilizers  that  might  be  dangerous. 
Another  council  plan  will  prevent  the  free 
sale  in  some  countries  of  drugs  restricted 
in  others,  and  its  public  health  committee 
is  conducting  a program  to  share  discoveries 
about  harmful  effects  of  medicines  among 
the  council’s  member  nations.  — The  Phar- 
maceutical Manufacturers  Association  News- 
letter. — The  Pennsylvania  Medical  Journal. 


The  Cold  Formula — 

The  average  150  to  200  mother-  or  father- 
hours  spent  per  year  in  warming  bottles  for 
each  of  the  nation’s  babies  is  a waste  of 
time. 

The  old  concept  that  a baby’s  fonnula 
should  be  served  at  body  temperature  has 
no  basis  in  fact  report  four  members  of 
(Continued  on  page  32-A) 


“Which  do  you  like  best  ...  a headstone  or 
a g;;ound-levei  bronze  plate?” 
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Relieves  Anxiety  and  Anxious  Depression 

The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 

WALLACE  LABORATORIES  / Cranbury.N.J. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM. 797* 


Solfotori 

for  mild,  continuous  sedation 


(^ach  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications:  identical 
to  those  of  X gr.  phenobarbital. 


Poythress,  White  Section,  Page  808  (1963  edition) 
and  Product  Identification  Section 


COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 


WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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a sign  of  Quality... 


Only  1/72  of  an  inch  thick,  the  gelatin 
shell  of  a GEVRAL  Capsule  must  with- 
stand temperatures  below  freezing. 

This  is  but  one  of  many  rigid  quality 
control  checks  we  specify  to  make  sure 
your  patient  will  receive  the  full  vita- 
min potencies  you  prescribe  or  recom- 
mend. Along  with  temperature,  break- 
age, storage  and  moisture  tests  of  the 
capsule,  repeated  assays  of  each  vita- 
min and  mineral  ingredient  are  made 
during  every  step  of  manufacture. 


Another  quality  factor,  GEVRAL 
Capsules  are  made  on  Lederle’s  exclu- 
sive ACCOGEL®  encapsulation  machine 
which  seals  dry  powder  ingredients  in 
a one-piece  capsule  for  better  al)sorp- 
tion  and  relative  freedom  from  un- 
pleasant aftertaste. 

When  you  prescribe  or  recommend 
any  Lederle  nutritional  supplement, 
you  can  be  sure  your  patient  will  re- 
ceive the  full  l)enefit  from  the  potency 
listed  on  the  laljel. 


GEVRAC  for  the  entire  family 

Vitamin-Mineral  Nutritional  Supplement  Lederle 


Other  Lederle  vitamins  include:  GEVKABOX®  Geriatric-Vitainin-Minei’al  Supplement;  GE^  RxVL®  T Thera- 
peutic High  Potency  Vitamins-^Iinerals-Nutritional  Factors;  GEVRIXE®  Geriatric  Vitamins-Minerals- 
Hormones;  GEVRESTIX®  Geriatric  Vitamins-Minerals-Hormones-rf-Amphetamine;  GEVRAL®  PROTEIN 
Vitainin-Mineral-Protein-Nutritional  Supplement. 

For  complete  Lederle  vitamin  formidas,  see  your  Physicians’  Desk  Reference. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

i Esfablisbed  1927 


The  Cold  Formula — 

(Continued  from  page  28-A) 
the  pediatric  service  at  Bellevue  Hospital 
and  New  York  University  School  of  Medi- 
cine in  New  York.  This  finding  is  based 
on  66,000  separate  observations  of  the  sleep, 
crying,  and  movement  behavior  of  premature 
infants  before,  during,  and  after  feedings 
with  either  warm  or  cold  formulas.  Intake 
of  food,  weight  gain,  and  regurgitation  was 
also  recorded  in  the  study. 

In  none  of  these  activities  did  the  Belle- 
vue group  find  a significant  difference  be- 
tween babies  fed  the  cold  and  warm  formula. 

Premature  babies  were  used  for  the  study 
because  “if  any  differences  existed  in  the 
results  of  wanned  and  cold  feedings  in  the 
case  of  full-term  infants,  these  should  be 
more  conspicuous  and  readily  detected  in 
premature  infants.” 

They  concluded  that  “the  experiences  in 
this  study  fail  to  demonstrate  that  the  tra- 
ditional procedure  of  warming  the  feeding 
is  in  any  way  advantageous  to  the  child.” 
(Continued  on  page  36-A) 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


AN  EDITORIAL  ON  EDITORIALS 

Editorials  have  been  a part  of  medical 
periodicals  for  countless  years  because  they 
afford  an  opportunity  for  the  editor,  his 
colleagues  and  sometimes  invited  persons  to 
express  an  opinion.  This  opinion  is  not  a 
scientific  or  clinical  contribution  to  medical 
literature,  at  least  not  in  the  same  way  that 
the  recording  of  a clinical  observation  con- 
tributes to  medical  literature  and  there- 
fore to  medical  knowledge.  The  scientific 
paper  offers  a challenge  to  the  reader  in  the 
realm  of  facts;  the  editorial’s  challenge  con- 
cerns ideas. 

The  scientific  paper  attempts  an  objective 
reporting  of  observed  phenomena.  The  edi- 
torial because  it  records  the  subjective  opin- 
ion of  the  editor  usually,  “does  not  necessar- 
ily represent  the  opinion,”  of  the  publisher 
or  the  scientific  organization  which  sponsors 
the  periodical. 

Editorials  are  concerned  with  several 
categories  of  topics.  Some  seem  designed 
to  amuse,  others  with  judgment  indicative 
of  a keen  scientific  mind  attempt  to  inter- 
pret and  place  in  proper  perspective  a sci- 
entific contribution  described  in  the  same 
number  of  the  journal.  Others  deal  with  his- 
torical subjects.  Many  editorials  reflect 
those  issues  of  their  times  which  are  im- 
portant to  the  physician,  as  they  describe 
trends  and  forces  which  influence  the  ap- 
plication of  scientific  medicine. 

Currently,  at  least  in  some  medical  jour- 
nals, many  editorials  view  with  great  anx- 
iety a political  trend  of  increasing  hostility 
toward  our  method  of  practice.  This  threat- 
ening trend  would  alter  and  ultimately  de- 
stroy the  system  of  government  which  leaves 
at  least  some  decisions  and  responsibilities 
to  the  individual. 

We  cannot  question  the  threat  which  these 
editorials  would  define,  for  the  hazards  ap- 
pear to  be  real,  but  do  these  editorials  do 
any  good?  We  are  in  a midst  of  an  ever- 
increasing  body  of  medical  information  with 
a resultant  rapid  increase  in  the  number 
of  medical  publications.  It  is  probably  safe 


to  assume  that  few  physicians,  even  with 
diligence,  can  read  a fraction  of  what  they 
need  and  wish  to  read  of  the  scientific 
progress  of  medicine. 

Do,  or  should  physicians  read  the  edi- 
torials in  medical  journals?  If  the  editorials 
are  carefully  read  some  will  reward  the 
reader  with  thoughtful  and  provocative  com- 
ments on  the  critical  issues  of  concern  to  the 
profession.  The  dominant  theme  of  some 
is  to  be  against  — , or  if  the  theme  is  one 
of  praise,  the  tribute  is  for  one  who  has 
effectively  voiced  opposition.  Some  con- 
tain cliches  rather  than  logic.  Admonitions 
direct  physicians  to  attend  medical  society 
meetings,  to  stand  together,  to  vote,  to  be 
good  citizens,  and  to  assume  responsibility 
for  our  collective  image. 

Do  those  who  read  editorials  do  so  be- 
cause they  agree  with  the  view  expressed 
by  the  writer?  If  this  is  true  then  this  is  an 
example  of  the  Newcastle  phenomenon.  If 
the  reader  and  the  editor  have  differing 
views,  does  the  editor  move  the  reader  to 
reform  either  his  views  or  his  ways? 

If  this  editorial  on  the  subject  of  edi- 
torials seems  to  question  the  utility  of  edi- 
torials, or  their  authors,  it  is  hoped  that 
this  view,  “does  not  necessarily  represent 
the  opinion,”  of  the  publisher  or  the  organ- 
ization which  sponsors  this  Jouimal.  Our 
intent  is  not  to  question  the  usefulness  of 
the  editorial  since  the  issues  for  editorial 
comment  are  as  important  to  the  effective- 
ness of  medical  practice  as  the  advancements 
of  biological  science.  We  find  only  a few 
faults  with  either  the  writer  or  the  reader. 
We  only  wonder  if  the  reader  reads  and  if 
he  does,  if  it  matters.  If  he  does  not  read 
the  editorial  pages,  we  wonder  why  and 
certainly  we  can’t  ask  him  for  a reason  on 
this  page. 

Editors  and  the  readers  of  editorial  ef- 
forts are  as  two  fellow  students.  The  edi- 
tor does  not  have  a monopoly  on  things  to 
say  or  viewpoints  to  express.  The  reader 
can  communicate  his  thoughts  in  writing 
either  for  publication  or  to  challenge  the 
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editor.  Doctors  have  been  suspected  of  an 
ability  to  clearly  express  their  opinions  and 
with  considerable  conviction.  The  con- 
sensus of  the  group  in  the  doctor’s  lounge 
should  not  always  be  lost  to  those  not  pres- 
ent. These  ideas  and  opinions  together  with 
the  readers’  reaction  to  the  editorial  page, 
if  recorded  and  sent  to  the  Editor  would  ap- 
proach a dialogue.  Then  the  journal  could 
better  reflect  the  thinking  of  those  who  com- 
prise the  Society  and  if  interpreted  with 
the  logic  and  wisdom  we  strive  for  but  too 
seldom  attain,  should  unite  a more  active, 
more  vocal  and  more  effective  society. 

— R.L.E. 


STRANGE  BEDFELLOWS:  MEDICINE 
AND  POLITICS 

The  Texas  State  Journal  of  Medicine 
(Sept.  1962)  calls  attention  to  some  strange, 
or  should  we  say  astounding,  facts  about 
the  publicity  explosion  touched  off  by  an 
article  in  the  Washington  Post  in  mid-July, 
1962. 

Seven  months  before  this  publicity  blast, 
the  Food  and  Drug  Administration  (FDA) 
had  known  about  thalidomide  babies.  Three 
months  before  the  explosion.  Dr.  Helen  Taus- 
sig had  made  a public  report  on  the  out- 
break of  thalidomide-induced  phocomelia  in 
Western  Europe. 

Suddenly,  at  what  may  have  been  ( !)  con- 
sidered the  most  opportune  moment  in  rela- 
tion to  certain  investigations  of  the  phar- 
maceutical industry,  these  facts  were  given 
nationwide  publicity  in  practically  all  our 
newspapers.  We  even  had  to  live  through 
the  legal  tangle  of  an  abortion  — some 
woman  in  the  southwestern  section  of  the 
country,  who  became  a T\’'-star  practically 
overnight,  finally  had  to  go  to  a neighbor 
across  the  sea  to  get  rid  of  her  baby.  The 
mangj'  details  were  set  forth  daily  in  all  our 
newspapers,  each  report  on  progress  serv- 
ing to  whet  the  public’s  fears,  not  only  of 
thalidomide,  but  of  several  other  drugs 
whose  safety  had  to  be  investigated  and 
reproven. 

Undoubtedly  the  FDA  knew  that  many 
physicians  in  the  US  had  received  samples 


of  thalidomide  for  experimental  use  in  preg- 
nant women,  but  for  at  least  seven  months 
this  fact  seemed  to  be  of  no  importance  to 
them.  Then  suddenly,  one  morning  in  July, 
it  seems  to  have  occurred  to  them  that  the 
oncoming  generation  in  the  US  was  greatly 
endangered  by  this  drug,  and  that  warnings 
had  best  go  out  via  the  newspapers  — in 
large  headlines. 

What  more  need  be  said  of  such  shoddy 
manipulation  — “panic  politics”  was  the 
term  used  by  the  Indiana  Med  J? 

WHEN  SHOULD  WE  RETIRE?** 

What  a pity  it  is  that  when  great  men 
grow  old  they  frequently  are  unable  to  real- 
ize they  have  lost  the  capacity  for  thought, 
judgment  and  action  that  made  them  great. 
Take,  for  example,  the  aged  surgeon  who 
tries  with  trembling  and  often  uncontrol- 
lable hands  to  cany  out  maneuvers  beyond 
his  ability;  or  the  diagnostician  whose  hear- 
ing is  fading  and  who  listens  again  and 
again  with  his  stethoscope,  aware  that  he  is 
not  quite  catching  the  sounds  he  knows  he 
should;  and  the  doctor  who,  while  taking  a 
history,  forgets  at  the  end  what  was  said 
at  the  beginning  and  repeats  and  repeats 
his  questions. 

Our  society  has  been  confronted  with  the 
problem  of  aging  so  suddenly  that  we  have 
not  yet  had  time  to  organize  properly  to 
meet  the  challenge.  On  the  one  hand,  com- 
pulsory retirement  at  65  places  on  the  shelf 
persons  of  knowledge  and  experience  who 
still  have  much  to  give.  On  the  other,  many 
older  men  do  only  half  a job  while  demand- 
ing full  pay.  Executives  commence  to  de- 
stroy what  they  have  built  by  fits  of  rage 
or  forgetfulness.  Doctors  who  should  be 
retired  keep  violating  the  trust  of  the  sick 
who  consult  them. 

A sad  recital  of  the  blunders,  mishaps 
and  deaths  caused  by  one  such  physician  is  a 
recently  published  book  which  examines  the 
last  days  of  Dr.  Ferdinand  Sauerbruch, 
one  of  the  gi’eat  surgeons  of  our  time.* 

Before  World  War  II,  Sauerbruch  was 
director  of  the  surgical  clinic  of  Berlin’s 

•Thorwald,  Jurgen,  The  Dismissal,  Pantheon  Books. 
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famous  Charite  hospital.  Under  his  leader- 
ship intrathoracic  surgery  was  developed; 
and  he  had  made  overtures  in  surgery  of  the 
heart. 

The  end  of  the  war  found  Sauerbruch, 
then  70  years  of  age,  working  in  the  wreck- 
age of  the  hospital.  His  assistants  had  left 
and  his  surgical  team  was  disbanded ; in  ad- 
dition he  had  to  work  in  the  stifling  political 
atmosphere  of  East  Germany. 

Just  when  the  deterioration  of  his  intel- 
lectual powers  began  is  not  easily  fixed. 
Occasional  significant  episodes  occurred; 
outbursts  of  anger,  lapses  of  memory,  sud- 
den failures  of  concentration,  moments  of 
excitability  and  suspiciousness.  Thorwald 
records  several  instances  in  which  the  mas- 
ter made  slips  and  errors  during  surgery 
that  resulted  in  catastrophe. 

Sauerbruch’s  gradual  decline  into  total 
inadequacy  makes  a shattering  story.  He 
died  in  1951,  feeble,  destitute,  until  the  end 
trying  to  respond  to  the  needs  of  sick  peo- 
ple who  still  believed  in  him. 

UNFIT  TO  PRACTICE 

What  a difficult  experience  it  is  to  go 
to  a great  leader  or  executive  — often  the 
founder  of  an  institution  — and  tell  him 
that  the  board  has  decided  that  he  is  no 
longer  fit  to  meet  the  responsibilities  that 
have  been  given  him.  I have  seen  men 
chronologically  old  but  still  alert  and  fully 
possessed  of  their  faculties  forcefully  re- 
tired. But  I have  also  seen  surgeons  in  the 
operating  room  failing  miserably,  while 
startled  but  respectful  nurses  and  assistants 
wonder  what  they  should  do  to  prevent  dis- 
aster. 

I am  aware  of  the  various  plans  and  sys- 
tems that  now  prevail  to  discourage  such 
happenings.  Yet  I wonder  if,  with  the 
increasing  number  of  older  physicians,  it 
isn’t  appropriate  that  a “council  on  aging 
of  professional  personnel”  be  established  to 
work  on  a code  of  conduct  and  to  re-examine 
the  whole  problem  of  employment  of  the 
aged. 

Morris  Fishbein. 

**Reprinted  with  permission  of  Medical  World  News. 


TAX  DEDUCTIONS  IN  THE  CUBAN 
AFFAIR 

The  ordinary  media  of  communication 
have  commented  on  the  tax  deductions  by 
the  Internal  Revenue  Department,  made  to 
the  pharmaceutical  houses  on  the  basis  of 
their  contributions  to  the  price  of  release 
of  the  Cuban  prisoners.  These  comments 
have  left  the  listener  with  the  impression 
that  such  tax  deductions  were  unusual.  As 
a matter  of  fact,  this  privilege  is  granted 
rather  frequently  under  certain  circum- 
stances as  explained  by  Commissioner  of 
Internal  Revenue,  Mortimer  M.  Caplin.  The 
following  is  quoted  from  his  statement  about 
this  particular  instance : 

“These  rulings  interpreting  the  revenue 
laws  have  been  issued  under  the  same  proce- 
dures as  those  followed  by  the  Service  each 
year  with  some  40,000  taxpayers  who  re- 
quest interpretations  of  tax  consequences  of 
proposed  transactions  . . . The  Commissioner 
stated  that,  on  a showing  of  humanitarian  or 
other  pressing  reasons,  rulings  are  customar- 
ily expedited.  These  rulings  were  expedited 
under  this  standard  and  in  no  other  respect 
were  out  of  the  ordinary.” 

Current  Comment 

Osteopaths  in  Pennsylvania — 

The  osteopaths  of  Pennsylvania  have  ap- 
parently terminated  discussions  with  the 
Pennsylvania  Medical  Society,  according  to 
a statement  in  the  Journal  of  this  society. 

The  House  of  Delegates  of  the  Pennsyl- 
vania Medical  Society,  after  discussions  with 
representatives  of  the  osteopathic  organiza- 
tions, have  agreed  to  certain  changes  in  the 
traditional  relationship  between  members 
of  the  two  groups.  The  medical  society  fur- 
ther recommended  that  the  Philadelphia 
College  of  Osteopathy  attempt  its  conversion 
to  a school  of  medicine. 

The  Pennsylvania  Osteopathic  Association 
made  public  the  action  taken  by  its  House 
of  Delegates  by  stating  a reaffirmation  of 
its  policy  of  remaining  a separate  and  dis- 
tinct School  of  Medicine.  It  further  stated 
that  it  would  not  enter  into  discussions  or 
agreements  designed  to  affect  a merger  with 
organized  medicine. 
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Comments  From 
Your  President 


The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  convenes  in  Lin- 
coln, March  2,  1963  for  its  mid-winter  ses- 
sion; the  meeting  will  reconvene  the  next 
morning.  It  is  hoped  that  by  holding  a two- 
day  session,  the  reference  committees  will 
be  less  hurried  and  have  an  opportunity  to 
better  study  proposed  legislation.  Because 
of  the  large  volume  of  business  which  comes 
before  it,  the  Interim  Session  of  the  House 
of  Delegates  is  probably  the  most  important 
meeting  of  the  Association.  This  meeting 
provides  opportunity  for  each  Nebraska 
physician,  through  his  county  medical  so- 
ciety’s delegate,  to  contribute  to  the  govern- 
ment and  business  of  his  State  Medical  As- 
sociation. If  the  Nebraska  State  Medical 
Association  is  to  continue  to  protect  and 
advance  the  practice  of  medicine  in  all  its 
ramifications,  it  must  have  the  strongest 
support  of  every  physician  in  Nebraska.  Do 
not  allow  yourself  to  be  unrepresented  be- 
cause your  county  society  has  failed  to  elect 
a delegate  or  because  your  delegate  lightly 
regards  his  serious  responsibilities.  The 
strength  of  the  Nebraska  State  Medical  As- 
sociation and  its  capacity  for  constructive 
activity  rests  upon  your  constant  vigorous 
interest  expressed  through  your  delegate. 

The  Kerr-Mills  Bill  was  introduced  into 
the  Nebraska  State  Legislature  on  January 
7,  as  LB-100.  It  was  developed  after  a pro- 
longed, detailed  study  by  your  Policy  Com- 
mittee in  consultation  with  the  Nebraska 
State  Welfare  Department,  the  Health  Un- 
derwriters, hospital  administrators,  pharma- 


cists, dentists,  interested  legislators  and 
others.  You  will  have  had  an  opportunity 
by  now  to  acquaint  yourself  with  details  of 
the  bill  and  should  become  familiar  particu- 
larly with  the  eligibility  requirements  and 
scope  of  benefits.  That  it  is  not  a perfect 
solution  to  all  the  ills  of  the  aged  must  be 
admitted.  From  time  to  time  deficiencies 
will  call  for  correction.  We  do,  however 
feel  that  it  is  a practical,  workable  program 
and  one  with  which  we  can  live.  It  should 
be  enacted  into  law! 

As  the  legislative  hopper  is  being  filled, 
other  problems  are  arising  and  you  may 
rest  assured  that  your  officers  and  the  ap- 
propriate committees  will  continue  to  be 
energetically  concerned  with  all  legislation 
pertaining  to  medicine. 

We  will  count  on  your  help  whenever  and 
wherever  needed! 

0.  A.  KOSTAL,  MD 
President. 
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ARTICLES 


Cancer  of  the 
Mouth  and  Pharynx* 


Cancer  of  the  mouth  and 
pharynx  seen  at  the  VA  Hos- 
pital, St.  Louis,  is  usually  in 
an  advanced  stage.  Out  of  a total  of  130 
consecutive  patients,  radical  surgery  was  re- 
quired for  95  (table  1).  In  addition,  the 
disease  was  too  far  advanced  for  operation 
in  20  patients.  This  leaves  15,  or  only  11 
per  cent  of  the  patients  in  whom  the  disease 
could  be  considered  as  diagnosed  “early.” 


TABLE  1 

TOTAL  PERSONAL  EXPERIENCE  WITH 
CANCER  OF  MOUTH  AND  PHARYNX 


100%  FOLLOW-UP 

Total  Consecutive  Cases 130 

Referred  to  X ray  (Including  4 Cases 

for  Curative  Treatment)  24 

Total  Cases  Operated 106 

Local  Excision  Only  11 

Radical  Operation  95 

Number  of  Neck  Dissections 

(16  Bilateral)  111 

Number  of  Neck  Dissections  With 

Microscopic  Evidence  of  CA 82 


The  advanced  state  of  cancer  in  these 
patients  can  be  emphasized  in  another  way. 
Out  of  106  patients  operated  upon,  the  can- 
cer had  already  metastasized  to  the  cer- 
vical lymph  nodes  in  69  (65%).  Figures 
1 and  2 are  photographs  of  surgical  speci- 
mens of  two  typical  cases;  one  of  the  base 
of  the  tongue  and  the  other  of  the  hypo- 
pharynx.  It  is  important  when  comparing 
the  results  of  treatment  in  different  series 
of  patients  to  have  some  idea  of  the  stage 
of  the  disease  being  reported. 

Three  Year  End  Results 

The  location  of  the  primary  lesion  is 
shown  in  table  2.  All  of  the  lip  cancers 
which  are  included  have  proven  metastatic 
cancer  in  the  cervical  lymph  nodes.  This 
table  does  not  give  the  true  incidence  of  can- 
cer of  the  larynx  because  most  of  these 
patients  are  treated  on  the  Otolaryngology 
Service  and  are  not  reported  in  this  paper. 

This  is  a personal  series  of  patients  in 
which  all  operations  have  either  been  done 


ROBERT  C.  DONALDSON.  M.D. 

Assistant  Chief  of  Surgery, 
Veterans  Administration  Hospital 
St.  Louis,  Missouri 


by,  or  supervised  by  the  author.  The  oper- 
ative mortality  is  3 per  cent.  No  patients 
have  been  lost  to  followup. 


TABLE  2 

SITE  OF  PRIMARY  TUMOR 


Tongue  24 

Floor  of  Mouth 9 

Gingiva  9 

Buccal  Mucosa  2 

Lip  8 

Tonsil  2 

Pyriform  Sinus  6 

Larynx  5 

Total  Cases  65 


The  overall  three-year-survival  rate  with- 
out recurrence  is  63  per  cent  (41/65  pa- 
tients). As  would  be  expected,  patients 
with  disease  which  has  metastasized  to  the 
cervical  lymph  nodes  have  a poorer  survival 
rate  than  patients  without  metastases 
(table  3). 


TABLE  3 


3 YEAR  END  RESULTS 

— ( 65  CASES) 

Alive 

Dead  With 

Dead 

Without 

Recurrent 

Other 

Cancer 

Cancer 

Causes 

Microscopically 

Positive 

. 26 

14 

6 

Nodes  (46  Cases)  . 

-(57%) 

(30%) 

(13%) 

Microscopically 

Negative 

. 15 

0 

4 

Nodes  (19  Cases)  . 

.(79%) 

(21%) 

An  analysis  of 

14  deaths  proven  to  be 

due  to  cancer  is 

shown 

in  table 

4.  The 

fact  that  64  per  cent  are  due  to  local  recur- 
rence emphasizes  two  things.  First,  the 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association.  May  2.  1962. 
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surgeon  should  strive  for  wider  surgical 
margins;  second,  and  more  important  in  the 
long  run,  there  is  a need  for  earlier  diag- 
nosis. 

Discussion 

The  need  for  early  diagnosis  is,  of  course, 
true  for  all  types  of  cancer,  but  especially 
for  cancer  of  the  mouth  and  pharynx  be- 
cause of  the  excellent  results  of  early  treat- 
ment. As  noted  in  table  3,  79  per  cent  of 


the  patients  without  metastasis  survived 
without  recurrence  as  compared  to  57  per 
cent  for  those  with  metastasis.  In  the  group 
without  metastasis,  not  one  of  the  four  pa- 
tients who  died  had  any  evidence  of  cancer 
at  examinations  performed  less  than  one 
month  prior  to  death. 

Aids  to  early  diagnosis  include  a thor- 
ough inspection  of  the  mouth  and  pharynx. 
A routine  method  of  inspection  should  be 


Figure  1.  Squamous  cell  cancer  occupies  the  entire  base  of  the  tongue. 
This  patient  had  metastatic  cancer  to  the  cervical  lymph  nodes  in  this  speci- 
men. Four  months  later,  the  right  neck  dissection  was  done  and  meta- 

static cancer  was  present.  This  patient  survived  3 years  without  re- 
currence. 
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TABLE  4 

ANALYSIS  OF  14  DEATHS  DUE 
TO  CANCER 


Local 

Primary  Site  Recurrence 

Tongue  4 

Lip  0 

Tonsil  1 

Floor  of  Mouth  _ 1 
Pyriform  Sinus  _ 0 
Larynx  1 


Metastasis  in 
Second  Neck 
(Inoperable 

\^^len  Generalized 

Found)  Metastases 

2 2 

0 1 

0 0 

0 0 

0 1 

0 1 

2 5 


adopted,  such  as  beginning  with  examination 
of  the  entire  buccal  mucosa  bilaterally,  then 
the  gingival-buccal  sulcus  (upper  and  low- 
er), and  then  the  hard  and  soft  palate  and 
tonsils.  The  entire  surface  of  the  tongue 
should  be  examined  by  having  the  patient 
move  his  tongue  to  the  right  cheek,  to  the 
left  cheek,  and  to  the  palate  for  exposing 
the  extreme  posterior  part  of  the  lateral 
borders  of  the  tongue.  These  movements 
of  the  tongue  also  give  excellent  exposure 
of  the  lower  part  of  the  anterior  pillars  of 
the  palate  and  the  floor  of  the  mouth. 

A laryngeal  mirror  should  be  used  for  in- 
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Figure  2.  A squamous  cell  cancer  measuring  1%  x 5 cm.  occupies  the  left 
side  of  the  hypopharynx.  The  probe  which  is  bent  on  itself  separates  the  lateral 
wall  of  the  pharynx  from  the  lesion.  No  metastases  were  found  in  the  cervical 
lymph  nodes.  This  patient  survived  3 years  without  recurrence. 
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spection  of  the  pharynx.  This  should  be 
a part  of  all  physical  examinations,  and  espe- 
cially in  the  examination  of  patients  who 
complain  of  an  area  of  soreness  in  the  hypo- 
pharynx  of  more  than  two  weeks  duration. 

Cancer  ulcerations  of  the  oral  mucosa 
have  been  recognized  and  treated  when  they 
were  no  more  than  five  millimeters  in 
diameter.  They  may  appear  as  superficial 
ulcerations  and  the  only  difference  from  the 
surrounding  mucosa  may  be  a fairly  well 
circumscribed  area  of  increased  redness  and 
a granular  appearance  of  the  surface,  with 
or  without  pinpoint  white  areas  of  thickened 
mucosa.  Some  of  the  small  cancerous  ulcers 
are  soft  to  palpation,  others  with  deeper 
penetration  of  the  submucosa  by  cancer  are 
indurated.  Some  are  associated  with  local 
soreness,  others  are  painless.  If  an  area 
of  oral  or  pharyngeal  mucosa  meets  these 
descriptions  and  persists  beyond  2 weeks, 
it  should  be  considered  malignant  until 
proven  otherwise.  If  the  ulcer  is  accessible, 
the  surgeon  often  will  prefer  to  excise  the 
area  with  wide  “cancer”  margins  without 
prior  biopsy.  This  is  the  so-called  “exci- 
sional  biopsy”  and  from  it  a tissue  diagnosis 
will  be  made. 

Also,  for  the  small  lesions,  it  is  preferable 
that  the  surgeon  who  will  ultimately  treat 
the  cancer  see  the  lesion  before  the  biopsy. 
Otherwise,  the  unhealed  biopsy-site  will  give 
a distorted  picture  of  the  extent  of  the  can- 
cer. 

After  removal  of  the  primary  lesion,  the 
early  diagnosis  of  the  presence  of  meta- 
static disease  in  the  neck  is  important.  This 
is  accomplished  by  palpating  the  neck  at 
monthly  intervals.  The  examiner  should 
stand  behind  the  seated  patient  and  take 
special  note  of  what  is  felt  by  deep  palpa- 
tion beneath  the  anterior  border  of  the  ster- 
nomastoid  muscle,  and  in  the  submaxillary 
and  submental  triangles.  Both  sides  of  the 
neck  should  be  compared.  When  metastatic 
disease  is  discovered  early,  it  rarely  is  pres- 
ent in  both  sides  of  the  neck  at  the  same 


time,  and  therefore  a difference  in  the  two 
sides  is  highly  significant.  A frequently 
missed  node  is  one  that  lies  deep  in  the 
neck  between  the  angle  of  the  mandible  and 
the  upper  end  of  the  sternomastoid  muscle. 
It  is  possible  to  recognize  abnormally  en- 
larged lymph  nodes  one  centimeter  in  di- 
ameter. 

When  suspicious  cervical  lymph  nodes 
are  discovered  in  patients  who  have  had  a 
tissue  diagnosis  of  squamous  cell  cancer  of 
the  mouth  or  pharynx,  the  author  prefers 
not  to  take  tissue  from  the  node  for  biopsy. 
A lymph-node  biopsy  will  disturb  the  nor- 
mal tissue  planes  of  the  neck  and  make  a 
subsequent  neck  dissection  more  difficult. 
If  a suspicious  node  remains  unchanged  or 
shows  slight  increase  in  size  after  examina- 
tion at  three  weekly  intervals,  a neck  dis- 
section should  be  done.  If  the  primary 
and  the  suspicious  node  are  noted  at  the 
same  time,  combined  en  bloc  resection  is 
recommended. 

Whether  to  do  prophylactic  neck  dissec- 
tions or  not,  is  controversial  when  small  le- 
sions are  treated.  In  treating  large  lesions, 
the  operation  should  include  the  neck  dissec- 
tion in  continuity  with  the  primary  whether 
or  not  the  examiner  can  palpate  abnormally 
enlarged  nodes. 

Summary 

A personal  series  of  65  patients  operated 
upon  more  than  three  years  ago  for  cancer 
of  the  mouth  and  pharynx  is  presented. 
Forty-one,  or  63  per  cent,  survived  three 
years  without  recurrence. 

The  need  for  early  diagnosis  of  both  the 
primary  and  the  metastatic  disease  is  em- 
phasized and  suggestions  for  accomplishing 
earlier  diagnosis  are  made.  Many  of  these 
suggestions  are  not  new,  but  the  value  of 
them  has  been  brought  to  the  author’s  at- 
tention in  an  emphatic  manner  during  the 
diagnosis  and  treatment  of  130  consecutive 
patients  with  cancer  of  the  mouth  and 
pharynx  during  the  past  six  years. 


“High  taxes,  limitless  debts  and  socialistic  sentimentality  have 
toppled  more  empires  than  all  the  armies  who  have  marched  across 
the  pages  of  human  history.”  (Spotlight  No.  L-540) 
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Medical  Educafion  and  Legislafion 

A Panel  Discussion 


Chairman  Steenburg:  Our  subject  for  this 
morning’s  panel  discussion  is  “Medical  Edu- 
cation and  Legislation.’’ 

During  the  past  year  the  great  concern 
which  we  feel  over  the  need  for  expanding 
our  medical  program  in  order  that  we  may 
prepare  the  number  of  physicians  which  our 
country  will  need  in  the  decade  of  1970  has 
been  emphasized  and  reemphasized.  Com- 
munication lines  have  been  kept  open  be- 
tween the  committees  of  the  American  As- 
sociation of  Medical  Schools,  the  Department 
of  Health,  Education  and  Welfare,  the  key 
leaders  of  both  houses  of  Congress,  and  the 
deans  of  many  of  our  medical  schools. 

Despite  this  activity,  we  have  no  definite 
legislative  action  which  can  be  encouraged. 
We  think  there  is  a need  for  closer  liaison 
with  the  Congress  and  Administration  and 
various  governmental  agencies.  There  is 
considerable  agreement  that  the  No.  1 pri- 
ority of  our  nation’s  medical  schools  is 
federal  matching  funds  for  the  moderniza- 
tion of  existing  schools  and  the  construc- 
tion of  new  schools  to  educate  the  number 
of  physicians  that  our  country  needs. 

Many  who  have  been  privileged  to  work 
on  the  research  facilities  of  the  Council  of 
the  National  Institutes  of  Health  can  testify 
to  the  manner  in  which  this  Council  has 
been  able  to  reach  its  own  decisions  without 
the  slightest  amount  of  political  pressure. 
It  seems  reasonable  to  assume  that  matching 
funds  for  educational  facilities  might  be  ad- 
ministered with  equal  effectiveness,  and 
that  such  funds  could  have  the  same  dra- 
matic effect  in  hastening  the  day  when  our 
medical  schools  will  be  able  to  educate  the 
number  and  quality  of  physicians  so  vitally 
necessary  to  our  nation’s  welfare. 

With  this  brief  introduction  I will  turn 
this  over  to  Dr.  Roy  Holly,  Dean  of  the 
Graduate  School,  University  of  Nebraska, 
former  Chainnan  of  the  Department  of  Ob- 
stetrics of  the  Medical  College  of  the  Univer- 
sity of  Nebraska.  Dr.  Holly. 

Chairman  Roy  Holly : Dr.  Steenburg, 
Ladies  and  Gentlemen; 

I have  the  unique  opportunity  this  morn- 
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The  Panel: 

DR.  CLIFFORD  M.  HARDIN.  Chancellor 
University  of  Nebraska 
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University  of  Kansas 
Lawrence,  Kansas 
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FRANK  C.  COLEMAN,  M.D. 
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ing  of  introducing  two  Chancellors  and  a 
guest  who  is  representing  the  American 
Medical  Association.  May  I introduce  first 
our  guests.  On  my  far  right  is  Chancellor 
Clark  Wescoe,  of  the  University  of  Kansas. 
Dr.  Wescoe  was  formerly  Dean  of  the  Medi- 
cal School,  University  of  Kansas,  Kansas 
City. 

In  the  center  is  my  own  boss.  Chancellor 
Clifford  M.  Hardin ; I don’t  believe  he 
needs  any  introduction  to  any  of  you. 

Next  is  Dr.  Frank  Coleman,  of  Des 
Moines,  a member  of  the  Council  on  Legis- 
lative Activities  of  the  American  Medical 
Association,  who  is  substituting  for  Dr. 
Ernest  Howard,  who  could  not  be  here  this 
morning. 

We  would  like  to  keep  this  discussion  in- 
formal, and  if  at  any  time  any  of  you  feel 
the  need  to  ask  questions  or  enter  into  the 
discussion  we  would  like  to  ask  you  to 
participate.  We  thought  that  to  initiate  the 
discussion  on  “Medical  Education  and  Legis- 
lation’’ we  would  ask  in  turn  the  members 
of  our  panel  to  make  some  preliminary  state- 
ments. 

Chancellor  Hardin,  I wonder  if  you  would 
initiate  the  discussion.  Since  legislation 
can  be  state  and  federal,  I thought  it  might 
be  of  interest  to  you  who  are  physicians  in 
this  State  to  hear  Chancellor  Hardin  give 
us  a summary  of  the  University  of  Nebraska 
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College  of  Medicine,  the  State  appropria- 
tions and  the  impact  of  the  research  or  fed- 
eral dollar  on  medical  education  here  in  Ne- 
braska. 

Dr.  Clifford  H.  Hardin:  Esteemed  Chair- 
man, Members  of  the  Panel,  Ladies  and 
Gentlemen  : 

I am  very  happy  to  have  this  opportunity 
to  visit  informally  with  you  for  a few  min- 
utes this  morning.  It  might  be  advantage- 
ous in  this  discussion  of  federal  and  state 
legislation  (as  Dr.  Hollj*  has  indicated)  to 
analyze  where  we  are  in  our  own  medical 
college,  to  note  some  of  the  problems  we 
think  we  see,  and  then,  as  discussion  con- 
tinues, to  relate  some  of  these  legislative 
programs  to  our  own  needs  here  in  Ne- 
braska. 

You  men  here  know  this  story  very  well. 
You  will  remember  that  eight  or  nine  years 
ago  we  were  quite  concerned  about  our 
medical  college.  At  that  time  we  made  the 
decision,  later  than  most  medical  colleges, 
to  bring  some  full-time  people  into  our  clin- 
ical departments.  Dr.  Musselman  and  Dr. 
Holly  were  two  of  the  first  of  the  full-time 
faculty  who  came  into  the  clinical  areas  in 
the  medical  school.  We  have  made  some 
progress  in  adding  to  this  group  during 
the  ensuing  eight  years,  but  not  enough. 
That  is  one  side  of  the  picture. 

On  the  other  side,  and  I am  sure  you  all 
agree,  if  we  are  to  have  a modern,  progres- 
sive, good  medical  school,  we  must  have  it 
undergirded  with  a strong  program  in  re- 
search. This  kind  of  environment  must  exist 
if  the  medical  community  is  going  to  make 
progress,  to  provide  the  right  kind  of  oppor- 
tunity for  young,  about-to-be  physicians, 
and,  of  course,  to  insure  continuing  educa- 
tion opportunities  for  those  in  practice. 

The  shortage  of  full-time  people  and  fa- 
cilities has  limited  the  speed  with  which  we 
could  expand  our  research  effort.  All  of 
you  who  have  been  to  the  campus  in  the 
past  year  or  two  will  realize  that  we  have 
made  substantial  progress  in  improving  fa- 
cilities; indeed,  we  have  a considerable 
amount  of  research  in  progress  as  compared 
with  a half  dozen  years  ago. 

One  of  our  notable  breakthroughs  has 
been  the  establishment  of  the  Cancer  In- 
stitute, which  was  made  possible  by  a $2,- 
500,000  grant  from  the  Eppley  Foundation, 
supplemented  by  $800,000  from  the  National 


Institutes  of  Health.  Our  own  building 
funds  have  made  it  possible  for  us  to  keep 
back  $1,800,000  of  the  Eppley  grant  as  an 
endowment  for  the  hard-core  staffing  of 
this  grant  during  the  first  twenty  years  of 
operation.  This  Institute  will  help  more 
than  any  other  single  project  to  provide  a 
base  for  the  development  of  research. 

Probably  all  of  us  closely  associated  with 
the  medical  college  would  agree  that  we  must 
have  even  more  of  a research  effort  in  order 
to  get  our  medical  school  into  proper  bal- 
ance. This  is  going  to  mean,  then,  more 
staff,  and  it  is  going  to  mean  additional  fa- 
cilities as  time  goes  along. 

At  the  same  time  we  are  concerned  with 
facilities  and  with  improving  the  teaching 
of  our  medical  students,  we  are  in  a national 
situation  that  makes  it  increasingly  difficult 
to  accomplish  our  goals.  We  are  all  aware 
of  the  great  increase  in  federal  funds  and 
other  funds  that  are  available  now  for  medi- 
cal research.  I think  I noted  somewhere 
that  twenty  years  ago  they  were  on  the  or- 
der of  $20  million  and  now  they  are  on 
the  order  of  $500  million.  This  money,  of 
course,  has  a tremendous  impact. 

Though  adding  to  medical  knowledge  is 
wonderful  and  good,  I am  concerned  that 
a possible  distortion  is  going  to  result  unless 
we  are  careful  in  our  planning  for  the  fu- 
ture. 

We  have  a situation  now  where  the  good 
investigator  can  obtain  funds  to  do  research. 
iMost  medical  centers  can  obtain  funds  to 
hire  additional  staff  investigators.  IMany  of 
these  investigators  are  coming  from  the 
ranks  of  our  best  teachers  in  our  medical 
schools,  as  one  would  expect.  And  so,  at  a 
time  when  we  are  attempting  to  expand  and 
improve  the  effort  in  medical  education,  we 
are  at  the  same  time  pulling  people,  and 
some  of  the  best  people,  over  into  the  re- 
search area.  Undoubtedly  they  are  aiding 
the  total  cause  wherever  they  may  be  work- 
ing, and  I am  not  suggesting  that  in  any 
way  we  depreciate  the  value  of  the  N.I.H. 
programs,  but  I am  concerned  that  we  do 
something  else  along  with  it. 

We  are  finding  things  like  this  happen- 
ing: Many  of  our  hospital  centers  that  are 
not  associated  with  medical  schools  are  be- 
coming research  centers.  Probably  this  is 
good.  In  making  their  quest  for  grants, 
however,  it  is  the  policy  of  government 
agencies  to  recognize  the  salary  scale  of  the 
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requesting  institution,  and  it  is  not  uncom- 
mon to  find  that  some  of  these  new  research 
centers  not  affiliated  with  medical  schools 
or  universities  are  putting  into  effect  a much 
higher  salary  scale  than  exists  in  most  of 
our  schools. 

Illustrative  is  the  case  of  a man  working 
in  connection  with  a university  under  an 
N.I.H.  grant  at  $18,000.  He  was  moved 
over  to  one  of  the  independent  groups  to  do 
the  same  kind  of  work  under  another  N.I.H. 
grant,  and  got  $28,000. 

The  reason  for  this  discrepancy,  of  course, 
is  that  the  universities  attempt  to  keep 
things  in  reasonable  balance,  and  on  the 
matter  of  salaries  exercise  more  restraint 
in  terms  of  salary  scales  than  one  finds  in 
the  independent  groups. 

Perhaps  this  is  not  all  bad,  but  it  does 
contribute  to  the  problem  in  medical  educa- 
tion. 

If  one  examines  the  total  federal  program 
as  it  applies  to  the  medical  sciences,  he 
could  say  that  a great  many  things  have 
been  done  to  medicine  — and  maybe  he 
could  say  “for”  medicine.  I don’t  believe, 
however,  that  anything  has  been  done  to 
date  for  medical  education  per  se  that  has 
not  been  incidental  to  some  other  purpose. 

Maybe  it  is  time  to  take  a hard  look  at 
what  is  happening  or  what  may  happen  if  we 
don’t  do  something  in  the  area  of  education. 
To  maintain  some  kind  of  balance,  a dual 
effort  — in  research  and  in  education  ■ — 
is  necessary. 

This  balance,  of  course,  leads  to  one  of 
the  subjects  I know  will  be  discussed  fur- 
ther this  morning,  the  possible  availability 
of  matching  funds  from  federal  sources  for 
the  construction  and  improvement  of  fa- 
cilities in  our  medical  schools. 

I think  most  of  us  associated  with  univer- 
sities don’t  really  care  how  aid  comes  to  us. 
Our  funds  are  flexible  and  getting  funds 
for  facilities,  as  contrasted  to  other  pur- 
poses, relieves  money  elsewhere  for  other 
needed  purposes. 

Personally,  I have  warmly  approved  fed- 
eral help  for  educational  programs  through 
facilities  — on  a matching  basis  to  insure 
sincerity  on  the  part  of  the  requesting  in- 
stitution. If  these  funds  are  placed  into 
buildings,  we  do  not  need  a federal  hierarchy 
or  bureaucracy  to  administer  them  once  the 


buildings  are  built.  They  are  built  by  and 
are  under  the  operation  and  control  of  local 
authorities.  At  least  until  our  physical 
plants  are  brought  up  to  modern  standards, 
this  would  seem  to  be  an  ideal  way  for  as- 
sistance from  federal  sources  — if  there  is 
to  be  assistance  from  this  ax’ea. 

Dr.  Holly,  perhaps  that  is  enough  to  in- 
troduce this  subject.  I hope  my  comments 
will  help  bring  out  some  questions. 

In  summary,  may  I say  that  we  are  ex- 
tremely anxious  to  build  at  the  University 
of  Nebraska  the  kind  of  medical  college 
that  will  provide  the  training  opportunities 
and  the  service  to  the  people  of  the  State 
that  they  are  entitled  to,  and  will  do  so  in 
terms  of  1962  medical  needs  and  not  the 
needs  of  some  previous  era. 

Thank  you.  (Applause). 

Chairman  Holly:  Thank  you.  Chancellor. 

Chancellor  Wescoe,  we  are  very  happy 
that  you  could  take  time  from  your  very 
busy  schedule  to  be  with  us  today.  I know 
you  are  busy  because  I have  been  trying  to 
get  you  by  telephone  for  the  last  two  days. 
Dr.  Wescoe  was  on  a train  going  to  Abilene 
and  spent  all  day  yesterday  there,  and  ar- 
rived in  Lincoln  at  an  early  hour  this  morn- 
ing. We  are  very  happy  to  have  you  here, 
sir. 

Chancellor  Hardin  has  stressed  the  re- 
search dollars  that  are  being  poured  into 
medical  schools,  and  the  possible  impact 
that  these  are  having  on  medical  education. 
I wonder.  Chancellor  Wescoe,  if  you  would 
summarize  your  feelings  on  the  impact  of 
the  research  dollar  — not  necessarily  from 
federal  sources,  though  this  is  the  big  source 
of  them  — the  impact  of  the  research  dollar 
on  medical  education. 

Chancellor  Wescoe,  of  the  University  of 
Kansas.  (Applause). 

Dr.  W.  Clarke  Wescoe:  I am  surprised 
Mr.  Hardin  failed  to  define  a chancellor 
for  you.  There  are  not  too  many  in  the 
United  States.  The  easiest  definition  to  give 
relative  to  that  position  is  that  a chancellor 
is  what  a university  has  if  it  cannot  afford 
a president. 

Let  me  speak  for  a few  minutes  about 
the  impact  of  research  on  medical  education. 
A good  many  of  the  things  I have  to  say 
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relate  to  education  in  general  at  the  univer- 
sity level  as  well. 

In  the  period  since  the  conclusion  of  hos- 
tilities in  World  War  II,  we  have  seen  a 
tremendous  increase  in  the  number  of  re- 
search dollars  that  have  been  made  avail- 
able, not  only  from  the  federal  and  state 
governments  but  from  private  foundations 
and  voluntary  health  organizations  as  well. 
This  total  in  that  period  of  time  has  in- 
creased from  some  $50,000,000  to  more  than 
$450,000,000  today. 

When  such  an  increase  occurs,  it  is 
bound  to  have  some  sort  of  influence  on 
the  institutions  that  make  use  of  the  dollars. 

Primarily,  in  my  opinion,  the  increase  in 
research  in  medical  schools  and  universities, 
has  attracted  some  of  the  brighter  young 
minds  away  from  what  otherwise  they 
might  be  doing.  This  is  always  a delicate 
subject  to  discuss,  because  there  is  not  one 
of  us  who  would  deprecate  the  need  for  re- 
search or  the  value  of  it. 

In  medical  education,  the  impact  of  re- 
search has  been  felt,  particularly  by  the 
basic  sciences.  I would  point  out  in  this 
regard  that  if  there  are  positions  open  in 
medical  school  faculties  today,  and  so  re- 
ported to  the  Association  of  American  Medi- 
cal Colleges  and  the  American  Medical  As- 
sociation, they  are  likely  to  be  in  the  field 
of  the  basic  sciences.  This  is  something 
that  has  been  of  great  interest  to  me,  since 
(as  I think  many  of  you  know)  I was  a 
basic  scientist  before  I became  the  dean  of 
a medical  school. 

What  has  happened  because  of  research 
programs,  and  particularly  post-doctoral 
grants  for  research,  has  been  that  physi- 
cians who  ordinarily  would  have  gone  into 
the  basic  sciences  of  physiology,  pharma- 
cology, biochemistry,  and  the  like,  have  ac- 
cepted postdoctoral  grants  and  have  grav- 
itated to  the  departments  of  the  clinical 
areas.  This,  of  course,  has  strengthened  the 
clinical  departments;  but  if  one  looks  at  the 
clinical  departments  in  medical  schools  over 
the  country  today,  one  is  likely  to  find  in 
the  department  of  medicine,  for  instance,  as 
many  biochemists  working  as  there  are  bio- 
chemists in  the  department  of  biochemistry 
itself. 

What  we  have  done  thereby  is  to  take 
away  a storehouse  or  a supply  of  teachers 
in  medicine,  have  isolated  them  more  or 


less  in  the  laboratory,  and  have  made  it  ex- 
ceedingly difficult  for  us,  on  the  one  hand, 
to  recruit  teachers  for  our  students  and,  on 
the  other  hand,  to  support  the  large  number 
of  postdoctoral  fellows  whom  we  have  in 
our  institutions. 

This  is  a problem  that  relates  itself  gen- 
erally to  university  education  today.  I 
think  it  fair  to  say  this  is  a matter  of  prime 
concern  to  all  universities,  the  concern  be- 
ing this:  If  those  who  would  teach  are  be- 
ing sent  off  into  the  research  laboratory  and 
are  doing  their  work  there,  who  in  the  fu- 
ture will  do  the  teaching? 

Research  money  has  now  become  fairly 
easy  to  obtain.  If  one  loses  a grant  from 
one  agency  it  is  possible,  almost  by  tele- 
phone, to  receive  a grant  from  another  to 
take  its  place.  This  relatively  easy  money 
has  had  a serious  effect  on  the  teaching 
program. 

Further  than  that,  when  research  is  over- 
emphasized in  any  institution  it  tends  to 
overshadow  the  primary  responsibility  of 
the  professional  school  to  replenish  the  prac- 
ticing profession. 

I do  not  think  that  federal  money  pro- 
vided for  research  has  had  strings  attached 
to  it  to  the  point  where  it  has  dictated  the 
research  program  or  influenced  detrimental- 
ly, the  program  of  any  of  the  institutions 
to  which  the  money  was  granted.  It  is  easy 
enough  to  say  that  he  who  pays  the  piper 
calls  the  tune.  In  this  instance  it  has  not 
been  the  federal  government,  for  the  fed- 
eral government  has  leaned  over  backward 
to  see  to  it  that  the  funds  are  finally  allo- 
cated by  faculty  members  of  the  schools 
themselves. 

What  has  happened  in  this  regard,  in 
many  instances,  is  that  he  who  passes  the 
money  to  pay  the  piper  calls  the  tune. 

This  is  something  that  is  of  concern,  I 
know,  to  Dean  Tollman,  Dean  Holly,  Chan- 
cellor Hardin  and  myself,  because  those 
who  find  it  possible  to  distribute  the  money 
very  often  are  also  desirous  of  riding  their 
own  horses.  In  this  manner,  the  balance 
of  some  schools  has  been  threatened,  some 
departments  have  grown  out  of  proportion 
to  their  fellows. 

Balance  is  difficult  for  any  university  or 
any  medical  school  to  achieve  and  maintain. 
For  an  excellent  program  it  is  essential. 
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I would  repeat  that,  in  my  opinion,  the 
proliferation  of  research  grants  in  our 
medical  schools  has  brought  about  a deple- 
tion of  those  who  have  taught  in  the  basic 
sciences  in  the  past  — a depletion  of  those 
who  would  be  our  storehouses  of  basic  scien- 
tists for  the  future  — all  of  which  is  detri- 
mental to  medical  education,  because  with- 
out the  basic  sciences  we  have  no  improve- 
ment in  medicine,  we  have  no  basic  re- 
search in  medicine,  and  we  can  have  no 
teaching  in  the  first  two  years  of  a medical 
school  program. 

Dr.  Frank  Coleman:  Dr.  Steenburg,  Dis- 
tinguished Members  of  the  Panel,  Ladies 
and  Gentlemen; 

Last  Friday  I arrived  in  Washington, 
D.C.,  for  a meeting  of  the  Council  on  Legis- 
lative Activities  of  the  American  Medical 
Association,  and  waiting  for  me  was  a call 
from  Dr.  Ernest  B.  Howard,  the  Assistant 
Executive  Vice  President,  to  ask  me  if  I 
would  pinch-hit  for  him  on  this  panel,  the 
reason  being  that  a day  or  so  earlier  Presi- 
dent Kennedy  had  invited  some  of  the 
A.M.A.  leaders  to  meet  with  him  on  May  1 
to  discuss  this  medical  care  of  the  aged 
legislation.  As  I am  sure  all  of  you  are 
aware,  an  invitation  from  the  President  falls 
in  the  same  category  as  a mandate;  and  so 
the  A.M.A.  people  did  accept  the  invitation, 
and  I am  here  today,  and  am  honored  to 
be  here  in  such  distinguished  company. 

We  are  discussing  today  medical  educa- 
tion and  legislation.  It  is  fitting,  I think, 
that  some  emphasis  be  placed  on  federal 
legislation,  because  it  is  through  federal 
legislation  that  much  of  the  research  money 
that  has  been  referred  to  by  Chancellor 
Hardin  and  Chancellor  Wescoe  comes  about; 
in  fact,  the  latest  estimate  is  that  some  75 
to  80  per  cent  of  the  research  money  that  is 
spent  in  medical  schools  today  comes  from 
federal  sources.  It  is  also  true  that  roughly 
25  per  cent  of  the  operating  budgets  of  med- 
ical schools  throughout  the  United  States 
now  come  from  federal  funds. 

The  current  legislation  before  the  Con- 
gress which  has  to  do  with  medical  educa- 
tion consists  of  two  bills.  These  bills  were 
introduced  in  1961.  The  bill  in  the  House 
of  Representatives  is  known  as  H.R.  4999 
and  is  commonly  termed  the  Health  Profes- 
sions Educational  Assistance  Act.  When 
introduced,  this  bill  was  referred  to  the 
House  Interstate  and  Foreign  Commerce 


Committee.  The  companion  bill  in  the  Sen- 
ate is  known  as  S.  1072.  This  bill  was  re- 
ferred to  the  Committee  on  Labor  and  Pub- 
lic Welfare. 

Hearings  on  the  Senate  bill  were  held  in 
April  1961.  The  A.M.A.  submitted  a state- 
ment on  this  bill  which  supported  one-time 
federal  grants-in-aid  on  a matching  basis 
for  medical  schools,  which  is  based  on  the 
Hill-Burton  formula  and  Administrative 
machinery  for  construction,  equipment  and 
renovation  of  physical  plants  in  medical 
schools.  The  statement  submitted  by  the 
A.M.A.  went  further  to  say  that  no  part  of 
the  funds  should  be  used  in  any  manner  for 
operational  expenses  or  salaries.  The  A.M.A. 
also  urged  the  elimination  of  schools  of 
osteopathy  because  they  are  included  in  the 
bill.  No  action  has  been  taken  on  the  Sen- 
ate bill. 

Hearings  on  the  House  bill,  which  is  the 
companion  bill,  were  held  by  the  Committee 
on  Interstate  and  Foreign  Commerce  begin- 
ning in  January  1962.  The  A.M.A.  request- 
ed and  was  granted  permission  to  have  a wit- 
ness appear  before  the  Committee.  The 
A.M.A.  witness  was  Dr.  Gerald  Donnan,  a 
member  of  the  Board  of  Trustees,  who  ap- 
peared before  the  Committee  on  January 
26,  1962. 

I think  the  best  way  for  me  to  present 
the  views  of  the  American  Medical  Associa- 
tion on  the  House  bill  would  be  for  me  to 
give  you  some  of  the  things  that  were  said 
by  Dr.  Dorman  when  he  appeared  before  the 
Committee. 

Dr.  Dorman  stated : 

“The  American  Medical  Association  is  a 
national  Association  of  approximately  180,- 
000  physicians.  Since  its  inception,  the  As- 
sociation has  worked  continuously  toward 
increasing  the  number  of  qualified  physi- 
cians. 

“In  the  past  ten  years  the  Association, 
in  collaboration  with  the  Association  of 
American  Medical  Colleges,  has  aided  inter- 
ested organizations  in  the  establishment  of 
six  new  medical  schools.  Currently,  com- 
mitments have  been  obtained  for  another 
five  schools,  and  we  are  in  consultation  with 
sixteen  institutions  or  organizations  pres- 
ently contemplating  the  establishment  of 
new  medical  schools. 

“The  American  Medical  Association  has 
a serious  and  long-standing  interest  in 
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maintaining  the  high  quality  of  medical 
education  in  the  United  States,  without 
which  there  cannot  be  high-quality  medical 
care. 

“For  over  a century  the  American  IMedi- 
cal  Association  has  been  actively  and  effec- 
tively engaged  in  the  improvement  of  medi- 
cal education  in  the  United  States.  It  can 
now  be  said  with  assurance  that  medical 
education  in  this  country  is  superior  to  that 
found  anywhere  else  in  the  world. 

“It  is  not  a coincidence  that  the  im- 
proved standards  of  medical  care  in  the 
last  half  century  saw  the  elimination  of  sub- 
standard medical  schools  and  diploma  mills 
which  had  been  turning  out  graduates  in 
large  numbers.  This  improvement  in  med- 
ical education  is  the  result  of  the  vigorous 
efforts  of  the  American  Medical  Associa- 
tion and  other  interested  organizations. 

“Recognizing  the  problems  in  the  field  of 
medical  education,  the  American  Medical 
Association  for  the  past  several  years  has 
endorsed  a limited  program  of  federal  aid 
to  medical  schools.  In  June  of  1955  the 
American  Medical  Association  supported  the 
medical  school  construction  provisions  con- 
tained in  H.R.  4743  of  the  84th  Congress, 
introduced  by  the  late  Chairman  of  the 
House  Interstate  and  Foreign  Commerce 
Committee,  Mr.  Priest,  of  Tennessee.  In 
April  of  1958  the  Association  supported  a 
similar  bill.  Again  in  June  1960  the  Asso- 
ciation supported  the  construction  provisions 
of  another  bill,  introduced  by  Mr.  Fogarty 
of  Rhode  Island. 

“I  should  like  now  to  take  this  opportun- 
ity, in  behalf  of  the  American  IMedical  As- 
sociation, to  respectfully  submit  for  your 
consideration  the  views  of  the  American 
IMedical  Association  on  H.R.  4999  which  is 
now  pending  before  your  Committee. 

“It  is  our  understanding  that  this  bill 
would  amend  the  Public  Health  Service  Act 
to  provide; 

“1.  Matching  grants  for  the  construc- 
tion, replacement  or  rehabilitation  of  medi- 
cal schools. 

“2.  Grants  for  scholarships  and  related 
grants  to  partially  meet  the  cost  of  construc- 
tion at  medical  schools. 

“3.  For  an  extension  and  expansion  of 
the  research  facilities  construction  pro- 
gram. 


“I  shall  discuss  in  particular  those  provi- 
sions of  the  bill  providing  for  matching 
grants  for  the  construction,  replacement  or 
rehabilitation  of  medical  schools. 

“If  the  high  standards  of  medical  educa- 
tion are  to  be  maintained,  increased  atten- 
tion must  be  given  to  the  adequacy  of  physi- 
cal facilities,  the  availabililty  of  qualified 
instructors,  and  the  availability  of  teaching 
material  and  patients  for  the  clinical  phases 
of  medical  education.  Any  attempt  to  in- 
crease the  number  of  medical  students  with- 
out regard  to  those  conditions  will  result  in 
a lowering  of  the  standard  of  medical  educa- 
tion. 

“At  this  time  priority  should  be  given 
to  an  increase  in  the  physical  facilities 
available  for  medical  education.  We  believe 
that  there  is  need  for  assistance  in  the  ex- 
pansion, construction  and  remodeling  of  the 
physical  facilities  of  medical  schools,  and 
therefore  a one-time  expenditure  of  federal 
funds  on  a matching  basis  is  justified  where 
maximum  freedom  of  the  school  from  fed- 
eral control  is  assured. 

“The  support  of  these  provisions  in  H.R. 
4999  is  based  on  the  action  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion taken  initially  on  June  13,  1951  and  re- 
affirmed on  occasions  since  that  time. 

“We  would  also  urge  that  the  National 
Advisory  Council  on  Education  for  Health 
Professions,  which  is  suggested  in  the  bill, 
be  composed  of  persons  skilled  in  the  broad 
aspects  of  engineering,  education,  finance, 
architecture,  as  well  as  those  concerned  with 
training  in  medicine,  dentistry  or  public 
health  professions.  At  this  time  I cannot 
supply  you  with  a recommendation  on  the 
other  sections  of  H.R.  4999. 

“I  would  like  to  acquaint  the  Committee, 
however,  with  certain  related  programs 
which  the  American  Medical  Association  has 
recently  initiated  in  these  areas. 

“For  some  tim.e  the  American  Medical 
Association  has  been  aware  of  the  decline 
in  the  number  of  eligible  college  students 
seeking  admission  to  medical  schools.  This 
apparent  shift  away  from  medicine  is  due 
in  part,  we  believe,  to  the  high  cost  in  time 
and  money  of  securing  a medical  education. 
This  trend  has  been  accentuated  by  a dra- 
matic emphasis  on  careers  in  science  and  en- 
gineering. 

“A  study  of  this  problem  reveals  that  the 
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cost  to  the  student  of  a post-baccalaureate 
education  in  other  sciences  is  usually  con- 
siderably lower  than  the  cost  of  a medical 
education.  We  have  also  found  that  there 
are  many  more  scholarships,  fellowships  and 
other  financial  aids  available  for  graduate 
students  in  fields  other  than  medicine. 

“On  the  basis  of  these  findings,  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation in  November  1960  established  two 
programs,  the  objectives  of  which  are  com- 
plementary and  interrelated. 

“First,  the  House  authorized  a student 
honors  and  scholarship  program  designed  to 
focus  attention  on  careers  in  medicine,  to 
attract  a substantial  group  of  able  students 
to  prepare  for  admission  to  medical  schools 
and  to  assist  financially  a limited  number 
of  outstanding  students  who  for  financial 
reasons  are  unable  to  pursue  a career  in 
medicine. 

“Second,  the  American  Medical  Associa- 
tion House  of  Delegates  has  adopted  a stu- 
dent loan  program  designed  to  alleviate  the 
financial  difficulties  of  medical  students 
and  to  encourage  career  decisions  in  favor 
of  medicine. 

“This  program  will  utilize  the  principle 
of  a security  fund  functioning  as  a surety 
agency  to  make  available  unsecured  per- 
sonal loans  at  a low  rate  of  interest  to  med- 
ical students.  Administrative  costs  will  be 
paid  by  the  American  Medical  Education 
and  Research  Foundation.  These  loans  will 
be  available  by  mid-spring  to  medical  stu- 
dents, interns  and  residents,  and  will  pro- 
vide each  borrower  as  much  as  $10,000  over 
a seven-year  borrowing  period.” 

I would  like  to  interrupt  quoting  from 
Dr.  Dorman’s  comments  for  just  a moment 
to  call  attention  to  the  fact  that  in  the 
A.M.A.  News  just  two  or  three  weeks  ago 
there  was  a photograph  on  the  front  page 
of  the  recipients  of  the  first  loans  under 
this  program.  They  included  a medical 
student,  an  intern  and  a resident.  I again 
quote  Dr.  Dorman : 

“These  programs  have  been  adopted  with 
the  firm  conviction  that  if  they  are  imple- 
mented with  wisdom  and  vigor,  the  quantity 
and  quality  of  the  medical  school’s  appli- 
cants will  be  increased.  The  performance  of 
many  medical  students  will  be  improved  by 
the  alleviation  of  their  financial  problems, 
and  the  profession  will  thereby  demonstrate 


a significant  acknowledgment  of  medi- 
cine’s obligation  in  this  area. 

“It  is  logical  to  assume  that  further  im- 
provement in  medical  care  will  ultimately 
result  from  immediate  positive  action. 

“In  summary,  the  American  Medical  As- 
sociation by  its  own  action  has  given  clear 
recognition  to  the  financial  problems  of  med- 
ical students.  However,  we  would  like  to 
emphasize  our  conviction  that  the  medical 
school  construction  provisions  should  be  giv- 
en first  legislative  priority.” 

This  concludes  the  excerpts  from  Dr.  Dor- 
man’s statement. 

I would  like  to  close  by  telling  you  that 
on  March  24  the  Committee  on  Interstate 
and  Foreign  Commerce  reported  H.R.  4999 
out  of  Committee  with  a number  of  amend- 
ments. As  amended,  the  bill  provides  (1) 
for  matching  grants  for  the  construction  of 
medical  schools  and  for  schools  providing 
training  in  ancillary  services;  (2)  for  a 
loan  program  instead  of  a scholarship  pro- 
gram for  medical,  dental  and  osteopathic 
students;  (3)  for  extension  and  expansion 
of  a research  facilities  construction  pro- 
gram. 

The  bill  is  currently  awaiting  considera- 
tion by  the  House  Rules  Committee  before 
being  reported  to  the  entire  House  of  Repre- 
sentatives. Its  fate  at  this  time,  of  course, 
is  unknown.  It  is  anticipated,  however, 
that  this  bill  is  very  likely  to  come  up  for 
consideration  by  the  House  of  Representa- 
tives before  Congress  adjourns  shortly  after 
July  1. 

Thank  you. 

QUESTIONS  AND  ANSWERS— 

Chairman  Holly:  Thank  you.  Dr.  Coleman. 

Now  let  us  open  up  the  discussion  to  those 
of  you  participating  by  sitting  through  these 
presentations.  Are  there  any  questions  or  queries 
that  you  would  like  to  direct  to  members  of  the 
panel  ? 

Voice:  We  all  agree  that  more  medical  students 

are  needed.  What  is  the  supply  of  qualified  appli- 
cants at  present  in  regard  to  need?  In  other 
words,  is  there  an  adequate  number  of  premedical 
applicants  to  meet  an  expanded  program  ? 

Dr.  Wescoe:  I think  there  isn’t  any  doubt  that 

as  the  college  enrollments  in  this  country  con- 
tinue to  increase  as  they  have  over  the  past  few 
years,  there  will  be  an  adequate  supply  of  well- 
qualified  applicants  for  medical  schools. 

My  own  University,  for  instance,  within  the 
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next  ten  years  will  double  in  size.  It  is  incom- 
prehensible to  me  that  there  would  not  be  room 
for  almost  twice  as  many  people,  if  not  more, 
who  are  interested  in  the  study  of  medicine  than 
there  are  today. 

We  have  been  going  through  in  medicine  (and 
I think  this  has  colored  the  figures)  a period 
of  university  education  where  we  dealt  with  the 
low  birth  rate  of  the  depression  years.  We  are 
now  out  of  that.  We  are  out  of  the  trough  and 
we  are  on  the  rising  rim  of  the  curv'e  again.  There 
are  more  students.  There  will  be  more  graduates, 
and  more  of  them  will  be  interested  in  medicine. 

If  I may  say  one  other  word  while  I am  on  my 
feet,  I am  one  of  those  who,  in  the  American  Medi- 
cal Association  and  elsewhere,  do  not  believe  that 
all  of  this  problem  relative  to  qualified  applicants 
for  medical  school  rests  in  the  area  of  financial 
need. 

We  talk  about  the  so-called  glamour  sciences  and 
engineering  as  having  attracted  away  young  men 
and  women  who  otherwise  would  have  been  attract- 
ed to  the  study  of  medicine.  The  fact  of  the  mat- 
ter is  that  the  engineering  schools  have  suffered 
a greater  decrease  in  the  number  of  applicants 
than  have  the  medical  schools.  I suspect  if  we 
look  to  the  figures  for  the  “glamour”  sciences 
we  will  find  the  same  thing.  We  have  just  been 
dealing  with  a smaller  pool  of  young  people  for 
all  fields. 

Further,  I have  checked  with  the  Dean  of  our 
College  at  the  University  of  Kansas,  and  he  re- 
ported to  me  exactly  what  I though  he  would  — 
that  in  his  experience  of  eight  years  as  Dean  of 
that  College,  and  in  the  position  of  advising  pre- 
medical students  (we  don’t  call  them  that  any  long- 
er, but  they  are  that),  no  one  has  in  that  eight- 
year  period  come  to  him  and  asked  him  how  much 
it  costs  or  how  long  it  takes. 

Someone  who  is  interested  in  medicine  is  going 
to  do  it,  no  matter  what  it  costs  and  no  matter 
how  long  it  takes.  Further,  this  was  my  experience 
when  I was  Dean,  and  it  is  the  experience  of  my 
successor  as  well. 

Too  often,  I think,  we  have  the  tendency  to  be- 
lieve that  the  answer  to  all  of  our  problems  rests 
in  dollars.  I don’t  think  always  that  is  where  the 
problem  lies. 

Dr.  Coleman:  In  about  three  or  four  years  we 

will  begin  to  realize  the  benefits  of  the  baby  boom 
that  occurred  right  after  World  War  II,  because 
these  youngsters  will  then  be  of  the  age  to  go  into 
medicine.  Dr.  Wescoe  has  already  referred  to  this, 
so  I will  not  spend  any  more  time  on  it. 

I would  like  to  comment  on  one  factor  which  I 
believe  will  be  important  in  increasing  the  number 
of  medical  students,  and  this  is  a change  in  at- 
titude toward  education  at  the  grammar  school, 
junior  high,  and  high  school  levels.  My  comments 
are  based  entirely  on  my  own  personal  experi- 
ences with  my  children. 

My  oldest  daughter  was  21  just  last  month.  The 
type  of  experience  she  had  in  grammar  school, 
junior  high,  and  high  school  was  entirely  different 
from  that  which  my  other  three  youngsters  are 
receiving,  one  of  whom  is  in  junior  high  and  the 
other  two  just  ready  to  go  into  junior  high. 


My  oldest  daughter  had  what  I consider  to  be 
a very  light  curriculum.  Homework  was  almost 
unknown.  Within  the  past  two  years,  however, 
in  our  public  schools  there  has  been  a complete 
reversal  of  this  trend;  now  our  homework  be- 
gins at  five  o’clock  and  we  have  trouble  getting 
through  with  it  at  nine-thirty. 

This  is  troublesome  to  the  parents,  but  I think 
it  is  doing  good  for  the  children,  and  it  instills 
in  the  youngsters  an  appreciation  of  work,  a 
desire  for  accomplishment  and  undoubtedly  pro- 
vides a better  foundation  for  some  of  the  long 
courses  of  study,  such  as  those  required  for  medi- 
cine. This  the  students  of  the  last  ten  or  fifteen 
years  didn’t  have.  I think  this  will  have  a signifi- 
cant effect. 

Dr.  Perry  Tollman:  I would  like  to  go  back  to 

the  point  of  increasing  amounts  of  research  and 
the  relation  to  the  teaching  programs  of  the  col- 
leges of  medicine,  and  perhaps  introduce  a bit  of 
of  confusion. 

It  seems  to  me  that  the  emphasis  on  research  has 
had  an  impact  on  teaching  in  a fashion  that  has 
not  been  mentioned  here.  In  relation  to  budget 
support  and  the  development  of  facilities,  the  de- 
velopment of  energetic  research  progiams  has  had 
a cost  to  the  college  and  to  the  university.  Over- 
head allocations  for  research  to  date  have  not  met 
all  of  the  costs,  in  my  estimation,  of  heat,  light, 
power  and  the  maintenance  of  the  plant  generally, 
providing  the  equipment,  seiwices,  accounting,  and 
so  forth,  which  the  university  must  pi’ovide. 

I would  like  to  make  a strong  plea  for  support 
of  the  college  or  university  from  its  noi-mal  sources 
of  supply,  whether  tax  funds  (as  in  our  case)  or 
the  endowments  and  gifts  in  the  case  of  the  private 
universities. 

If  we  are  going  to  maintain  a sound  balance, 
I think  it  is  essential  that  the  normal  support  of 
the  university  be  strengthened.  I would  hope 
there  might  be  a comment  or  two  from  the  panel 
members  as  to  what  feeling  they  may  have  on 
this  relationship  and  the  development  of  programs 
that  we  feel  are  essential. 

Dr.  Wescoe:  I would  like  to  say  a few  words 

about  that,  if  I may,  by  pointing  out  the  experience 
of  the  University  of  Kansas. 

The  total  legislative  appropriation  for  the  Uni- 
versity of  Kansas  School  of  Medicine  for  a biennial 
period  in  the  year  1944  was  the  sum  of  $4C0,000. 
At  that  time  it  became  a matter  of  concern  to  the 
Chancellor  of  the  University.  He  decided  that 
either  there  would  be  a medical  school  of  good  pro- 
portion at  the  University  of  Kansas  or  there 
would  be  none  at  all,  and  he  went  to  the  Legislature 
and  to  the  faculty  of  the  medical  school,  and  they 
went  as  well  to  the  members  of  the  Kansas  Med- 
ical Society. 

As  all  of  you  know,  a great  change  was  wrought. 
The  last  appropriation  for  a one-year  period  for 
the  University  of  Kansas  School  of  Medicine  made 
in  February  of  this  year  totaled  almost  $4,000,000. 

The  people  of  Kansas  decided  they  wanted  a 
good  medical  school.  They  decided  they  wanted 
good  medical  care.  They  were  losing  doctors  in 
the  small  communities,  and  they  decided  they  could 
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not  continue  to  have  those  small  communities  unless 
they  had  health  care. 

What  has  happened  in  that  period  of  time  is 
that  the  average  age  of  the  physician  in  the  smaller 
communities  in  Kansas  has  decreased  over  the  last 
five  years  from  55  to  46.  Young  graduates  of  the 
University  are  out  in  communities  of  2,500  popula- 
tion or  less  in  our  State,  and  to  the  extent  that 
there  is  no  community  in  the  State  of  any  size 
that  is  farther  than  ten  minutes  away  from  a 
physician. 

All  of  this  was  done  by  increasing  the  appropria- 
tions to  the  medical  school,  because  here  is  where 
medical  care  starts.  I think  it  is  to  the  great 
credit  of  the  Kansas  Medical  Society  that  they  in- 
stigated this  move.  They  supported  it  every  step 
of  the  way.  They  stood  behind  the  medical  school 
and  in  many  instances  they  stood  ahead  of  the 
medical  school.  What  is  there  today,  of  which  we 
are  all  proud,  is  the  result  of  their  complete  co- 
operation with  the  University. 

All  of  this  entailed  greater  appropriations,  a 
larger  number  of  students  but,  as  well,  a full-time 
faculty,  and  primarily  in  the  clinical  fields. 

There  was  some  discussion  at  the  beginning  as 
to  whether  there  should  be  full-time  faculty  mem- 
bers of  the  clinical  fields.  Today  the  Kansas  Medi- 
cal Society  wouldn’t  do  without  them,  because  they 
look  upon  the  medical  school  as  their  place  to  refer 
patients,  to  which  patients  can  be  sent,  worked  up 
promptly,  and  sent  home.  They  have  a place  for 
the  patients  to  go.  They  have  close  liaison  and 
communication  with  the  faculty  members  of  the 
medical  school,  and  it  works  out  well  for  the  medi- 
cal profession,  the  medical  school  and  all  the  people 
of  the  State. 

I would  point  out,  however,  that  the  money  that 
really  has  made  the  University  of  Kansas  School 
of  Medicine  has  come  from  the  State  of  Kansas 
through  legislative  appropriations,  and  in  a period 
of  eighteen  years  it  has  changed  from  roughly 
$400,000  for  a biennial  period  to  almost  $4,000,000 
for  a single  annual  period. 

Chairman  Holly:  Are  there  other  questions? 

Chancellor  Hardin,  do  you  want  to  comment  on 
this  general  area  ? 

Dr.  Hardin:  No;  I think  Dr.  Wescoe  covered 

it  very  well. 

Chairman  Holly:  I would  like  to  ask  one  of 
you  two  distinguished  gentlemen,  since  we  have 
talked  about  research  dollars  and  the  aegis  of  get- 
ting this  kind  of  money,  and  since  in  this  State 
we  recognize  that  the  budget  for  the  medical  school 
may  be  a little  skimpy,  and  so  on,  what  your  re- 
action would  be. 

If  we  can’t  get  it  from  the  State,  what  would  be 
your  reaction,  gentlemen,  to  just  a direct  appropri- 
ation from  federal  sources  by  putting  it  into  bricks 
and  mortar?  If  we  can’t  get  it  from  State  sources, 
what  would  be  your  reaction  to  a direct  appropria- 
tion to  the  medical  school  for  general  support  of 
its  operating  budget? 

Dr.  Hardin:  I would  prefer  that  as  long  as  we 

have  needs  on  all  fronts,  any  assistance  come  first 
in  the  physical  facilities  area. 

Dr.  Wescoe:  I agree  with  Chancellor  Hardin 


that  the  great  need  in  most  medical  schools  today 
is  in  the  matter  of  physical  facilities.  Part  of 
this  need  for  physical  facilities  has  resulted  from 
the  amount  of  research  money  that  has  been  pro- 
vided. 

The  fact  of  the  matter  is  that  the  American  Med- 
ical Association  has  always  been  on  record  in  favor 
of  matching  grants  for  facilities.  It  also  has  al- 
ways been  on  record  in  favor  of  money  for  medi- 
cal research;  but  I think  it  is  quite  clear  that  not 
any  one  of  us  really  understands  what  medical  re- 
search has  done  within  the  medical  school  and 
how  much  federal  money  is  already  there. 

We  in  the  Council  are  trying  to  prepare  a re- 
port for  the  House  of  Delegates,  hopefully  to  pre- 
sent to  the  Chicago  meeting  in  June,  a report  on 
research  funds  and  federal  money  in  medical  educa- 
tion today.  If  I can  briefly  give  you  a summai'y 
of  what  that  report  contains,  it  is  this: 

Last  yeai’,  of  all  the  money  that  was  spent  by 
medical  schools  in  the  United  States,  half  was  spent 
in  the  name  of  research;  and  of  that  money,  39 
per  cent  came  from  the  federal  government  and 
amounted  to  approximately  $260,000,000. 

Don’t  kid  yourself  — this  is  support  of  medical 
education,  and  everyone  knows  it.  Dr.  Shannon, 
of  the  National  Institutes  of  Health,  has  recently 
been  under  fire;  he  has  been  grilled  by  a sub- 
committee of  the  Appropriations  Committee  for 
a period  of  three  solid  days,  and  a 144-page  report 
of  his  testimony  has  just  been  published.  He  has 
admitted  that  this  is  federal  aid  to  education,  be- 
cause on  the  grants  that  are  provided  in  research 
are  provided  stipends  for  the  faculty  members  of 
medical  schools,  and  there  is  nothing  wrong  about 
this. 

Medicine  is  a national  problem.  Nebraska  can- 
not solve  its  own  medical  problem  itself  because 
doctors  today  — the  younger  ones  particularly  — 
are  mobile,  and  they  cross  state  lines,  as  do  all  the 
other  people  in  our  population.  If  it  is  a national 
problem  (and  the  armed  services  have  made  it 
this).  We  are  the  only  profession  still  that  must 
serve  as  professional  members  in  the  armed  forces 
after  our  graduation  from  a medical  school,  and 
that  for  a period  of  two  years  — which  legisla- 
tion incidentally,  1 think,  is  unconstitutional,  but 
we  have  never  had  the  courage  to  say  so  and  to 
contest  it.  We  ai-e  the  only  ones  in  that  category. 

It  is  a national  problem,  and  therefore  there  is 
some  sort  of  support  from  the  federal  government 
for  it.  There  have  been  no  strings  attached  to 
this  kind  of  federal  money  in  the  past,  and  I see 
no  reason  to  suspect  that  there  will  be  in  the  fu- 
ture. 

Chairman  Holly:  One  of  the  things  Dr.  Toll- 

man referred  to  was  the  difficulty  that  the  re- 
search dollar  has  imposed  on  the  medical  school, 
particularly  by  its  limitation  on  overhead  which 
accures  to  the  university  — a limitation  to  15 
per  cent. 

I think  our  comptroller  recently  calculated  our 
overhead  on  every  dollar  of  research  money  that 
comes  to  the  University  of  Nebraska,  and  he  ar- 
rived at  a figure  that  is  much  lower  than  most 
universities;  I think  it  came  out  to  26  or  27  per 
cent  or  something  in  that  order. 


February,  1963 


67 


The  National  Science  Foundation  gives  us  about 
a 20  per  cent  overhead.  There  has  been  consider- 
able debate  about  changing  the  N.I.H.  overhead, 
to  raise  it  from  its  present  limitation  of  15  per 
cent. 

Coming  back  to  your  question,  then  Perry,  I 
wonder  if  Chancellor  Hardin  would  like  to  com- 
ment on  his  feelings  as  far  as  the  15  per  cent 
overhead  is  concerned,  and  its  impact  on  univer- 
sity finances. 

Dr.  Hardin:  I think  you  have  explained  the 

problem  very  well.  Dr.  Holly.  I will  just  say  that 
there  isn’t  any  question  about  it,  there  is  some 
subsidy  from  local  resources  going  into  the  fi- 
nancing of  research  where  there  is  this  15  per 
cent  limitation  on  overhead,  and  there  is  currently 
legislation  before  a conference  committee  in  the 
House  and  Senate  on  what  is  going  to  be  done  on 
this. 

It  simply  means  that  as  we  do  expand  and  take 
on  more  of  the  nation’s  responsibility  for  conduct- 
ing medical  research,  and  also  research  in  other 
areas,  if  it  is  going  to  be  done  it  is  going  to  be 
subsidized  from  local  sources,  because  15  per  cent 
is  completely  unrealistic. 

I think  all  of  us  have  been  willing  to  go  ahead 
and  expand  our  research  programs  because  of  their 
importance,  but  I think  we  also  are  reaching  a 
place  where  this  question  has  got  to  be  settled 
realistically. 

Dr.  Coleman:  The  American  Medical  Association 

has  endorsed  the  realistic  allowance  for  the  over- 
head of  administering  research  grants  for  several 
years;  but  Congress  has  been  I'eally  stubborn  on 
this  point,  and  it  is  really  difficult  to  understand 
why  they  have  been  so  stubborn  when  they  ai’e 
willing  to  appropriate  such  large  amounts  of  money 
for  research  purposes. 

I am  sure  all  of  you  are  aware  that  each  year 
for  the  last  several  years  the  Congress  has  appro- 
priated anywhere  from  $50,000,000  to  $250,000,000 
a year  more  than  the  National  Institutes  of  Health 
have  asked  for,  and  so  the  N.I.H.  finds  itself  with 
an  excessive  amount  of  money  each  year  that,  I 
am  told,  they  sometimes  find  difficulty  in  spending. 

I would  like  to  call  your  attention  to  an  editorial 
which  appeared  in  the  Journal  of  the  American 
Medical  Association  on  April  14  of  this  year.  It 
is  on  page  155,  and  if  you  haven’t  read  it  you  might 
well  spend  two  or  three  minutes  to  do  so.  It  is 
entitled,  “Scientism  — A New  Blight.” 

It  makes  the  point  that  in  a medical  school 
there  has  to  be  a proper  balance  between  re- 
search, education,  and  seiwice  to  the  patients  in 
the  univ'ersity  hospital,  and  that  those  people  who 
are  concerned  with  medical  schools  have  to  be 
particularly  careful  that  the  ready  availability  of 
research  funds  does  not  tempt  them  into  the  ac- 
ceptance of  research  funds  which  may  not  be  spent 
wisely,  and  also  research  funds  which,  because  of 
the  15  per  cent  limitation  on  overhead,  may  now 
sop  up  a lot  of  the  so-called  hard  money  of  the 
university  which  comes  from  local  and  state  sup- 
port and  from  medical  students’  tuition,  and  so  on. 


and  thereby  impair  the  fiscal  operation  of  the 
medical  school 

Dr.  Benson:  How  does  the  panel  suggest  that 

gifted  teachers  in  the  basic  sciences  be  recruited? 

Chairman  Holly:  Dr.  Wescoe,  since  you  were  in 

pharmacology  and  taught  in  the  basic  sciences,  per- 
haps you  would  like  to  tackle  that  question. 

Dr.  Wescoe:  I think  the  answer  in  this  case 
is  the  same  as  it  is  in  many  other  fields  — that 
men  are  recruited  into  these  areas  because  of  the 
dedication  of  those  people  who  are  ah'eady  within 
them,  who  by  their  own  precept  attract  people 
into  the  field. 

It  is  rather  ridiculous  how  I got  into  pharma- 
cology. I was  a clinical  clerk  on  a medical  floor 
during  the  time  that  British  anti-Lewisite  was  be- 
ing tried  out  as  an  anti-arsenical  agent,  and  I 
delivered  a 24-hour  sample  of  urine  to  the  pharma- 
cology laboratory. 

“What  are  you  doing?”  I asked. 

“This  is  what  I am  doing.  Why  don’t  you  stay 
around  and  help?” 

I did,  and  for  twenty  years.  I did  it  because 
he  was  interested  in  me. 

There  isn’t  any  other  way  to  do  it.  You  can’t 
hold  out  scholarships  alone;  you  can’t  hold  out  the 
opportunity  for  monetary  support  alone.  It  takes 
the  people  within  the  field  to  attract  people  because 
of  what  they  have  been  doing. 

Let  me  say  a word  more.  Yesterday  in  Abilene, 
when  we  dedicated  the  Eisenhower  Library,  I had 
an  opportunity  to  speak  to  three  of  the  six  members 
of  the  Kansas  congressional  delegation,  to  the 
two  United  States  Senators  from  Kansas,  and  to 
the  Vice  President  of  the  United  States  as  well. 
Particularly  was  I interested  in  talking  to  our  own 
representatives  in  the  Congi-ess,  because  they 
agreed  that  medicine  does  a lot  of  talking  at 
home  about  these  things  and  then  does  very  little 
about  it  at  the  legislative  level;  that  we  leave 
everything  in  the  hands  of  our  delegated  people  in 
the  headquarters  office  of  the  A.M.A.,  and  veiy 
few  of  us  ever  take  the  responsibility  of  putting  pen 
in  hand  or  telephone  to  ear  to  talk  to  people  in 
Congress  and  tell  them  what  it  is  we  want;  and 
that  when  they  mn  for  election  as  our  friends 
we  support  them  in  a niggardly  and  misei’ly 
fashion. 

I talked  to  one  of  these  young  men,  whom  I 
know  very  well,  who  was  really  basically  respon- 
sible for  the  Kansas  Medical  Society  having  passed 
a new  healing  arts  law  in  the  State  of  Kansas  to 
resolve  some  of  our  difficulties.  He  really  battled 
for  us,  and  then  he  decided  he  would  nin  for  Con- 
gress. He  ran  against  a man  who  had  battled 

against  us  in  the  State  Legislature,  and  $35  was 
contributed  by  physicians  for  his  campaign  fund. 
We  let  him  down,  and  we  consistently  let  down 
our  friends  because  we  are  vocal  in  places  like  this, 
and  we  are  awfully  quiet  when  it  comes  either  to 
putting  money  on  the  line  to  get  a man  elected 
or  to  give  him  advice  and  counsel  when  he  is 
ready  to  vote  on  the  bill.  (Applause). 
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PARENTAL  REACTION  to  a 
Clinic  for  the 

Evaluation  of  the  Mentally  Retarded 


Today  approximately  five  mil- 
lion persons  in  this  country  are 
considered  to  be  mentally  re- 
tarded. Of  these  five  million,  seventy  to 
eighty  per  cent  are  classified  as  being  mild- 
ly retarded.  Only  five  to  ten  per  cent  of 
the  mentally  retarded  are  in  institutions 
at  the  present  time.  In  1970,  it  is  estimated 
that  there  will  be  one  million  more  retarded 
persons  in  this  country  and  over  half  will 
be  children  under  nine  years  of  age.  Con- 
sequently, it  is  best  to  make  a diagnosis  at 
the  earliest  age  so  the  parents  of  these  chil- 
dren may  be  given  a plan  of  management 
in  order  that  the  children  develop  to  the  full- 
est extent  of  their  abilities. 

The  need  for  centers  for  the  diagnosis 
and  evaluation  of  the  mentally  retarded  was 
first  recognized  by  a group  of  parents  in 
New  York.  Through  their  efforts  and  the 
efforts  of  a few  interested  members  of  the 
medical  profession,  a clinic.  Flower  Fifth 
Avenue  Clinic,  was  established  in  New 
York  in  1950.  The  purpose  of  this  clinic 
was  for  the  diagnosis,  evaluation,  training, 
and  guidance  of  mentally  retarded  chil- 
dren and  their  families.  Since  1950,  numer- 
ous other  clinics  of  this  type  have  been  es- 
tablished with  both  state  and  private  funds. 
In  1955,  Federal  funds  were  made  available 
by  Congressional  appropriation  to  the  Chil- 
dren’s Bureau  for  the  establishment  of  spe- 
cial mental  retardation  clinics.  In  the  1960- 
listing  there  are  eighty-three  clinical  facili- 
ties available  for  the  mentally  retarded.  In 
1961,  forty-nine  states  had  special  demon- 
strations, service,  or  training  mental  re- 
tardation programs.^ 

In  July,  1958,  the  Mental  Retardation 
Pilot,  Screening,  and  Treatment  Unit  for 
the  Mentally  Retarded*  was  established  at 
the  Nebraska  Psychiatric  Institute.  The 
original  purpose  of  the  project  was  for  the 
study,  diagnosis,  and  treatment  of  children 
under  six  years  of  age  who  had  tentatively 
been  regarded  as  having  intellectual  defi- 
ciency. These  children  were  referred  from 
various  sources,  such  as  county  judges,  gen- 
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eral  practitioners,  pediatricians,  and  county 
welfare  workers.  The  children  are  evaluat- 
ed on  either  an  out-patient  or  in-patient 
basis  depending  on  the  circumstances  in  the 
individual  case. 

The  multidiscipline  method  is  used.  Each 
child  seen  at  the  project  is  evaluated  by  a 
team  consisting  of  a pediatrician,  psychia- 
trist, neurologist,  psychologist,  and  a social 
worker.  Medical  students  and  residents  from 
the  various  disciplines  such  as  medicine, 
pediatrics,  and  psychiatry  participate  ac- 
tively in  the  Mental  Retardation  Project. 
The  patient  receives  routine  laboratory  tests 
consisting  of ; complete  blood  count ; urin- 
alysis, including  test  for  phenylketonuria; 
blood  serology;  X rays  of  the  skull,  chest, 
pelvis,  and  wrist;  and  an  electroencephalo- 
gram. Any  additional  studies  that  are  need- 
ed are  obtained  from  the  University  of  Ne- 
braska Medical  Center. 

After  the  examinations  and  tests  are  com- 
pleted, a staff  conference  is  held  and  a diag- 
nosis and  recommendations  are  made.  These 
findings  are  relayed  to  the  parents  by  means 
of  interpretation-interviews  by  one  of  the 
staff  members  who  was  involved  in  the  ex- 
amination of  the  child.  A minimum  of  one 
hour  is  devoted  to  the  interpretation  period 
with  the  parents.  An  explanatory  letter 
and  case  summary  is  sent  to  the  referral 
source  and  the  family  physician  in  order  to 
better  implement  the  findings  for  recom- 
mendations at  the  community  level.  All 
cases  are  followed  periodically  according  to 
their  varying  needs  and  to  research  interest 
of  the  staff.  Every  effort  is  made  to  co- 
operate with  the  existing  social  and  medical 
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agencies  so  as  to  provide  a comprehensive 
and  continuous  plan  of  treatment  and  reha- 
bilitation for  the  child. 

The  purpose  of  this  study  was  to  ascer- 
tain if  the  Mental  Retardation  Project  was 
satisfying  the  needs  of  the  family  of  the 
mentally  retarded  child  presented  for  evalu- 
ation and  to  evaluate  the  effectiveness  of 
the  services  rendered.  Because  parents  have 
vivid  and  intense  feelings  regarding  a defi- 
cit in  their  children,  it  was  proposed  that  a 
study  of  parental  reaction  to  the  Project 
would  help  the  staff  acquire  a better  under- 
standing and  insight  into  the  families  of 
the  children  who  were  evaluated.  If  the 
staff  is  more  competent  in  satisfying  the 
needs  of  these  families,  they  will  have  in- 
directly helped  the  child  take  a major  step 
forward  toward  the  fullest  development  of 
his  or  her  abilities. 

Several  methods  were  considered,  such 
as  personal  interviews  with  parents  in 
their  homes,  or  having  a staff  member  fol- 
low the  family.  However,  these  methods 
were  discarded  as  being  too  costly  and  time 
consuming  for  the  amount  of  money  and 
staff  available.  Therefore  the  questionnaire 
was  chosen  as  the  method  of  choice  even 
though  it  has  numerous  limitations.  The 
questionnaire  was  made  up  of  eighteen 
items  which  include  questions  regarding  the 
physical  examination,  special  tests,  interpre- 
tation-sessions, present  location  of  the  child, 
local  facilities,  and  parent  gi’oups,  educa- 
tional status  of  the  parents,  and,  finally, 
any  suggestions  to  improve  our  service.  A 
letter  of  explanation  was  included  with  the 
questionnaire  explaining  the  purpose  of  the 
study  and  asking  the  fullest  cooperation  of 
the  parents  in  answering  each  item  to  the 
best  of  their  ability.  Each  parent  was  asked 
to  sign  the  questionnaire  so  the  results  of 
answers  from  the  questionnaires  could  be 
correlated  with  the  records  of  the  children 
who  had  been  evaluated  at  the  Mental  Re- 
tardation Project.  The  clinical  record  of 
each  child  whose  parents  returned  a ques- 
tionnaire was  reviewed.  The  following  in- 
formation was  obtained  from  each  child’s 
record : age  at  the  time  of  the  examination ; 
degree  of  retardation ; education  of  the 
father;  income  of  the  family;  urban  or 
rural ; and  the  number  of  siblings  in  the 
family. 

A review  of  the  literature  from  January, 
1957,  to  January,  1962,  revealed  that  only 
five  similar  studies  had  been  conducted. 


These  five  studies  included  onlj'^  a portion 
of  the  information  we  attempted  to  ob- 
tain with  our  study.  A study  by  CaldwelP 
and  another  bj’  Kaplan®  resembled  our  study 
in  that  they  used  the  questionnaire  method 
and  also  obtained  much  the  same  informa- 
tion. A study  by  Koch^  and  one  by  Gra- 
like®  evaluated  only  parental  satisfaction 
with  the  medical  care  of  the  handicapped 
child  and  the  initial  reactions  and  concerns 
of  parents  to  a diagnosis  of  mental  retarda- 
tion, respectively.  Another  study  Avhich  was 
done  by  Haskell®  was  similar  in  the  data  he 
obtained.  However,  he  obtained  his  data 
from  home  visits  by  a social  worker  and 
visiting  nurses. 

A total  of  313  questionnaires  Avere  sent  to 
the  parents  Avhose  children  had  been  evalu- 
ated at  the  Mental  Retardation  Project  from 
July  22,  1958,  to  December  1,  1961.  TAven- 
ty-two  of  the  questionnaires  AA^ere  returned 
because  of  no  foi’Avarding  address.  One  hun- 
dred and  seventy-fiA"e  completed  question- 
naires Avere  returned,  a 60  per  cent  return. 
Three  of  these  Avere  returned  by  social 
agencies.  Thus  a total  of  173  questioiinaires 
Avere  used  to  evaluate  the  parental  responses. 
Five  questionnaires  AA^ere  returned  unsigned 
and  tAA’o  clinical  records  could  not  be  found. 
Thus,  165  questionnaires  Avere  correlated 
Avith  data  from  the  clinical  records. 

Table  1 shoAvs  the  parental  response  to 
the  questions  asked. 

Dissatisfaction  appeared  to  center  on  the 
lack  of  information  concerning  the  tests  and 
examinations  performed  on  the  child  during 
the  evaluation.  It  is  remarkable  that  only 
tAvo  of  the  parents  complained  that  their 
child  AA'as  apprehensiA^e  during  the  examina- 
tion period  Avhich  probably  reflects  favor- 
ably on  the  ability  of  the  staff  in  handling 
these  handicapped  children.  The  17  per 
cent  and  10  per  cent  negative  replies  in 
Items  4 and  5 probably  indicate  that  more 
effort  should  be  made  by  the  staff  in  this 
area  and  perhaps  interpretations  done  in 
seA^eral  intervieAvs  as  it  is  difficult  for  par- 
ents in  one  interpretation-intervieAv  to  rec- 
ognize and  express  the  many  hidden  anx- 
ieties they  may  have  concerning  their  child. 
It  is  also  apparent  that  a number  of  par- 
ents Avould  appreciate  the  opportunity  to 
speak  to  other  members  of  the  staff  Avho 
had  helped  evaluate  their  children.  The  neg- 
atiA’e  responses  to  Items  8 and  9 indicate  an 
overall  reaction  of  the  parents  in  regard  to 
the  physician’s  interpretation  and  discussion 
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TABLE  1 


ITEM  1.  Did  you  consider  the  examination  of 
your  child  adequate  and  thorough  ? 


Yes  82% 

No  5% 

Others  13% 


series  of  examinations  and  tests? 

Yes 91% 

No  1% 

Others  8% 


those  examining  him  or  her? 

Yes  91% 

No  1% 

Others  8% 


ITEM  4.  If  you  came  back  to  NPI  for  the  ex- 
planation of  the  findings  regarding  your  child, 
did  you  feel  you  had  a better  understanding 
of  your  child’s  behavior  and  development? 

Yes  83% 

No  17% 


ITEM  5.  Did  you  feel  that  enough  time  was 
spent  with  you  at  the  time  of  the  explanation? 


Yes  80% 

No  10% 

Others  10% 


ITEM  6.  Did  you  feel  that  you  would  have 
liked  additional  appointments  with  the  doc- 
tor who  explained  the  findings  to  you? 


Yes  31% 

No  57% 

Others  12% 


ITEM  7.  Would  you  have  liked  to  talk  to  some 
of  the  other  people  who  examined  or  tested 
your  child  when  you  came  in  for  explanation 
of  the  findings  on  your  child? 


Yes  47% 

No  42% 

Others  11% 


ITEM  8.  If  you  came  back  to  NPI  for  your 
explanation  of  the  findings  regarding  your 
child,  were  your  questions  answered?  (143 
did  return  to  NPI). 

Yes  82% 

No  18% 


ITEM  9.  If  you  went  to  your  local  doctor  for 
the  explanation  were  your  questions  answered? 


Yes  73% 

No  24% 

No  answer 3% 


ITEM  10.  Would  you  have  liked  to  have  been 
given  some  pamphlets  explaining  the  various 
aspects  of  mental  retardation  and  other  handi- 
capping conditions  while  you  were  here? 


Yes  79% 

No  11% 

Others  10% 


ITEM  11.  As  parents  of  a handicapped  child, 
have  you  found  an  organization  such  as  the 
National  Association  of  Retarded  Children  in 
your  community? 


Yes  28% 

No  60% 

Others  12% 


ITEM  12.  As  a result  of  the  explanation  of 
the  findings  about  your  child,  were  you  able 
to  better  explain  your  child’s  problems  to  the 
other  members  of  the  family? 


Yes  71% 

No  15% 

Others  14% 


of  the  diagnosis  and  recommendations.  The 
criticisms  the  parents  reported  were,  “He 
was  too  blunt,”  and  “He  was  not  diplo- 
matic.” It  appears  that  how  the  parents 
are  told  is  as  important  as  whxit  they  are 
told. 

The  majority  of  the  parents  would  like 
to  receive  more  literature  concerning  the 
various  aspects  of  mental  retardation  and  to 
have  organizations  such  as  the  National  As- 
sociation of  Retarded  Children  developed  in 
the  local  community. 

Item  13  of  the  questionnaire  asked  the 
parents  for  suggestions  to  make  our  service 
more  helpful.  Table  2 lists  the  responses 
to  this  question. 


TABLE  2 

ITEM  13.  SUGGESTIONS  OF  THE  PARENTS 
TO  IMPROVE  SERVICES 


115  had  suggestions  66% 

26  had  no  suggestions  15% 

32  no  answer 19% 


Sixty-six  per  cent  had  suggestions.  The 
major  areas  regarding  suggestions  were: 
More  information  on  the  management  of 
the  handicapped  child,  more  frequent  fol- 
low-up evaluations,  more  detailed  reports 
and  more  literature  regarding  the  handi- 
capped child.  Further  suggestions  were 
made  regarding  a prognosis  on  the  basis 
of  the  child’s  ability,  planning  for  the 
child’s  training,  and  the  rendering  of  direct 
services  such  as  speech  therapy,  and  so 
forth;  and  lastly,  to  obtain  cooperation  of 
existing  community  facilities  to  work  on 
such  aspects  as  recreation  centers,  nursery 
schools,  and  so  forth. 

Item  14  of  the  questionnaire  asked  what 
aspects  of  the  Mental  Retardation  Project 
were  particularly  helpful  or  worthwhile. 
Table  3 lists  the  responses  to  this  question : 


TABLE  3 


Yes  49% 

No  5% 

No  answer 46% 


The  contacts  which  were  listed  as  being 
most  helpful  were  the  explanations  of  the 
findings  by  the  staff  and  reception  of  the 
parents  by  the  courteous  and  cooperative 
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personnel  of  the  Mental  Retardation  Project. 
It  appears  that  the  parents  were  impressed 
by  the  simple  fact  that  someone  was  inter- 
ested in  their  problem  and  wanted  to  help 
them  find  a solution.  Again  it  brings  to 
light  the  importance  of  Gralike’s  observa- 
tion^  that  many  times  it’s  not  what  the  par- 
ents are  told  concerning  their  child  but  how 
they  are  told. 

Item  15  asked  the  parents  where  their 
child  was  at  the  present  time.  The  responses 
are  listed  in  table  4.  Approximately  one- 
half  of  the  children  were  in  their  own  homes 
and  over  one-third  were  in  institutions. 


TABLE  4 

PRESENT  LOCATION  OF  THE  CHILD 


Home  52% 

Institutions  36% 

Deceased  8% 

No  answer 3% 

Foster  Homes  1% 


Item  16  asked  the  parents  if  their  child  was 
in  school,  and  if  so,  what  type. 

Number 


No  answer  64 

30  school  age 
34  not  school  age 

Institutions  62 

Public  School 22 

Special  School 14 

Deceased  13 


Item  16  asked  the  parents  if  their  child 
was  in  school,  and  if  so,  what  type. 

Only  thirty-six  children  were  in  a public 
or  special  school. 

Items  17  and  18  were  questions  asking  the 
highest  educational  level  of  the  parents. 
This  information  was  used  in  correlating 
parental  satisfaction  as  outlined  below. 

The  evaluation  records  of  each  child 
whose  parents  had  returned  a completed 
questionnaire  were  reviewed  and  the  fol- 
lowing information  was  obtained : degree  of 
retardation;  age  of  the  child  at  the  time  of 
exam;  education  of  the  father;  number  of 
siblings  in  the  family;  urban  or  rural  homes. 
This  information  was  then  correlated  with 
the  five  point  scale  of  parental  satisfaction 
depending  upon  the  number  of  favorable  re- 
sponses to  the  first  14  items  of  the  ques- 
tionnaire. The  scale  of  satisfaction  and  de- 
gree of  satisfaction  are  listed  in  table  5. 

The  distribution  of  the  rating  of  the  ques- 


TABLE 5 

RESULTS  OF  THE  TABULATIONS  OF 
THE  QUESTIONNAIRES  AS  TO 
DEGREE  OF  SATISFACTION 

(Figures  pertain  to  total  of  165  clinical  records) 

Number  of  Per- 

Degree  of  Satisfaction  Questionnaires  centages 

Strong  Satisfaction 

(8-11  favorable)  responses 100  61% 

Mild  Satisfaction 

(6-7  favorable)  responses 33  20% 

Neutral 

(5  favorable  responses) 20  12% 

Mild  Dissatisfaction  8 5% 

Strong  Dissatisfaction 

(0-2  favorable)  responses 4 2% 

Total  165  100% 


tionnaires  as  to  the  degree  of  satisfaction 
was  J-shaped  in  our  study.  In  the  study  by 
CaldwelF  the  same  results  were  demonstrat- 
ed. It  is  evident  that  the  parents  of  the 
children  which  were  evaluated  at  the  Mental 
Retardation  Project  reacted  with  strong 
feeling  in  one  way  or  another,  but  rarely  in 
a neutral  fashion.  Eighty-one  per  cent  of 
the  questionnaires  were  listed  in  the  defin- 
itely or  mildly  satisfied  classification,  twelve 
per  cent  as  neutral,  and  seven  per  cent  as 
definitely  dissatisfied. 

The  families  in  the  five  classifications  of 
satisfaction  were  divided  as  to:  degree  of 
retardation;  age  at  the  time  of  the  exam; 
education  of  the  father;  income  of  the  fam- 
ily; number  of  siblings;  and  population  of 
the  area  of  the  family  residence.  Due  to 
the  small  percentage  of  dissatisfied  re- 
sponses, seven  per  cent,  no  definite  correla- 
tion could  be  made  with  the  above  named 
family  characteristics.  However,  the  twelve 
responses  indicating  dissatisfaction  w ere 
from  parents  of  children,  on  the  average  of 
one  year  older,  than  the  satisfied  responses 
as  shown  in  table  6. 


Degree  of 

TABLE 

6 

Average  Age 

Parental 

No 

Per- 

Satisfaction 

Response 

centage 

of  Child 

Satisfied 

133 

81% 

3.0  years 

Neutral 

20 

12% 

3.1  years 

Dissatisfied 

12 

7% 

4.2  years 

Five  questionnaires  were  returned  com- 
pleted but  unsigned.  Four  were  in  the  mild- 
ly satisfied  group  and  one  in  the  strong 
satisfaction  group.  No  explanation  for  the 
fact  that  these  questionnaires  were  returned 
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unsigned  can  be  postulated  other  than  the 
fact  that  these  five  parents  didn’t  under- 
stand the  instructions  with  the  question- 
naire. 

A review  of  the  twelve  questionnaires  re- 
turned by  the  divorced  or  separated  parents 
was  made.  It  was  postulated  that  there 
might  be  a tendency  in  those  with  marital 
strife  to  be  dissatisfied  with  the  seiwices 
of  the  Mental  Retardation  Project.  Ten 
questionnaires  qualified  for  the  “mild  and 
definite  satisfaction”  classification.  This 
compared  to  the  overall  distribution  of  ques- 
tionnaires on  the  scale  of  satisfaction.  Two 
questionnaires  were  classified  as  “dissatis- 
fied.” 

This  paper  represents  an  analysis  of  par- 
ental reaction  of  children  who  have  been 
evaluated  at  the  Mental  Retardation  Project 
of  the  Nebraska  Psychiatric  Institute,  using 
the  multidiscipline  approach.  The  period 
covered  is  from  July  22,  1958,  to  December 
1,  1961. 

The  method  used  in  this  analysis  was 
that  of  a questionnaire.  A total  of  313 
questionnaires  were  sent  to  the  parents. 
The  following  graph  represents  the  number 
of  completed  questionnaires  which  were  re- 
turned : 


Retunied  complete 

questionnaires  ....  ■■■ 
60% 

Questionnnaires  not 
returned 

33% 

Address  unknown  . . . 

7% 


Eighty  per  cent  of  the  parents  considered 
the  examination  of  their  child  to  be  ade- 
quate. Ninety-one  per  cent  were  satisfied 
with  the  handling  of  their  child.  Eighty- 
three  per  cent  felt  the  interpretation-period 
was  adequate.  Seventy-three  per  cent  were 
satisfied  with  the  explanation  of  the  find- 
ings by  their  local  physician  and  79  per  cent 
would  have  liked  some  literature  on  the  type 
of  tests  that  were  performed  on  their  chil- 
dren. The  areas  of  dissatisfaction  which 
were  involved  were;  The  lack  of  informat- 
tion  concerning  the  types  of  tests,  too  short 
a period  for  interpretation;  and  the  lack 
of  general  information  concerning  the  care 
of  the  handicapped  child.  The  suggestions 


that  the  parents  had  concerning  the  serv- 
ices of  the  project  were:  more  frequent 

follow-up  visits;  more  detailed  and  written 
reports  which  would  be  sent  to  the  parents 
prior  to  their  return  for  the  evaluation 
period;  and  more  literature  concerning 
handicapped  children.  The  following  areas 
were  most  helpful  to  the  parents:  the  ex- 
planations of  the  findings  by  the  staff 
members ; the  courteous  and  cooperative  per- 
sonnel of  the  project;  and  the  fact  that  a 
positive  diagnosis  was  made.  The  general 
degree  of  satisfaction  was  tabulated  on  a 
five  point  scale,  with  the  following  results: 

a.  81  per  cent  in  the  definitely  and  mild- 
ly satisfied  classification. 

b.  12  per  cent  neutral  classification. 

c.  7 per  cent  in  the  definitely  and  mild- 
ly dissatisfied  classification. 

Due  to  the  small  number  of  responses  in- 
dicating dissatisfaction,  the  family  charac- 
teristics such  as : degree  of  retardation ; 

age  of  the  child  at  the  time  of  the  examina- 
tion; education  of  the  father;  income  of  the 
family ; urban  or  rural ; divorced  parents ; 
number  of  siblings  demonstrated  no  correla- 
tion with  the  degree  of  parental  satisfaction 
with  the  Mental  Retardation  Project. 

Summary 

The  multidiscipline  approach  used  by  the 
Mental  Retardation  Project  of  the  Nebraska 
Psychiatric  Institute  has  proven  to  be  an  ef- 
fective method  of  evaluating  children  re- 
ferred for  mental  retardation  of  other  de- 
velopmental deviations  and  producing  a high 
degree  of  parental  satisfaction. 
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SPECIAL  ARTICLE  3 


Let's  Start  Raising  Hath 


Long  before  the  prophet,  Jere- 
miah, uttered  his  lamentation 
about  the  evil  behavior  of  the 
Children  of  Israel,  the  world  had  seen  many 
calamity-howlers.  We  have  cunieform  tab- 
lets describing  the  moral  decay  of  Babylon 
and  Chaldea.  We  have  hieroglyphic  in- 
scriptions predicting  that  Osiris  and  Ra 
will  smite  the  Egyptians  for  their  wicked- 
ness. And  so  when  I rise  today  and  make 
some  comments  about  the  moral  climate  of 
America,  and  about  our  responsibilities 
therefor  as  temporary  custodians  of  Amer- 
ica’s press,  I speak  in  a very  old  tradition. 

The  calamity  howler ! It  is  customary 
to  dismiss  such  fogeyism  as  I am  about  to 
display  with  a tolerant  laugh.  For  while  it 
was  freely  predicted  all  through  the  ages 
that  the  world  was  going  to  Hell,  it  hasn’t 
gone  to  Hell  yet.  Who  can  deny  that  in 
practically  all  the  crafts  and  certainly  all 
the  sciences  we  are  farther  advanced  than 
we  ever  have  been?  Why  not  be  cheerfully 
optimistic? 

I think  I can  tell  you  why.  Human  prog- 
ress has  never  been  steady.  It  has  washed 
back  and  forth  like  waves  upon  a beach. 
Happily,  there  has  also  been  an  incoming 
tide,  so  the  waves  have  washed  higher  and 
higher  as  each  great  civilization  came  on. 

But  the  pathway  of  history  is  littered 
with  the  bones  of  dead  states  and  fallen  em- 
pires. And  they  were  not,  in  most  cases, 
promptly  replaced  by  something  better. 
Nearly  a thousand  years  elapsed  between 
the  fall  of  Western  Rome  and  the  rise  of 
the  Renaissance,  and  in  between  we  had 
the  Dark  Ages  in  which  nearly  all  of  man’s 
institutions  were  inferior  to  those  which 
had  gone  before.  I don’t  want  my  children’s 
children  to  go  through  a couple  of  centuries 
of  dialectic  materialism  before  the  sun 
comes  up  again. 

So  the  Jeremiahs  haven’t  been  so  wrong, 
after  all.  It  is  sad  to  watch  the  beginnings 
of  decay.  It  is  sad  to  see  an  Age  of  Pericles 
replaced  by  the  drunken  riots  of  Alcibiades. 
There  was,  indeed,  just  cause  for  gloom 
when  into  the  palaces  of  the  Caesars  went 
Nero  and  Caligula,  and  when  the  once-noble 
Praetorian  Guard  became  a gang  of  assas- 
sins willing  to  sell  the  throne  to  the  high- 
est bidder. 


JENKIN  LLOYD  JONES 
Tulsa.  Oklahoma 


Alaric’s  Goths  finally  poured  over  the 
walls  of  Rome.  But  it  was  not  that  the 
walls  were  low.  It  was  that  Rome,  itself, 
was  low.  The  sensual  life  of  Pompeii,  the 
orgies  on  Lake  Trasimene,  the  gradually 
weakened  fibre  of  a once  self-disciplined 
people  that  reduced  them  at  last  to  seeking 
safety  in  mercenaries  and  the  payment  of 
tribute  — all  these  brought  Rome  down. 
She  went  down  too  early.  She  had  much  to 
teach  the  world. 

We  have  much  to  teach 

And  so,  ladies  and  gentlemen,  I look  up- 
on our  own  country  and  much  that  I see 
disturbs  me.  But  we  are  a gi’eat  people. 
We  have  a noble  tradition.  We  have  much 
to  teach  the  world,  and  if  America  should 
go  down  soon  it  would  be  too  early. 

One  thing  is  certain.  We  shall  be  given 
no  centuries  for  a liesurely  and  comfortable 
decay.  We  have  an  enemy  now  — remorse- 
less, crude,  brutal  and  cocky.  However 
much  the  leaders  of  the  Communist  conspir- 
acy may  lie  to  their  subjects  about  our  mo- 
tives, about  our  conditions  of  prosperity, 
about  our  policies  and  aims,  one  thing  they 
believe  themselves  implicitly  — and  that  is 
that  we  are  in  an  advanced  state  of  moral 
decline. 

When  Nikita  Krushchev  visited  Holljwmod 
he  was  shown  only  one  movie  set,  that  of 
a wild  dance  scene  in  Can-Can.  He  said 
it  represented  decadence  and  I am  sure  he 
really  thought  so.  It  is  a dogma  of  current 
Communist  faith  that  America  is  Sodom 
and  Gomorrah,  ripening  for  the  kill. 

Do  you  know  what  scares  me  about  the 
Communists?  It  is  not  their  political  sys- 
tem, which  is  primitive  and  savage.  It  is 
not  their  economic  system,  which  works  so 
badly  that  progress  in  a few  directions  is 
purchased  at  the  price  of  progress  in  all 
the  rest.  It  is  their  puritanism.  It  is  their 
dedication  and  self-sacrifice. 

‘This  is  the  text  of  an  address  Mr.  Jones  gave  at  the 
Alabama  Press  Association  convention  in  Birmingham  Febru- 
ary 9.  Reprinted  from  the  Rocky  Mountain  Medical  Journal 
by  permission. 
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It  does  no  good  to  comfort  ourselves  with 
the  reflection  that  these  are  products  of  end- 
less brainwashings,  of  incessant  propaganda, 
of  deprivation  by  censorship  and  jamming 
of  counter-information  and  contrary  argu- 
ments. The  dedication  is  there.  The  confi- 
dence that  they  are  morally  superior  is  there. 

The  naive  questions  of  your  In-tourist 
guide  reveal  only  too  quickly  that  she  is 
talking  to  a self-indulgent  fop  from  the 
court  of  some  latter-day  Louis  XIV.  In  the 
school  yard  the  children  rush  up  to  show  you, 
not  their  yo-yos,  but  their  scholarship  med- 
als. And  when  you  offer  them  new  Lincoln 
pennies  as  souvenirs  they  rip  off  their  little 
Young  Pioneer  buttons  and  hand  them  to 
you,  proud  that  they  are  not  taking  gifts, 
but  are  making  a fair  exchange. 

The  Russian  stage  is  as  austere  as  the 
Victorian  stage.  Russian  literature  may  be 
corny  but  it  is  clean,  and  it  glorifies  the 
Russian  people  and  exudes  optimism  and 
promise.  Russian  art  is  stiffly  representa- 
tional, but  the  paintings  and  the  sculpture 
strive  to  depict  beauty  and  heroism  — Rus- 
sian beauty,  of  course,  and  Russian  heroism. 

And  what  of  us? 

Well,  ladies  and  gentlemen,  let’s  take 
them  one  at  a time. 

For  us:  life  adjustment 

We  are  now  at  the  end  of  the  third  decade 
of  the  national  insanity  known  as  “progres- 
sive education.”  This  was  the  education 
where  everybody  passes,  where  the  report 
cards  were  noncommittal  lest  the  failure  be 
faced  with  the  fact  of  his  failure,  where  all 
moved  at  a snail  pace  like  a transatlantic 
convoy  so  that  the  slowest  need  not  be  left 
behind,  and  all  proceeded  toward  adulthood 
in  the  lockstep  of  “togetherness.”  Thus  the 
competition  that  breeds  excellence  was  to  be 
sacrificed  for  the  benefit  of  something  called 
“life  adjustment.” 

With  what  results?  We  have  watched 
juvenile  delinquency  climb  steadily.  We  have 
produced  tens  of  thousands  of  high  school 
graduates  who  move  their  lips  as  they  read 
and  cannot  write  a coherent  paragraph. 
While  our  Russian  contemporaries,  who  were 
supposed  to  be  dedicated  to  the  mass  man, 
have  been  busy  constructing  an  elite  we 
have  been  engaged  in  the  wholesale  produc- 
tion of  mediocrity.  What  a switch! 

When  was  the  last  time  you,  as  editors 


and  publishers,  examined  the  curricula  of 
your  local  schools?  How  did  your  schools 
rank  on  the  standardized  Iowa  tests?  When 
have  you  looked  at  your  schools’  report 
cards  and  the  philosophy  behind  their  grad- 
ing system  ? Have  you  asked  to  examine  any 
senior  English  themes?  Have  you  offei’ed 
any  recognition  to  your  schools’  best  schol- 
ars to  compare  with  the  recognition  you 
accord  your  schools’  best  football  players? 

For  the  funny  thing  about  “progressive 
educators”  is  that  theory  vanishes  when  the 
referee’s  whistle  blows  for  the  kickoff.  In 
the  classroom  they  pretend  to  grade  subjec- 
tively, against  the  student’s  supposed  ca- 
pacity, lest  he  be  humiliatel  by  natural  in- 
adequacy. But  on  the  football  field  they 
never  put  on  a one-legged  halfback  on  the 
theory  that,  considering  his  disability,  he’s 
a great  halfback.  They  put  in  the  best 
halfback  they’ve  got,  period.  The  ungifted 
sit  on  the  bench  or  back  in  the  stands  even 
though  they,  too,  might  thirst  for  glory. 
If  our  schools  were  as  anxious  to  turn  out 
brains  as  they  are  to  turn  out  winning 
football  teams  this  strange  contradiction 
wouldn’t  exist. 

Discipline  rejected 

Having  neglected  discipline  in  education 
it  was  quite  logical  that  we  should  reject 
disciplines  in  art.  The  great  painters  and 
sculptors  of  the  past  studied  anatomy  so 
diligently  that  they  often  indulged  in  their 
own  body-snatching.  And  today,  after 
many  centuries,  we  stare  at  the  ceiling  of  the 
Sistine  Chapel  or  at  the  walls  of  the  Reichs- 
musee  and  marvel  at  their  works. 

But  this  self-discipline  is  of  little  concern 
to  the  modern  nonobjective  painter.  All  he 
needs  is  pigment  and  press  agent.  He  can 
throw  colors  at  a canvas  and  the  art  world 
will  discover  him.  He  can  stick  bits  of 
glass,  old  rags,  and  quids  of  used  chewing 
tobacco  on  a board  and  he  is  a social  critic. 
He  can  drive  a car  back  and  forth  in  pools 
of  paint  and  Life  magazine  will  write  him 
up. 

Talent  is  for  squares.  What  you  need  is 
vast  effrontery.  If  you  undertake  to  paint 
a cow  it  must  look  something  like  a cow. 
That  takes  at  least  a sign-painter’s  ability. 
But  you  can  claim  to  paint  a picture  of  your 
psyche  and  no  matter  what  the  result,  who 
is  to  say  what  your  psyche  looks  like?  So 
our  museums  are  filled  with  daubs  being 
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stared  at  by  confused  citizens  who  haven’t 
the  guts  to  admit  they  ax*e  confused. 

But  the  Age-of-Fakery  in  art  is  a mild 
cross  that  American  civilization  bears.  Much 
more  serious  is  our  collapse  of  moral  stand- 
ards and  the  blunting  of  our  capacity  for 
righteous  indignation. 

Our  Puritan  ancestors  were  preoccupied 
with  sin.  They  were  too  preoccupied  with 
it.  They  were  hag-ridden  and  guilt-ridden 
and  theirs  was  a repressed  and  neurotic  so- 
ciety. But  they  had  horsepower.  They 
wrested  livings  from  rocky  land,  built  our 
earliest  colleges,  started  our  literature, 
found  time  in  between  to  fight  the  Indians, 
the  French,  and  the  British,  to  bawl  for 
abolition,  women’s  suffrage  and  prison  re- 
form, and  to  experiment  with  graham  crack- 
ers and  bloomers.  They  were  a tremendous 
people. 

And  for  all  their  exaggerated  attention  to 
sin,  their  philosophy  rested  on  a great 
granite  rock.  i\Ian  was  the  master  of  his 
soul.  You  didn’t  have  to  be  bad.  You  could 
and  should  be  better.  And  if  you  wanted  to 
escape  the  eternal  fires  you’d  damned  well 
better  be. 

Sin  is  imaginary 

In  recent  years  all  this  has  changed  in 
America.  We  have  decided  that  sin  is  large- 
ly imaginary.  We  have  become  enamoured 
with  “behavioristic  psychology'.’’  This  holds 
that  a man  is  a product  of  his  heredity  and 
his  environment,  and  his  behavior  to  a large 
degree  is  foreordained  by  both.  He  is  either 
a product  of  a happy  combination  of  genes 
and  chromosomes  or  an  unhappy  combina- 
tion. He  moves  in  an  environment  that  will 
tend  to  make  him  good  or  that  will  tend  to 
make  him  evil.  He  is  just  a chip  tossed 
helplessly  by  forces  beyond  his  control  and, 
therefore,  not  responsible. 

Well,  the  theory  that  misbehavior  can  be 
cured  by  pulling  down  tenements  and  erect- 
ing in  their  places  elaborate  public  housing 
is  not  holding  water.  The  crime  rates  con- 
tinue to  rise  along  with  our  outlays  for  so- 
cial services.  We  speak  of  underprivilege. 
Yet  the  young  men  who  swagger  up  and 
down  the  streets,  boldly  flaunting  their 
gang  symbols  on  their  black  jackets,  are 
far  more  blessed  in  creature  comforts,  op- 
portunities for  advancement,  and  freedom 
h’om  drudgery  than  90  per  cent  of  the  chil- 
dren of  the  world.  We  have  sown  the  drag- 


on’s teeth  of  pseudoscientific  sentimentality, 
and  out  of  the  ground  has  sprung  the  legion 
bearing  switch-blade  knives  and  bicycle 
chains. 

Clearly  something  is  missing.  Could  it  be 
what  the  rest  of  the  world’s  children  have 
been  given  — the  doctrine  of  individual  re- 
sponsibility ? 

Relief  is  gradually  becoming  an  honorable 
career  in  America.  It  is  a pretty  fair  life, 
if  you  have  neither  conscience  nor  pride. 
The  politicians  will  weep  over  you.  The 
state  will  give  a mother  a bonus  for  her 
illegitimate  children,  and  if  she  neglects 
them  sufficiently  she  can  save  enough  out 
of  her  ADC  payments  to  keep  herself  and 
her  boy  friend  in  wine  and  gin.  Nothing 
is  your  fault.  And  when  the  city  fathers 
of  a harassed  community  like  Newburgh  sug- 
gest that  able-bodied  welfare  clients  might 
sweep  the  streets  the  “liberal”  editorialists 
arise  as  one  man  and  denounce  them  for 
their  medieval  cruelty. 

I don’t  know  how  long  Americans  can 
stand  this  erosion  of  principle.  But  I be- 
lieve that  some  of  my  stariy-eyed  friends 
are  kidding  themselves  when  they  pretend 
that  every  planeload  of  Puerto  Ricans  that 
puts  down  at  Idlewood  is  equivalent  in  po- 
tential to  every  shipload  of  Pilgrims  that 
put  into  old  Plymouth.  Nations  are  built 
by  people  capable  of  great  energy  and  self- 
discipline.  I never  hear  of  one  put  together 
by  cha-cha-cha. 

The  welfare  state  that  taxes  away  the  re- 
wards of  responsible  behavior  so  that  it  can 
remove  the  age-old  penalties  for  irrespon- 
sible behavior  is  building  on  a foundation 
of  jelly.  It  is  time  we  stopped  this  elabor- 
ate pretense  that  there  is  no  difference  be- 
tween the  genuinely  unfortunate  and  the 
mobs  of  reliefers  who  start  throwing  bottles 
every  time  the  cops  try  to  make  a legitimate 
arrest. 

Finally,  there  is  the  status  of  our  enter- 
tainment and  our  literature. 

Dirt,  alias  realism 

Can  anyone  deny  that  movies  are  dirtier 
than  ever  ? But  they  don’t  call  it  dirt.  They 
call  it  “realism.”  Why  do  we  let  them  fool 
us?  Why  do  we  nod  owlishly  when  they  tell 
us  that  filth  is  merely  a daring  art  form, 
that  licentiousness  is  really  social  comment? 
Isn’t  it  time  we  recognized  Hollj^vood’s  quest 
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for  the  fast  bucks  for  what  it  is?  Isn’t  it 
plain  that  the  financially  harrassed  movie 
industry  is  putting  gobs  of  sex  in  the  dark- 
ened drive-ins  in  an  effort  to  lure  curious 
teenagers  away  from  their  TV  sets?  Last 
week  the  screen  industry  solemnly  an- 
nounced that  henceforth  perversion  and 
homosexuality  would  no  longer  be  barred 
from  the  screen  provided  the  subjects  were 
handled  with  “delicacy  and  taste.”  Good 
Lord ! 

And  we  of  the  press  are  a party  to  the 
crime. 

Last  year  the  movie  ads  in  our  newspaper 
got  so  salacious  and  suggestive  that  the  ad- 
vertising manager  and  I decided  to  throw 
out  the  worst  and  set  up  some  standards. 
We  thought  that  due  to  our  ukase  there 
might  be  some  interruption  in  advertising 
some  shows.  But  no.  Within  a couple  of 
hours  the  exhibitors  were  down  with  much 
milder  ads.  How  was  this  miracle  accom- 
plished? 

Well,  it  seems  that  the  exhibitors  are 
supplied  with  several  different  ads  for  each 
movie.  If  the  publishers  are  dumb  enough 
to  accept  the  most  suggestive  ones  those  are 
what  they  get. 

But  if  publishers  squawk  the  cleaner  ads 
are  sent  down.  Isn’t  it  time  we  all 
squawked  ? 

I think  it’s  time  we  quit  giving  page  1 
play  to  extra-marital  junkets  of  crooners. 
I think  it  is  time  we  stopped  treating  as 
glamorous  and  exciting  the  brazen  shack- 
ups  of  screen  tramps.  I think  it  is  time  we 
asked  our  Broadway  and  Hollj^vmod  colum- 
nists if  they  can’t  find  something  decent 
and  inspiring  going  on  along  their  beats. 

And  the  stage:  They  raided  Minsky’s  so 
Minsky’s  has  spread  all  over  town.  Bawdi- 
ness has  put  on  a dinner  jacket,  and  seats 
in  the  orchestra  that  used  to  go  for  six-bits 
at  the  old  Howard  and  Nichols’  Gayety  are 
now  scaled  at  $8.80.  Oh,  yes.  And  we  have 
lots  of  “realism.”  Incestuous  Americans. 
Perverted  Americans.  Degenerate  Ameri- 
cans. Murderous  Americans. 

How  many  of  these  “realistic”  Americans 
do  you  know? 

Two  months  ago  an  American  touring 
company,  sponsored  by  the  State  Depart- 
ment and  paid  for  by  your  tax  dollar,  pre- 
sented one  of  Tennessee  Williams’  more  de- 


praved offerings  to  an  audience  in  Rio  de 
Janeiro.  The  audience  hooted  in  disgust 
and  walked  out.  And  where  did  it  walk  to? 
Right  across  the  street  where  a Russian 
ballet  company  was  putting  on  a beautiful 
performance  for  the  glory  of  Russia!  How 
dumb  can  we  get? 

We  are  drowning  our  youngsters  in 
violence,  cynicism  and  sadism  piped  into 
the  living  room  and  even  the  nursery.  The 
grandchildren  of  the  kids  who  used  to  weep 
because  the  Little  Match  Girl  froze  to  death 
now  feel  cheated  if  she  isn’t  slugged,  raped 
and  thrown  into  a Bessemer  converter. 

Nations  have  souls 

And  there’s  our  literature.  The  old  eye- 
poppers  of  the  past,  which  tourists  used  to 
smuggle  back  from  Paris  under  their  dirty 
shirts  are  now  tame  stuff.  Compared  to 
some  of  our  modern  slush,  “Ulysses”  reads 
like  the  minutes  of  the  Epworth  League. 
“Lady  Chatterly’s  Lover”  has  been  draped 
with  the  mantle  of  art,  and  it  is  now  on  sale 
in  the  corner  drugstore  to  your  high-school- 
age  son  or  daughter  for  50c.  Henry  Miller’s 
“Tropic  of  Cancer,”  which  resembles  a col- 
lection of  inscriptions  taken  from  privy 
walls,  is  about  to  join  Lady  Chatterly.  The 
quick-buck  boys  have  apparently  convinced 
our  bumfuzzled  judges  that  there  is  no  dif- 
ference between  a peep  show  and  a moral 
lecture. 

Don  Maxwell  of  the  Chicago  Tribune  has 
recently  asked  his  book  department  to  quit 
advertising  scatological  literature  by  includ- 
ing it  in  the  list  of  best  sellers.  The  critics 
and  the  book  publishers  have  denounced  him 
for  tampering  with  the  facts.  I would  like 
to  raise  a somewhat  larger  question : Who  is 
tampering  with  the  soul  of  America? 

For  nations  do  have  souls.  They  have 
collective  personalities.  People  who  think 
well  of  themselves  collectively  exhibit  elan 
and  enthusiasm  and  morale.  When  nations 
cease  believing  in  themselves,  when  they 
regard  their  institutions  with  cynicism  and 
their  traditions  with  flippancy  they  will  not 
long  remain  great  nations.  When  they  seek 
learning  without  effort  and  wages  without 
work  they  are  beginning  to  stagger.  Where 
they  become  hedonistic  and  pleasure-orient- 
ed, when  their  Boy  Scouts  on  their  14-mile 
hikes  start  to  hitch,  there’s  trouble  ahead. 
Where  payola  becomes  a way  of  life,  ex- 
pense account  cheating  common,  and  union 
goonery  a fiercely  defended  “right,”  that  na- 
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tion  is  in  danger.  And  where  police  depart- 
ments attempt  to  control  burglary  by  the 
novel  method  of  making  it  a department 
monopoly  then  the  chasm  yawns. 

Ladies  and  gentlemen : do  not  let  me 
overdraw  the  picture.  This  is  still  a gi’eat, 
powerful,  vibrant,  able,  optimistic  nation. 
Americans  — our  readers  — do  believe  in 
themselves  and  in  their  country. 

But  there  is  rot  and  there  is  blight  and 
there  is  cutting  out  and  filling  to  be  done 
if  we,  as  the  leader  of  free  men,  are  to 
survive  the  hamer  blows  which  quite  plain- 
ly are  in  store  for  us  all. 

Duty  of  the  press 

We  have  reached  the  stomach  - turning 
point.  We  have  reached  the  point  where  we 
should  re-examine  the  debilitating  philoso- 
phy of  permissiveness.  Let  this  not  be  con- 
fused with  the  philosophy  of  liberty.  The 
school  system  that  permits  our  children  to 
develop  a quarter  of  their  natural  talents  is 
not  a champion  of  our  liberties.  The  healthy 
man  who  chooses  to  loaf  on  unemployment 
compensation  is  not  a defender  of  human 
freedom.  The  playwright  who  would  de- 
grade us,  the  author  who  would  profit  from 
pandering  to  the  worst  that’s  in  us,  are  no 
friends  of  ours. 

It  is  time  we  hit  the  sawdust  trail.  It  is 
time  we  revived  the  idea  that  there  is  such 
a thing  as  sin  — just  plain  old  willful  sin. 
It  is  time  we  brought  self-discipline  back 
into  style.  And  who  has  a greater  respon- 
sibility at  this  hour  than  we,  the  gentlemen 
of  the  press  ? 

So  I suggest; 

Let’s  look  to  our  educational  institutions 
at  the  local  level,  and  if  Johnny  can’t  read 
by  the  time  he’s  ready  to  get  married  let’s 
find  out  why. 

Let’s  look  at  the  distribution  of  public 
largesse  and  if,  far  from  alleviating  human 
misery,  it  is  producing  the  sloth  and  irre- 
sponsibility that  intensifies  it,  let’s  get  it 
fixed. 

Let’s  quit  being  bulldozed  and  bedazzled 
by  self-appointed  longhairs.  Let’s  have  the 
guts  to  say  that  a book  is  dirt  if  that’s  what 
we  think  of  it,  or  that  a painting  may  well  be 
a daub  if  you  can’t  figure  out  which  way  to 
hang  it.  And  if  some  beatnik  welds  together 
a collection  of  rusty  cog^vheels  and  old  corset 
stays  and  claims  it’s  a greater  sculpture  than 


Michelangelo’s  “David,”  let’s  have  the  cour- 
age to  say  that  it  looks  like  junk  and  prob- 
ably is. 

Let’s  blow  the  whistle  on  plays  that 
would  bring  blushes  to  an  American  Legion 
stag  party.  Let’s  not  be  awed  by  movie 
characters  with  barnyard  morals  even  if 
some  of  them  have  been  photographed  climb- 
ing aboard  the  Presidential  yacht.  Let  us 
pay  more  attention  in  our  news  columns  to 
the  do  something  for  the  good  of  others. 

In  short,  gentlemen,  let’s  cover  up  the 
cesspool  and  start  planting  some  flowers. 

Well,  that’s  the  jeremiad.  I never  thought 
I’d  deliver  one  of  these.  I never  dreamed 
I’d  go  around  sounding  like  an  advance  man 
for  the  Watch-and-Ward  society.  I used  to 
consider  myself  quite  a liberal  young  man. 
I still  think  that  on  some  people  bikinis 
look  fine. 

But  I am  fed  up  to  here  with  the  educa- 
tionists and  pseudo-social  scientists  who  have 
under-rated  our  potential  as  a people.  I am 
fed  up  to  here  with  the  medicine  men  who 
try  to  pass  off  pretense  for  art  and  pruri- 
ence for  literature.  I am  tired  of  seeing 
America  debased  and  low-rated  in  the  eyes 
of  foreigners.  And  I am  genuinely  disturbed 
that  to  idealistic  youth  in  many  countries 
the  fraud  of  Communism  appears  synony- 
mous with  morality,  while  we,  the  chief  re- 
pository of  real  freedom,  are  regarded  as 
being  in  the  last  stages  of  decay. 

We  can  learn  a lesson  from  history. 
Twice  before  our  British  cousins  appeared 
heading  into  a collapse  of  principle,  and 
twice  they  drew  themselves  back.  The  Brit- 
ish court  reached  an  advanced  stage  of  cor- 
ruption under  the  Stuarts.  But  the  people 
rebelled.  And  in  the  wild  days  of  George 
IV  and  William  IV  it  looked  as  though  Bri- 
tain were  rotting  out  again.  But  the  people 
banged  through  the  reform  laws,  and  under 
^"ictoria  went  on  to  the  peak  of  their  power. 

In  this  hour  of  fear,  confusion  and  self- 
doubt let  this  be  the  story  of  America.  Un- 
less I misread  the  signs  a great  number 
of  our  people  are  ready.  Let  there  be  a 
fresh  breeze,  a breeze  of  new  honesty,  new 
idealism,  new  integrity. 

And  there,  gentlemen,  is  where  you  come 
in.  You  have  typewriters,  presses  and  a 
huge  audience. 

How  about  raising  hell? 
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WHAT'S  NEW 


I 


Whafs  New 


In  OBSTETRICS  and  GYNECOLOGY 


During  the  past  year  there  was 
a marked  increase  in  the  vol- 
ume of  literature  devoted  to 
study  of  cancer,  particularly  with  regard  to 
that  involving  the  uterine  cervix.  While 
there  is  certainly  nothing  new  in  announc- 
ing the  importance  of  cervical  cytology  in 
the  early  detection  of  cancer,  there  have 
been  many  papers  which  have  added  new 
infoi-mation  with  regard  to  early  detection 
and  screening. 

A report  of  a routine  cytology  program 
at  the  University  of  Miami  — Jackson  Me- 
morial Hospital  called  attention  to  the  ap- 
pearance of  positive  cancer  smears  among 
teenage  girls. Out  of  a total  of  1500  pa- 
tients with  positive  cytology,  77  were  age 
19  or  younger  at  the  time  of  their  first  posi- 
tive smear.  Ten  of  the  77  with  positive 
cytology  had  never  been  pregnant.  Of  the 
77  patients,  56  were  available  for  tissue  di- 
agnosis and  10  intraepithelial  squamous  cell 
carcinomas  were  found. 

Particular  interest  has  been  shown  in 
routine  cervical  smears  taken  during  ante- 
partum examinations.  This  provides  per- 
haps the  best  opportunity  for  screening 
large  numbers  of  patients  in  the  younger 
age  groups,  and  for  educating  them  in  the 
importance  of  routine  cytologic  examina- 
tions. Kantor,  et  al.  reported  a preliminary 
study  of  cervical  cytology  in  pregnancy.^® 
Of  1000  patients  in  the  study,  44  were  re- 
ported to  have  Class  III,  IV  or  V smears. 
All  44  were  hospitalized  for  cold  conization 
and  tissue  diagnosis.  Ayres  and  Scott  re- 
ported on  carcinoma  in  situ  in  pregnancy 
The  study  included  2000  pregnant  women. 
They  found  the  incidence  of  carcinoma  in 
situ  to  be  the  same  as  for  a comparable 
group  of  2000  nonpregnant  women.  At  the 
Medical  College  of  Virginia,  3458  pregnant 
or  postpartum  patients,  most  of  whom  were 
20  to  30  years  of  age  and  had  not  previously 
been  so  tested  had  an  examination  of  cervical 
smear.  Cytologic  abnormalities  were  seen 
in  about  1 per  cent.  Carcinoma  in  situ  was 
diagnosed  in  five  women.  Signs  sugges- 
tive of  carcinoma  but  without  verifica- 
tion of  the  diagnosis  were  found  in  three 
women.  Cabaud  and  Aprin  report  on  vag- 
inal or  cervical  cytologic  patteni  seen  only 
in  pregnancy  and  feel  that  findings  suggest- 
ing the  presence  of  carcinoma  are  valid  in  the 
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presence  of  pregnancy  and  should  be  care- 
fully investigated.^  The  conclusion  of  most 
authors  is  that  carcinoma  of  the  cervix  is  a 
preventable  disease  and  could  become  rare 
in  the  presence  of  an  active  cancer  detec- 
tion program,  but  screening  must  begin  with 
patients  early  in  their  reproductive  years. 

Cytologic  studies  are  also  being  employed 
as  a prognostic  aid  in  determining  the  out- 
come of  pregnancy.  Vaginal  cytology  was 
studied  to  determine  the  ultimate  outcome 
of  pregnancy  in  504  unselected  patients  seen 
in  the  first  trimester.^®  Only  8.9  per  cent 
of  the  total  aborted  in  presence  of  a “good” 
smear,  and  only  3 per  cent  of  those  who 
carried  to  term  did  so  in  the  presence  of  a 
“poor”  smear.  The  authors  feel  that  vag- 
inal smears  permit  not  only  prognostic  de- 
ductions concerning  the  outcome  of  the  preg- 
nancy but  also  detection  of  a honnonal  fac- 
tor in  threatened  abortion.  Cervical  mucus 
was  also  studied  as  a possible  means  of  de- 
tecting progesterone  deficiency  or  imbal- 
ance.^^ Aborization  in  cervical  mucus  was 
studied  in  949  pregnant  women.  Of  the  pa- 
tients in  whom  aborization  was  absent  6.1 
per  cent  threatened  abortion  and  received 
standard  therapy.  Abortion  threatened  in 
19.3  per  cent  of  the  patients  with  aboriza- 
tion. The  author  went  on  to  claim  a 100  per 
cent  corrected  salvage  rate  when  patients 
with  aborization  were  given  progesterone. 

Postpartum  curettage  has  been  suggested 
as  a method  of  controlling  the  hypertension 
of  toxemia.^^  Curettage  was  done  in  the  im- 
mediate postpartum  period  in  70  patients 
with  toxemia.  Blood  pressure  returned  to 
normal  levels  in  87  per  cent  of  the  patients. 
The  only  morbidity  reported  was  one  pa- 
tient with  postpartum  endometritis.  Fail- 
ures were  possibly  due  to  inadequate  curet- 
tage, unsuspected  essential  hypertension  and 
secondary  renal  ischemia.  Patients  with  es- 
sential hypertension  failed  to  respond. 

Several  new  methods  of  inducing  ovula- 
tion in  the  human  have  appeared.  Eight  pa- 
tients, all  amenorrheic  primarily  for  3 to  6 
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years  were  given  16  courses  of  injection 
with  human  pituitary  gonadotropin  ex- 
tracts.® Six  responded  with  uterine  bleeding 
from  secretoiy  endometrium  and  basal  tem- 
perature charts  characteristic  of  progester- 
one activity.  However,  none  became  preg- 
nant or  continued  to  menstruate  or  ovulate 
subsequently.  Prednisone  w a s u s e d as  a 
means  of  inducing  ovulation  in  cases  of  hy- 
perandrogenemia  following  adrenocortical 
dysfunction  by  Hockstaedt.  One  experi- 
mental compound  MRL/41  (Clomiphene  ci- 
trate) being  evaluated  as  an  antifertility 
agent  in  women  was  found  to  induce  ovula- 
tion in  some  amenorrheic  anovulatory  fe- 
males.® This  compound  possesses  pituitary 
gonadotropin  inhibiting  properties.  An  an- 
ti-estrogen property  is  suggested  as  one  of 
the  actions  of  the  drug.  The  salient  feature 
of  the  drug  is  its  ability  to  modify  the  pitu- 
itary ovarian  balance  in  the  human,  result- 
ing in  induction  of  ovulatory  type  menses. 
Of  36  patients  with  functional  or  secondary 
amenorrhea  or  amenorrhea  associated  with 
hirsutism,  77.7  per  cent  responded  ^vith 
ovulatorv  tvpe  menses  after  treatment  with 
MRL/41. 

Recent  announcements  have  been  made 
of  improved  prognosis  for  choriocarcinoma 
and  related  trophoblastic  tumors  following 
chemotherapy.  Hertz  reports  63  women  with 
metastatic  tumors  of  trophoblastic  origin 
were  treated  over  a period  of  5V-j  years.® 
There  were  44  with  choriocarcinomas  and 
19  patients  presenting  advancing  metastatic 
disease  associated  with  chorioadenoma  des- 
truens, prior  hydatid  mole,  decidual  tissue, 
syncitial  endometritis  and  trophoblastic 
nodule  on  the  cervix.  All  had  extra-uterine 
trophoblastic  disease. 

All  were  treated  initially  with  Methotrex- 
ate. If  there  was  no  response,  then  treat- 
ment with  Vincoleukoblastme  was  started. 

There  was  therapeutic  response  in  all  but 
one.  Twenty-eight  patients  treated  with 
IMethotrexate  and  two  treated  with  \Tnco- 
leukoblastine  exhibited  complete  remission 
of  all  clinical,  radiologic  and  hormonal  evi- 
dence of  the  disease.  These  remissions  have 
been  sustained  for  1-5  j^ears  without  find- 
ing recurrence  of  the  disease.  Toxic  effects 
have  been  directly  responsible  for  one  death 
and  appeared  to  be  contributory  in  four 
others. 

It  appears  that  survival  rate  has  improved 
from  6 per  cent  to  48  per  cent  when  this 


therapy  is  employed.  Prompt  treatment  im- 
proves the  prognosis. 

An  increased  interest  in  fetal  electrocardi- 
ography has  been  evident  in  the  literature. 
Hon  and  associates  have  reported  several 
studies  in  their  electronic  evaluation  of  the 
fetal  heart.i®' 12  Their  most  recently  re- 
ported work  includes  continuous  monitoring 
of  the  fetal  heart  in  over  100  cases  of  fetal 
distress.  They  state  that  much  of  the  fetal 
bradycardia  associated  with  umbilical  cord 
compression  is  probably  due  to  vagotonia. 
Administration  of  atropine  to  the  mother 
markedly  altered  the  fetal  heart  rate  pat- 
terns of  three  fetuses  with  probable  cord 
compression.  They  concluded  that  fetal 
bradycardia  may  be  a compensatory  mechan- 
ism and  therefore  does  not  indicate,  neces- 
sarily, fetal  hypoxia  but  an  increase  in  vagal 
tone. 

Obseiwations  on  the  fetal  heart  rate  were 
made  to  Swarthout  at  various  stages  of  ges- 
tation in  normal  patients. 22  It  was  noted 
that  the  fetal  heart  rate  varied  almost  con- 
stantly. Administration  of  oxygen  or  five 
per  cent  carbon  dioxide  caused  no  fetal- 
heart-rate  change. 

Some  reports  of  cardiac  anomalies  being 
diagnosed  in  antenatal  electrocardiograms 
have  been  made.  Lai’ks  and  Longo  per- 
formed antenatal  electrocardiograms  on  517 
subjects  and  reported  recognizing  heart 
block  before  birth  in  three  infants,  and  one 
case  of  coarctation  of  the  aorta  in  which 
the  antenatal  electrocardiogi’am  shows  bi- 
zarre complexes. 

Most  reports,  however,  question  the  value 
of  fetal  electrocardiogi’ams  in  early  diag- 
nosis of  cardiac  malformation,  early  preg- 
nancy, fetal  presentation  and  postmaturity. 
It  is  felt  that  fetal  electrocardiogi'aphy  is  of 
value  in  early  diagnosis  of  fetal  death  in 
utero  and  fetal  distress  during  labor.®- 21 

The  use  of  the  vacuum  extractor  in  ob- 
stetrics has  attracted  much  attention  in  re- 
cent years  and  there  will  probably  be  many 
additional  papers  appearing  in  the  litera- 
ture now  that  the  (FDA)  Federal  Drug  Ad- 
ministration has  removed  the  important  re- 
striction on  this  instrument.  Most  reports 
have  appeared  in  the  foreign  literature  and 
have  generally  been  enthusiastic.  Indica- 
tions for  its  use  include  uterine  inertia,  fetal 
distress,  medical  complications,  toxemia, 
malpresentation  and  relative  disproportion. 
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Forceps  rate  has  decreased  from  10.3  per 
cent  to  4.1  per  cent  in  a series  reported  by 
Chalmers  and  Fathergill.®  Obsei*vations  on 
the  use  of  the  vacuum  extractor  point  out 
that  it  is  safe,  may  replace  the  low  forceps, 
will  replace  mid-  and  high  forceps,  and  is 
safer  than  oxytocins  in  inertia.  Postpartum 
hemorrhage  secondary  to  forceps  trauma 
was  eliminated  when  the  extractor  was 
used.i®  An  outstanding  feature  however, 
has  been  swelling  of  the  baby’s  scalp.  The 
extractor  hasn’t  been  in  use  for  sufficient 
time  to  determine  if  there  has  been  any  resid- 
ual harm  done  to  the  infant  that  may  have 
gone  undetected  in  the  neonatal  period. 
Fetal  comnlications  which  have  been  re- 
ported include  tentorial  tear  resulting  in 
death,  meningeal  hemorrhages,  and  cerebro- 
meningeal  hemorrhage. ^ 

Foreign  literature  also  indicates  enthusi- 
astic reception  of  a neiv  treatment  for 
vaghial  triochomas,  Metronidazole,  a nitro- 
imidazole  compound.  First  clinical  trials 
were  presented  in  1959  before  the  French 
Gynecologic  Society.  Jones,  et  al.  treated 
236  patients  with  symptomatic  vaginal  tri- 
chomoniasis with  Flag>d  (Metronidazole).^® 
Two  hundred  fourteen  of  the  treated  pa- 
tients were  followed  for  from  1-14  months. 
After  one  course  of  therapy  lasting  10  days, 
all  but  five  (97.66%)  were  free  of  tricho- 
monas. There  were  only  two  known  cases 
of  recurrence.  The  drug  is  given  orally 
and  vaginally.  In  addition  to  outstanding 
results  however,  side  effects  are  also  report- 
ed. The  most  serious  of  these  appears  to 
be  the  considerably  reduced  white  blood  cell 
count.  The  decreased  leucocyte  count  ap- 
peared during  the  first  two  weeks  of  therapy 
and  later  returned  to  noiTnal.  At  last  report 
the  drug  was  not  yet  commercially  available 
in  this  country. 

Many  interesting  papers  were  given  at 
meetings  during  the  past  year  and  will  soon 
be  published.  At  the  American  Association 
of  Obstetrics  and  Gynecology,  a new  modifi- 
cation of  the  Shirodkar  closure  of  the  in- 
competent cervix  was  described  by  Riva.  A 
full  thickness  strip  of  skin  from  the  lower 
abdomen  is  used  as  the  material  for  the  con- 
stricting band  around  the  cervix. 

At  the  meeting  of  the  Central  Association 
of  Obstetricians  and  Gynecologists,  Hol- 
zaepfel  and  associates  reported  an  interest- 
ing experimental  study  in  which  coxsackie 
vhus  was  introduced  into  rats  with  can- 
cerous lesions.  They  were  treated  with  Thi- 


otepa  to  depress  the  normal  defensive  re- 
sponse to  the  virus  infection.  The  malig- 
nant cells  completely  disappeared.  The  re- 
sults were  believed  to  be  in  response  to  an 
antibody  reaction  to  the  coxsackie  virus. 

At  the  same  meeting,  a preliminary  report 
on  a method  of  maintaining  placental  func- 
tion in  the  laboratory  was  presented  by 
Krantz.  By  employing  a complex  apparatus, 
functioning  placentas  have  been  maintained 
for  periods  up  to  24  hours.  Future  studies 
may  offer  substantial  increases  in  the 
knowledge  of  placental  physiology. 

A perinatal  study  involving  pooling  of 
statistics  from  143  hospitals  in  43  states 
plus  Puerto  Rico  and  the  District  of  Colum- 
bia is  starting  this  year  under  direction  of 
the  American  Medical  Research  Foundation. 

The  study  began  last  year  with  a pilot  pro- 
gram in  which  punch  cards  representing 
142,000  deliveries  have  been  processed. 

This  is  a nationwide  data  collection  pro- 
gram created  to  improve  medical  care  to  ba- 
bies and  mothers  by  investigating  problems 
in  the  perinatal  area.  The  AMRF  Peri- 
natal study  is  the  result  of  activities  of  the 
A.M.A.  Committee  on  Maternal  and  Child 
Care.  Financial  support  comes  from  Amer- 
ican Medical  Research  Foundation,  Reming- 
ton Rand  Univac  Education  and  Research 
Program,  Mead  Johnson  Company  Founda- 
tion and  the  Philadelphia  County  Medical 
Society  and  other  private  sources. 

Hospitals  meeting  the  following  criteria 
will  be  admitted  into  the  program  on  re- 
quest at  regular  inteiwals: 

1.  Accredited  by  Joint  Commission  on 
Accreditation  of  Hospitals 

2.  Have  500  or  more  deliveries  a year 

3.  Have  functioning  perinatal  study  com- 
mittee 

4.  Responsible  Record  Room  Librarian 

5.  Maintain  deliveiy  room  Log  Book 
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CHEMOTHERAPY  IN  CANCER  CONTROL 
It  seems  to  me  that  the  incidence  of  neoplastic  diseases  will  not 
likely  decline  of  its  own  accord.  Thus  we  may  look  ahead  to  the 
need  for  even  greater  efforts  from  all  the  disciplines  of  science 
before  we  can  hope  to  reach  this  goal.  The  fact  that  chemistry 
will  have  an  important  role  in  this  dramatic  achievement  is  quite 
apparent.  All  of  us  interested  in  this  approach  to  the  problem 
must  be  increasingly  aware  of  the  varied  contributions  chemistry 
will  make  in  solving  the  riddle  of  neoplastic  growth  and  in  treating 
its  disease  manifestations.  It  will  be  of  benefit  to  our  professions 
and  to  the  goal  we  seek  if  all  of  us  become  as  familiar  as  possible 
with  current  developments  as  chemistry  assumes  an  ever  more 
important  place  in  achieving  the  complete  control  of  cancer.  — John 
R.  Heller,  M.D.,  President,  Memorial  Sloan-Kettering  Cancer  Center, 
in  The  Percolator,  Febr.-March  1962. 
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L SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Allergic  Disorders 


(First  Installment) 


The  neurologist’s  interest  in  al- 
lergic disorders  may  encompass 
several  considerations : 

1.  A group  of  symptoms  claimed  by  the 
talents  of  several  specialists  includ- 
ing allergists. 

2.  Neuropathologically  confirmed  aller- 
gic reactions  which  occur  in  humans. 

3.  Experimental  neuro-allergic  reactions 
and  infereices  from  these  data. 

Allergy  may  be  defined  as  the  altered 
state  of  reactivity  of  an  organism  that  re- 
sults from  previous  exposure  to  a particular 
substance  and  that  is  specifically  evoked  on 
subsequent  contact  with  the  same  sub- 
stance (allergen,  antigen)  or  a portion 
thereof. 1 
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neurologists  or  were  presented  a decade 
or  more  ago. 

More  recent  neurologic  opinion  is  skepti- 
cal and  points  to  the  need  for  rigid  postu- 
lates, criteria  and  double  - blind  allergy 
studies.^  Several  parameters  of  clinical  re- 
search await  cooperative  efforts  of  neurolo- 
gists and  allergists  to  determine  which  of 
many  gaps  in  neurologic  knowledge  may  be 
filled  by  the  allergist  and  immunologist. 


Symptoms 

Certain  disorders  of  varied  or  incomplete- 
ly understood  origin  are,  even  today,  pre- 
sented descriptively  as  are  headache  and 
“epilepsy.”  The  neurologist  may  be  inter- 
ested to  find  several  of  these  symptoms  dis- 
cussed enthusiastically  and  at  length  in 
texts  and  journals  devoted  to  the  specialty 
of  allergy 

Headaches,  including  migraine 

Epilepsy 

Tremors 

Multiple  sclerosis 

Vertigo 

Stammering 

Fatigue 

Myalgia 

Hemiplegia 

Horner’s  syndrome 

Hyperkinesia 

Delirium 

Enuresis 

“Mental,  emotional  and  personality  changes” 
Abnormal  EEG  tracings^ 

“The  allergic  reaction  knows  no  bounds  of 
tissue  or  organ  but  may  be  found  at  work 
anywhere,  including  the  sensitive  nervous 
sj^stem.”  One  notes,  however,  that,  with 
possible  rare  exceptions,  the  more  enthusi- 
astic allergy  claims  are  not  co-authored  by 


Confirmed  Neuro-Allergic  Reactions 

One  may  start  with  the  most  certain  and 
generally  accepted  groups  which  include  re- 
actions due  to: 

1.  Vaccination 

2.  Serum  injection 

3.  Infection 

4.  Drugs 

.5.  Insect  bites,  stings 


This  must  not  imply  that  every  neurologic 
syndrome  associated  with  vaccination,  drugs 
or  serum’  is  due  to  vaccination,  drugs  or 
serum.  The  great  risk  of  post  hoc  conclu- 
sions occurs  here.  The  incidence  of  reac- 
tions to  some  vaccinations  (as,  poliomy- 
elitis) is,  at  present,  so  small  that  such 
reports  are  studied  most  critically.  Some 
post-vaccination  reactions  have  been  due 
rarely  in  the  past  to  live  virus  (poliomyel- 
itis, yellow  fever),  however  “attenuated.” 
Toxic  reactions  (as  seen  with  whooping 
cough  vaccination,  chlorpromazine,  cocaine, 
and  quinine)  must  be  distinguished.  The 
effects  of  hypoxia  on  the  brain  must  be  dif- 
ferentiated from  primary  allergic  effects. 
The  post-infectious  group  may  present  a va- 
riety of  neuropathologic  changes,  most  of 
which  may  be  classified  into  two  chief  de- 
scriptive categories  (demyelinizing,  hem- 
orrhagic), but  some  cases  fit  neither  group. 
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Severe  allergic  reactions  are  divided  into 
immediate  and  delayed  types.®  The  imme- 
diate reaction  consists  of  local  edema,  gen- 
eralized vasodilatation,  spasm  of  smooth 
muscle  and  hypersecretion  of  mucus  from 
glands.  This  comprises  the  picture  known 
as  anaphylactic  shock,  not  uncommonly  fa- 
tal because  of  laryngeal  and  pulmonary 
edema,  bronchospasm  and  hypotension. 
This  reaction  occurs  within  seconds  or  min- 
utes following  exposure  to  the  specific  anti- 
gen. Unless  fatal,  the  reaction  is  usually 
quite  reversible. 

The  delayed  reaction  develops  more  grad- 
ually, several  days  after  exposure.  This  is 
typified  by  the  reaction  of  serum  sickness 
and  vasculitis  which  will  be  described 
shortly. 

The  immediate  (anaphylactic)  reaction 
is  of  interest  to  the  neurologist  as  an  in- 
frequent cause  of  coma  or  convulsion.  With- 
out knowledge  of  the  patient’s  recent  expo- 
sure to  injected  or  oral  drugs  (or  insect 
bites  or  rarely  foodstuffs  such  as  egg  or 
seasfood)  the  neurologist  may  be  helpless 
unless  he  is  aware  of  diagnostic  features 
of  this  reaction. 

The  delayed  reaction  offers  somewhat 
more  time  for  diagnostic  mastication.  The 
following  delayed  neuro-allergic  reactions 
appear  well  established : 

Post-rabies  vaccination  reaction 
Serum  reactions 
Sulfa  and  penicillin  reactions 
Smallpox  vaccination  reactions 
Measles  post-infectious  reaction 
Drus  reactions 

It  appears  likely  that  neuro-allergic  re- 
actions rarely  occur  also  with: 

Smallpox 
Chicken  pox 

German  measles  (rubella) 

Influenza 

Typhoid  vaccination 
Toxoid  (tetanus,  diphtheria) 

Salk  (poliomyelitis)  vaccination 
Influenza  vaccination 
Foreign  protein  injection 
-Mumps  (?) 

Post-rabies  vaccinal  reaction 

Reports  of  recent  decades  cite  an  inci- 
dence varying  from  4.45  per  cent  to  1:9000 
individuals  vaccinated.  Children  are  much 
less  susceptible  than  are  adolescents  and 
adults. 


Improved  preparations  and  use  of  egg  em- 
bryo culture  (instead  of  animal  brain  or 
cord)  appear  to  have  diminished  this  inci- 
dence markedly.  Highest  incidence  in  some 
studies  parallels  the  amount  of  dessicated 
neural  tissue  in  vaccines.  The  arrangement 
for  an  allergic  mechanism  here  is  optimal 
for  the  individual  receives  a series  of  injec- 
tions, the  first  several  of  which  may  incite 
an  allergic  response  to  the  subsequent  injec- 
tions. The  incidence  of  allergic  reaction 
increases  with  each  injection.  The  overall 
mortality  of  neurologic  involvement  ranges 
from  10  to  40  per  cent  in  different  reports. 

Clinicopathologic  pictures  include:®-'^ 
Encephalitis 
Myelitis 
Radiculitis 
Neuritis 
Meningitis 

Overlapping  and  combinations  may  occur. 
Mildest  cases  reveal  only  meningism  or 
transiently  weak  legs.  Encephalitic  and  en- 
cephalomyelitic  features  have  been  report- 
ed more  commonly  from  Japan.  Myelitis 
has  appeared  more  outstanding  in  European 
and  North  American  cases. 

The  encephalitic  or  encephalomyelitic 
picture  appears  from  five  to  eight  weeks 
after  first  injection  (rarely  up  to  four 
months  after  last  injection)  and  reveals: 
Chills,  fever 
Headache 
Meningism 
Confusion,  delirium 

Reflex  changes  (e.g.  extensor  great  toe 
responses) 

Focal  cerebral  deficit 
Paresis,  paralysis,  especially  of  lower 
extremities 

Cerebellar,  brainstem  or  cord  symptoms, 
any  one  of  which  may  be  outstanding 
II  cranial  nerve  involvement 
Slight  to  moderate  spinal  fluid  pleocytosis 
and  protein  rise 

Myelitic  pictures  disclose  one  of  the  fol- 
lowing features  outstanding: 

(Onset  usually  1-3  weeks  after  first  injection) 
Transverse  myelitis  (dorsal  or  lumbar 
mostly) 

Ascending  myelitis  (“Landrys”) 
Myelo-radiculitis 

High  fever  is  not  an  uncommon  accom- 
paniment. 

Spinal  cord  involvement  often  appears 
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earlier  in  the  injection  series  and  demon- 
strates more  rapid  evolution  and  course  than 
does  cerebral  involvement.  The  development 
of  paraparesis  or  paraplegia  is  a common 
manifestation  of  this  group.  The  Guillain- 
Barre'  syndrome  is  not  a rare  occurrence. 

Neuritic  manifestations  appear  as: 
Diffuse,  symmetrical  polyneuritis 
Single  or  scattered  mononeuritis 
VII  cranial  nerve  paralysis.  Occasionally 
III,  X. 

Spinal  fluid  examination  in  encephalitic 
and  myelitic  involvement  discloses: 

Cells,  0-100,  rarely  1200.  Lympocytes 
predominate 

Protein,  normal  range  to  100  mg.  Rarely 
175  mg. 

Pathologic  study  discloses  perivascular 
(particularly  perivenous),  then  later  more 
diffuse,  demyelinization  especially  in  the 
following  sites: 

Periventricular  areas 
White  matter  of  temporal  lobe  and 
diencephalon 
Optic  chiasm  and  tracts 
Adjacent  to  meninges 
Central  canal  and  gray  matter  of  spinal 
cord 

Sequelae  are  reported  variously  in  differ- 
ent series  from  10  to  36  per  cent,  usually 
minor. 

ACTH  or  cortisone  therapy  appears  help- 
ful in  many  cases. 

Post-smallpox  vaccinal  reaction 

It  is  of  interest  to  note  that  this  occurs 
in  greater  incidence  than  do  neurologic  re- 
actions in  smallpox  itself.  The  incidence 
appears  to  vary  widely  from  country  to 
country,  from  decade  to  decade.  Ranges 
from  one  to  two  per  cent  to  ten  in  five  million 
innoculations  are  recorded.  The  incidence 
is  smallest  in  children  under  age  three, 
highest  in  the  age  group  four  to  sixteen  vac- 
cinated for  the  first  time,  and  rare  after 
age  30.  Onset  may  occur  anywhere  from 
second  to  25th  day  after  innoculation,  usual- 
ly on  7-14th  day.  The  severity  of  the  neu- 
rologic reaction  appears  in  no  way  related 
to  the  severity  of  the  local  (skin)  reaction. 
Some  sequelae  may  persist  in  nearly  30  per 
cent  but  these  are  rarely  serious.  A mor- 
tality of  about  30  per  cent  occurs. 

Poliomyelitis  has  been  not  uncommonly 
confused  with  this  vaccinal  reaction. 


Any  part  of  the  neuraxis  may  be  out- 
standingly involved.8  Encephalitic  involve- 
ment is  more  common  in  children  under  age 
two,  encephalomyelitic  in  older  children  and 
adults.  Less  common  involvement  includes: 
Focal  cerebral  deficit  (vascular?) 

Cranial  nerve,  especially  III,  VI 
Bulbar 

Myelitis;  transverse  or  ascending 

Radiculitis 

Peripheral  nerve 

Convulsions  are  common  in  infants.  Tris- 
mus is  a diagnostic  feature  in  any  age  group. 
Meningism,  confusion,  delirium,  coma  and 
fever  are  prominent.  With  spinal  cord  in- 
volvement, motor  loss  predominates  over 
sensory  loss. 

Radiculitis  may  appear  in  localized  or 
more  disseminated  form  or  as  myelo-radicu- 
litis  with  features  of  Guillain-Barre'  syn- 
drome. Lower  cervical  root  or  nerve  trunk 
involvement  closely  simulates  that  seen  in 
serum  sickness. 

Spinal  fluid  reveals  up  to  100  cells,  most- 
ly lymphocytic,  and  protein  ranges  from 
normal  to  100  mg. 

The  use  of  ACTH  and  cortisone  has  been 
abandoned  since  reports  of  aggravation 
with  this  therapy. 

Pathology  is  similar  to  that  described  for 
post-rabies  vaccination  reaction. 

Serum  sickness 

This  reaction,  too,  is  a delayed  reaction 
appearing  in  at  least  three  to  five  per  cent 
of  patients  receiving  injection  of  serum, 
penicillin  or  sulfa  drug.  Horse  serum  is  the 
common  vehicle  for  tetanus  antitoxin,  diph- 
theria antitoxin,  gas-gangrene  antitoxin  and 
snake  or  black  widow  spider  antivenin.  The 
reaction  appears  three  to  twelve  days  after 
injection  and  is  characterized  by: 

Fever 

Pruritis,  urticaria, 
erythema 
Arthralgia 
Adenitis 
Eosinophilia 
Leukopenia 
Headache 
Vomiting 
Lymphadenopathy 
Albuminuria,  casts 

Even  the  cornea  or  retina  may  become 
edematous.  In  small  incidence  symptoms 
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referable  to  heart,  lung,  kidney  or  nervous 
system  may  become  prominent. 

The  neurologic  involvement  may  appear 
following  the  features  of  serum  sickness,  or 
without  it. 

Neurologic  manifestations  may  be  out- 
lined thus  ® 

1.  Radiculitis 

2.  Neuritis 

3.  Myelitis 

4.  Encephalitis 

Diffuse 

Focal 

5.  Cranial  nerve  neuritis 

Edema  and  vasculitis  are  prominent,  often 
manifested  by  unilateral  involvement  of 
lower  cervical  nerve  roots  or  trunks,  com- 
monly ^^-VI.  Pain  and  motor  loss  are  out- 
standing, sensory  loss  less  evident.  Slow  re- 
covery occurs  in  80  per  cent  of  cases  over 
many  months.  Occasionally  other  nerve 
roots  are  affected  and  rarely,  many.  Res- 
piratory paralysis  occasionally  occurs. 

IMononeuritis  (single  or  multiple),  poly- 
neuritis, Guillain-Barre'  or  Landry’s  syn- 
drome, or  cranial  nerve  paralysis  are  occa- 
sionally reported.  Pure  myelitic  syndromes 
are  not  known,  but  cases  with  extensive 
polyneuritis  have  demonstrated  pyramidal 
tract  loss  and  sensory  changes  to  suggest 
also  spinal  cord  implication.  Menigeal  re- 
actions are  more  evident  in  infants. 

Cerebral  involvement,  while  rare,  has 
been  adequately  documented.  Appearing 
seven  to  ten  days  after  serum  injection  and 
not  necessarily  accompanied  by  the  serum 
sickness  picture,  two  clinicopathologic  forms 
are  noted : 

Diffuse;  Headache,  lethargy,  delirium,  stu- 
por, convulsions,  elevated  spinal  fluid  pro- 
tein and  cell  count. 

Focal:  Less  Frequent.  Suggests  vascular  le- 

sion. 

Vasculitis,  edema  and  perivascular  de- 
myelinization  are  prominent  features  on 
microscopic  study. 

Post-infectious  (or  para-infectious) 
neurologic  involvement 

The  best  documented  and  most  common 
representative  of  this  group  is  associated 
with  measles.^^  Less  commonly  this  occurs 
with : 

Chicken  pox 

.Smallpox 

German  measles 


It  may  occur  with  mumps,  infectious 
mononucleosis,  influenza  and  scarlatina-  al- 
though it  appears  likely  that  these  “neuro- 
allergic”  reactions  do  not  account  for  all 
neurologic  manifestations  accompanying 
these  infections.  Some  may  be  toxic  or  due 
to  primary  viral  effects  on  nervous  tissue. 
Neuropathologic  reports  are  not  consistent. 
They  have  been  more  consistent,  however, 
in  cases  described  with  measles,  chicken  pox, 
smallpox  and  German  measles.  Microscopic 
changes  appear  very  similar  to  those  de- 
scribed above  for  reactions  following  rabies 
and  smallpox  vaccination. 

Measles  discloses  neurologic  features  in 
incidence  of  5:1000  to  1:10,000  depending 
on  a number  of  statistical  factors.  Enceph- 
alitis or  encephalomyelitis  are  more  frequent 
than  myelitis  or  polyradiculitis.  (The  neu- 
rologic manifestations  of  viral  diseases  have 
been  discussed  in  the  chapter  on  viral  dis- 
eases). 

The  underlying  pathologic  changes  in 
these  specific  (largely  but  not  exclusively) 
viral  infections  are  often  very  similar  to 
those  found  in  post-vaccination  reactions 

Perivenous  cellular  infiltration. 

Early  lymphocytes,  plasma  cells. 

Later  other  histiocytes  and  glial  prolif- 
eration. 

Perivenous  demyelinization. 

Most  damage  is  found  in: 

Ventral  pons 

Deep  layers  of  cerebral  cortex 

Thalamus,  hypothalamus 

Substantia  nigra 

Geniculate  bodies 

White  matter  of  hemispheres 

Caudate  nucleus,  putamen,  globus  pallidus 

Spinal  cord 

Occassionally  radiculitis  (Guillain-Barre') 
or  neuritis  (polyneuritis,  single  or  multiple 
mononeuritis)  occurs. 

Drug  reactions 

These,  too  may  be  immediate  or  delayed, 
mild  or  severe.  Sulfa  and  penicillin  are 
among  the  most  common  causes.  Manifes- 
tations of  drug  reactions  usually  take  the 
form  of : 

Anaphylactic  shock 
Skin  reactions 
Rash 

Hives,  urticaria 
Exfoliative  dermatitis 
Derma  tomyosit  is 
Arteritis  (allergic  vasculitis) 

Leucopenia 
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As  described  previously,  sulfa  and  peni- 
cillin may  result  in  a serum  sickness  type 
of  reaction.  On  occasion  other  drugs  listed 
below  may  do  this. 

Commonest  drug  causes  of  fatal  ana- 
phylactic reactions  are:*^ 

Penicillin 

Serum 

Local  anesthetics 
Organ  extracts 
Pollen  extracts 
Vaccines 
Mercurials 
Thiamine 

Acetyl  salicylic  acid 

Less  common  causes  of  fatal  anaphylactic 
reactions  arer^^ 

ACTH 

Protein  hydrolysates 

Sulfobromothalein 

lodopyracet 

Tetraethylammonium 

Sodium  dehydrocholate 

Toxoids 

Trimethadone 

Non-fatal  shock  (and  more  delayed  reac- 
tions) has  been  produced  by:^^ 


Aureomcyin 
Diphenylhydramine 
Cinchophen 
Dehydrocholic  acid 
Folic  acid 
Procaine 
Neuramide 
Streptomycin 
Trypsin  (aerosol) 

Vancomycin 

Diatrizoate  (“Hypaque”) 

Nitrofurantoin 

Novobiocin 

Opium  (concentrated) 

Papain 

Para-aminosalicylic  acid 

Meperidine 

Relaxin 

Sodium  morrhuate 

Sulfadiazine 

Thorotrast 

Thiouracil 

Phenylbutazone 

Insect  bites,  stings 

Immediate  or  delayed,  minor  or  major 
allergic  reactions  from  this  source  are 
known.  Anaphylactic  shock  is  not  uncom- 
mon. Outstandingly  neurologic  forms  are 
rarely  described. 


THE  TRAGIC  DAY  OF  HASTY  LEGISLATION 
It  would  be  a tragic  day  for  the  people  of  this  country  if, 
through  the  enactment  of  hasty  legislation,  the  incentives  for  drug 
research  would  be  removed.  We  still  have  a lot  of  work  to  do  - — 
cancer,  arthritis,  heart  disease,  special  problems  of  aging  — and 
the  pharmaceutical  industry  is  ready  to  play  its  part.  But  we  are, 
after  all,  companies  which  have  to  show  a profit  or  we  cease  to 
exist.  We  are  not  going  to  get  much  return,  if  any,  if  we  are 
going  to  be  required  to  turn  over  to  others  the  research  discoveries 
which  we  paid  for  with  large  investments  of  funds  and  more  im- 
portant investments  of  intelligence,  imagination  and  the  plain  hard 
work  of  every  employee.  — Address  by  T.  F.  Davies  Haines,  Presi- 
dent, CIBA  Pharmaceutical  Company,  Summit,  New  Jersey,  May 
25,  1962. 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

February  2,  Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  16,  Grand  Island,  St.  Francis 
Hospital 

March  2,  North  Platte,  High  School  Build- 
ing 

March  16,  Broken  Bow,  Elks  Club 

March  23,  Ainsworth,  Elementaiy  Grade 
School 

MID-WINTER  MEETING,  Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion — 10  ;00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, February  17,  1963. 

MID-WINTER  MEETING,  House  of  Dele- 
gates, Nebraska  State  Medical  Associa- 
tion — 10 :00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, March  2 and  3,  1963. 

SIOUX  VALLEY  MEDICAL  ASSOCIA- 
TION MEETING  — Sioux  City,  Iowa; 
February  20-22  inclusive;  Lutheran  Hos- 
pital and  Sheraton-Martin  Hotel.  Write 
H.  E.  Rudersdorf,  MD,  Secretary,  Sioux 
Valley  Medical  Association,  2417  Pierce 
Street,  Sioux  City,  Iowa  for  details. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— Twelfth  Annual  Convention;  Ambassa- 
dor Hotel,  Los  Angeles,  Calif.;  February 
27  to  March  3,  1963. 

NEBRASKA  CHAPTER,  American  College 
of  Physicians ; Seventeenth  Annual  Re- 
gional Meeting  — March  9,  1963,  Fon- 
tenelle  Hotel,  Omaha. 

THE  FIFTEENTH  ANNUAL  TEACHING 
SEMINAR  of  the  International  Academy 
of  Proctologj'  — March  16-21,  1963,  Las 
Vegas,  Nevada.  Jacob  Reichert,  MD, 
President-Elect,  Phoenix,  Arizona. 

GRADUATE  INSTRUCTIONAL  COURSE 
and  Nineteenth  Annual  Congress  Amer- 
ican College  of  Allergists  — March  24-29, 
1963;  Americana  of  New  York.  For  fur- 
ther infonnation,  write  John  D.  Gillaspie, 
M.D.,  2141  Fourteenth  Street,  Boulder, 
Colorado. 
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THIRTY-SIXTH  ANNUAL  SPRING  CON- 
GRESS IN  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY  — Gill  Memorial 
Eye,  Ear  and  Throat  Hospital,  Roanoke, 
Virginia.  April  1 through  April  5,  1963. 
The  profession  is  invited.  For  further 
information  write : Superintendent,  P.  0. 
Box  1789,  Roanoke,  Virginia. 

POSTGRADUATE  STUDY,  ACP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


DELEGATE’S  REPORT 
on  the 

PROCEEDINGS  of  the 
HOUSE  OF  DELEGATES 

of  the 

American  Medical  Association 

at  the 

SIXTEENTH  CLINICAL  MEETING 
November  25  to  28,  1962 
Los  Angeles 

The  Sixteenth  Clinical  Meeting  of  the 
American  Medical  Association  was  most 
successful  in  the  opinion  of  the  officers, 
members  of  the  House  of  Delegates,  mem- 
bers of  committees  in  charge,  participants 
in  the  scientific  program  and  scientific  and 
technical  exhibitors. 

Ten  thousand  nine  hundred  and  eight 
registered  for  the  meeting,  5209  being  phy- 
sicians. Total  membership  in  the  House  of 
Delegates  is  218;  216  voting  members  of 
the  House  were  registered.  As  you  know, 
Earl  F.  Leininger,  MD,  and  J.  D.  McCarthy, 
MD,  are  the  officially  elected  delegates  from 
the  Nebraska  State  Medical  Association. 
Our  Association  was  further  represented  in 
the  House  of  Delegates  of  the  American 
Medical  Association  by  R.  Russell  Best,  MD, 
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delegate  from  the  Section  on  General  Sur- 
gery, and  W.  Howard  Morrison,  MD,  dele- 
gate from  the  Section  on  Ophthalmology. 
Yes,  we  sat  together  and  counseled  with 
each  other  during  all  meetings  of  the  House 
and  attended  reference  committee  meetings 
according  to  our  respective  interests. 

Great  credit  is  due  the  officers  of  the 
American  Medical  Association,  especially 
Norman  A.  Welch,  MD,  Speaker,  and  Mil- 
ford 0.  Rouse,  MD,  Vice  Speaker  of  the 
House  of  Delegates,  for  the  conduct,  pro- 
gression of  items  to  be  considered  and  equit- 
able courtesies  to  all  members  during  ses- 
sions which  called  forth  considerable  discus- 
sion and  debate. 

The  Order  of  Business  of  the  House  of 
Delegates  runs  the  gamut  — from  all  usual 
preliminaries  to  such  meetings,  to  previ- 
ously submitted  and  supplementary  reports 
of  Officers,  various  Councils  and  Commit- 
tees of  the  AMA,  the  Woman’s  Auxiliary, 
the  Student  AMA,  and  others.  Then,  too, 
many  resolutions  are  submitted  by  constitu- 
ent state  societies  and  individual  members 
of  the  House.  All  of  these  matters  are  as- 
signed by  the  Speaker  to  the  respective  ref- 
erence committees  according  to  category. 
All  reference  committees  hold  open  hearings, 
after  which  they  sit  in  executive  session 
for  the  purpose  of  considering  the  contents 
of  reports,  the  discussions  presented,  as 
well  as  finalizing  their  recommendations  to 
the  House.  Each  item  is  presented  to  the 
House  separately  for  what  might  be  either 
immediate  approval,  disapproval  or  post- 
ponement. 

I apologize  for  taking  up  this  number 
of  words  in  my  report  to  point  out  the  pro- 
ceedings of  the  House  of  Delegates,  but  I 
have  been  appalled  at  the  lack  of  knowledge 
on  the  part  of  some  of  our  members  as  to 
these  details.  The  usual  answer  to  my  ques- 
tion, “Did  you  attend  the  meetings  of  the 
House  or  reference  committees?”  has  been, 
“Well,  I did  not  know  we  were  permitted 
to  be  present.”  Every  member  of  the  AMA 
is  not  only  welcome  to  attend  meetings  of 
the  House  of  Delegates  but  is  urged  to  at- 
tend and  take  part  in  meetings  of  the  refer- 
ence committees.  It  seems  to  me  the  great- 


er the  number  in  attendance  the  more  knowl- 
edge will  the  constituent  societies  have  about 
the  overall  problems  confronting  medical 
education,  office  and  hospital  practice  and 
all  that  that  implies,  as  well  as  the  eco- 
nomic and  legislative  items  that  beset  us. 

It  is  impossible  for  me  to  include  in  this 
report  complete  transactions  occurring  dur- 
ing the  meetings  of  the  House  of  Delegates 
of  the  AMA.  I will  therefore  give  a brief- 
ing on  items  which  in  my  opinion  are  essen- 
tial and  merely  mention  others.  I would 
recommend  that  those  who  are  interested 
in  more  detail  refer  to  JAMA,  vol.  182,  no. 
10,  pp.  32  to  41  (Dec  8)  1962. 

Dr.  George  M.  Fister,  AMA  president,  in 
his  splendid  report  to  the  House  of  Dele- 
gates, covered  many  of  the  problems  facing 
the  practice  of  medicine.  For  your  informa- 
tion I am  quoting  an  excerpt  from  his  ad- 
dress, which  to  me  is  basic. 

In  relation  to  social  security  health  care 
for  the  aged,  he  said: 

“We  will  not  compromise  on  the  funda- 
mental principles  in  which  we  believe  and 
for  which  we  have  fought  in  the  past  with 
courage  and  good  judgment.  We  will  not 
jeopardize  our  position  either  by  indicating 
a willingness  to  consider  a compromise  which 
would  damage  our  basic  principles,  or  by 
hasty  action  which  might  be  misinterpret- 
ed ..  . The  people  will  respond  to  the  truth 
and  it  is  imperative  that  we  as  individuals 
and  as  an  organization  see  that  they  get 
the  truth.” 

In  response  to  President  Fister’s  re- 
marks, resolutions  from  members  of  the 
House  and  reports  from  the  various  coun- 
cils and  committees,  the  House  reaffirmed 
opposition  of  the  AMA  to  the  King-Anderson 
type  of  legislation  and  supported  the  Kerr- 
Mills  program.  The  House  approved  in  prin- 
cipal the  following  suggestions  regarding 
amendments  to  the  Kerr-Mills  Law:  (1)  Re- 
move the  requirement  that  both  Old  Age 
Assistance  (OAA)  and  Medical  Assistance 
for  the  Aged  (MAA)  programs  be  admin- 
istered by  the  same  agency;  (2)  provide 
flexibility  in  the  administration  of  the  in- 
come limitations  proposed  under  state  law 
so  that  a person  who  experiences  a major 
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illness  may  qualify  for  benefits  if  the  ex- 
pense of  that  illness,  in  effect,  reduces  his 
money  income  below  the  maximum  provid- 
ed; (3)  include  a provision  in  the  law  re- 
quiring state  administering  agencies  to  seek 
expert  advice  from  physicians  or  medical 
societies  through  medical  advisory  commit- 
tees; and  (4)  provide  for  “free  choice”  of 
hospital  and  doctor  under  state  progi’ams. 

Four  proposed  amendments  to  the  In- 
ternal Revenue  Code  designed  to  assist  in 
financing  the  medical  and  hospital  expenses 
of  the  aged  were  endorsed.  These  amend- 
ments would  “(1)  liberalize  tax  deductions 
for  medical  expenses  of  dependents  over 
age  65;  (2)  remove  the  1 per  cent  drug 
limitation  and  include  drugs  as  medical  ex- 
penses; (3)  permit  taxpayers  over  age  65 
to  receive  full  tax  benefit  for  medical  ex- 
penses by  use  of  the  carry-forward  and 
carry-back  principle,  (4)  provide  a tax  cred- 
it for  medical  expenses  paid  by  the  over  age 
65  taxpayer,  proportionate  to  the  relation 
between  his  medical  expense  and  taxable  in- 
come.” 

In  consideration  of  the  foregoing  and 
recognizing  that  the  Congress  in  the  next 
few  years  will  be  beset  by  many  bills  with 
reference  to  the  health  of  our  citizens,  re- 
gardless of  age,  I quote  the  following  state- 
ment approved  by  the  House  of  Delegates: 

“It  is  our  strong  conviction  that  the  legis- 
lative situation,  the  expanding  health  in- 
surance and  prepayment  coverage,  the  im- 
proving economic  status  of  the  aged,  and 
the  many  other  factors  cited  in  this  report 
require  that  we  face  the  1963-1964  Congres- 
sional campaign  without  defeatism  or  com- 
placency and  with  pride  in  the  progress  that 
has  occurred.  Finally,  it  is,  above  all,  es- 
sential that  our  position  not  be  undermined 
by  the  adoption  of  any  policies  that  com- 
promise our  basic  principles  . . . 

“The  House  of  Delegates  invites  atten- 
tion to  the  fact  that  the  medical  profession 
is  the  only  group  which  can  render  medical 
care  under  any  system  and  that  the  medical 
profession  is  best  qualified  to  determine 
how  the  best  medical  care  can  be  deliv- 
ered. 

“The  House  of  Delegates  believes  that  the 


medical  profession  will  see  to  it  that  every 
person  receives  the  best  available  medical 
care  regardless  of  his  ability  to  pay,  and 
it  further  believes  that  the  profession  will 
render  that  care  according  to  the  system 
it  believes  is  in  the  public  interest  and  that 
it  will  not  be  a willing  party  to  implement- 
ing any  system  which  is  detrimental  to  the 
public  welfare.” 

It  seems  to  me  that  the  overall  question 
having  to  do  with  the  health  needs  of  the 
nation  is  fairly  well  epitomized  in  the  fore- 
going and  it  is  the  opinion  of  your  dele- 
gates that  this  entire  matter  be  given  prior- 
ity consideration  in  state  and  county  medi- 
cal society  agendas  during  their  coming 
meetings.  The  considered  judgments  of  the 
societies  should  then  be  given  gi’eatest  state- 
wide publicity  so  that  the  citizens  of  Ne- 
braska will  be  well  informed  and  thereby 
able  to  transmit  their  opinions  to  our  repre- 
sentatives in  both  state  and  federal  govern- 
ment. 

The  reference  committee  on  Insurance  and 
Medical  Seiwice  reemphasized  that  “the 
provision  of  care  for  nonservice-connected 
disabilities  is  not  the  proper  business  of  the 
Veterans  Administration.” 

The  Committee  on  Indigent  Care  recom- 
mended “(a)  that  efforts  aimed  at  increas- 
ing the  independence  of  assistance  recipi- 
ents seek  a goal  wholly  in  accord  with  the 
basic  philosophy  of  the  association  and  ap- 
prove in  principle  state  and  local  action 
aimed  at  achieving  this  end,”  (b)  “that  the 
AMA  reserves  the  rights  to  criticize  any 
specific  methods  and  mechanisms  proposed 
to  achieve  these  aims”  and  (c)  “that  all 
state  medical  associations  continue  to  seek 
the  fullest  possible  implementation  of  these 
recommendations  in  their  respective  states.” 
These  recommendations  have  to  do  with  the 
Kerr-Mills  Act  (Public  Law  86-7788). 

The  committee  also  approved  the  follow- 
ing recommendations  having  to  do  with  care 
for  the  aged:  “that  the  state  medical  asso- 
ciations consider  programs  to  assure  both 
their  members  and  their  members’  patients 
of  adequate  information  concerning  eligibil- 
ity standards,  content,  and  administration 
of  all  progi'ams  in  effect  in  their  respective 
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states  which  will  provide  the  assistance  in 
meeting  the  costs  of  medical  services  for  the 
aged,”  and  “that,  in  its  informational  pro- 
grams concerning  MAA  implementation, 
each  state  medical  association  clear  what 
portion  of  the  total  cost  is  paid  from  state 
and  what  portion  from  federal  funds,  and 
that  THIS  ALSO  BE  BROUGHT  TO  THE 
ATTENTION  OF  STATE  LEGISLATORS 
IN  THOSE  STATES  WHERE  APPROPRI- 
ATION PROCEDURES  TEND  TO  CON- 
FUSE THE  PICTURE.” 

The  committee  also  approved  a report 
from  the  Committee  on  Insurance  and  Pre- 
payment Plans  having  to  do  with  the  fi- 
nancing of  health  care  for  retirees.  In 
this  report  it  was  pointed  out  that  at  the 
end  of  1961,  135  million  persons  were  cov- 
ered for  hospital  benefits,  125  million  for 
surgical  benefits  and  92  million  for  medical 
benefits.  Blue  Shield  and  medical  society 
plans  have  continued  to  increase  at  the 
same  rate  as  commercial  insurance  com- 
pany plans.  State  and  county  medical  so- 
cieties were  urged  to  continue  promoting 
the  aggressive,  consistent  development  of 
Blue  Shield  Senior  Citizen  programs. 

All  of  these  recommendations  were  ap- 
proved by  the  House  of  Delegates. 

The  Council  on  Medical  Education  and 
Hospitals  rendered  lengthy  reports  having 
to  do  with  the  dirth  of  internes,  quotas  of 
graduates  from  universities  in  the  United 
States  and  Canada  versus  those  from  foreign 
universities  for  internships  in  the  United 
States  and  compensation  for  interns  and 
residents.  Considerable  time  was  given  to 
discussions  regarding  internships  and  hos- 
pital services.  The  compensation  for  the 
services  of  interns  and  residents  was  con- 
tained in  a joint  report  from  the  Council 
on  Medical  Education  and  Hospitals  and  the 
Council  on  Medical  Service.  This  problem 
was  referred  back  to  the  Councils  for  further 
study  and  will  be  considered  at  the  1963  an- 
nual meeting. 

Essentials  for  an  acceptable  school  for 
inhalation  therapy  technicians,  schools  of 
cytotechnologj^  and  medical  technology  were 
prescribed. 

The  reference  committee  with  regard  to 


family  medical  service  recommended  that 
“our  committee  is  of  the  opinion  that  the 
medical  student  preceptorship  program, 
which  appears  to  be  finding  wider  accept- 
ance, represents  a promising  component  of 
the  overall  solution  of  this  problem.”  This 
item  was  unanimously  endorsed  by  the 
House. 

It  was  most  interesting  to  receive  a re- 
port on  the  activities  of  the  American  Med- 
ical Association  Education  and  Research 
Foundation.  It  was  pointed  out  that  one 
of  every  ten  medical  students  in  the  United 
States  is  now  benefiting  from  the  loan  pro- 
gram since  its  inception  nine  months  ago. 
Loans  totaling  more  than  nine  million  dol- 
lars to  3042  medical  students  and  1787  in- 
terns and  residents  have  been  granted  and 
it  was  stated  that  150  applications  for  loans 
are  being  received  each  week.  Approximate- 
ly $550,000  was  subscribed  to  the  Founda- 
tion during  the  meeting  of  the  House.  Five 
states  participated  in  donating  $435,583  — 
Illinois  $183,000;  New  Jersey  $31,703;  Utah 
$12,160;  California  $171,520,  and  Indiana 
$37,200.  Merck,  Sharp  and  Dohme,  phar- 
maceutical company,  made  its  second  match- 
ing grant  of  $100,000  in  support  of  the  loan 
fund. 

An  ad  hoc  committee,  which  was  appoint- 
ed in  November  1961,  rendered  a report 
in  which  they  recommended  some  sweeping 
changes  regarding  reorganization  of  the 
Scientific  Sections  of  the  AMA.  These  plans 
came  in  for  lengthy  discussion  before  the 
reference  committee  and  during  the  commit- 
tee’s report  on  this  matter  to  the  House  of 
Delegates.  Further  study  was  suggested  and 
a final  report  will  be  made  at  the  next  an- 
nual session  in  Atlantic  City. 

Other  actions  of  the  House  of  Delegates 
had  to  do  with  amending  the  Hill-Burton 
Law  so  that  it  would  eliminate  all  cate- 
gorical grants,  eliminate  the  term  “diagnos- 
tic and  treatment  centers”  from  any  listings 
in  the  Act  and  prevent  federal  funds  being 
awarded  under  existing  law  as  a grant  to 
closed  panel  medical  corporations  to  build 
diagnostic  and  treatment  centers;  warned 
against  the  dangerously  low  level  of  im- 
munization against  smallpox  and  urged 
physicians  and  their  patients  to  maintain 
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the  needed  protection ; pointed  out  that  state 
and  county  medical  societies  should  collab- 
orate with  departments  of  public  health,  al- 
ways keeping  in  mind  the  need  for  a proper 
balance  between  local  public  health  pro- 
grams and  the  private  practice  of  medicine; 
authorized  the  Board  of  Trustees  to  investi- 
gate the  feasibility  of  establishing  a physi- 
cians’ pension  plan;  extended  an  expression 
of  appreciation  and  thanks  to  the  Woman’s 
Auxiliaiy  for  their  impressive  accomplish- 
ments in  behalf  of  our  free  society. 

Matters  deferred  for  consideration  during 
the  next  annual  meeting  included  increasing 
compensation  for  interns  and  residents; 
physician  ownership  of  drug  enterprises ; 
dispensing  of  eyeglasses  by  ophthalmolo- 
gists; a proposal  that  the  AMA  endorse 
amendment  of  the  United  States  Constitu- 
tion to  abolish  the  federal  income  tax  and 
forbid  federal  business  and  professional  ac- 
tivities; and  a number  of  revisions  having 
to  do  with  the  Constitution  and  By-Laws  of 
the  AMA. 

I am  appending  a copy  of  the  speech  of 
Senator  Carl  T.  Curtis  before  the  Fifth  An- 
nual Medical  Services  Conference  of  the 
American  Medical  Association  in  Los  An- 
geles, November  25,  1962.  It  seems  to  me 
that  this  speech  should  receive  considerable 
publicity  in  the  State  and  County  publica- 
tions of  the  Nebraska  State  Medical  Asso- 
ciation as  well  as  in  the  lay  press. 

Percy  E.  Hopkins,  MD,  of  Chicago,  was 
named  Chairman  of  the  Board  of  Trustees 
replacing  Hugh  H.  Hussey,  MD,  who  re- 
signed to  become  Director  of  the  AMA  Divi- 
sion of  Scientific  Activities. 

Recommendations 

1.  That  members  of  the  Nebraska  State 
Medical  Association  attending  ses- 
sions of  the  American  Medical  Asso- 
ciation plan  to  sit  in  on  at  least  one 
meeting  of  the  House  of  Delegates  as 
well  as  one  of  the  respective  reference 
committees. 

That  all  members  of  the  Nebraska 
State  Medical  Association  acquaint 
themselves  with  the  transactions  of 
the  House  of  Delegates  of  the  Ameri- 


can Medical  Association  during  the 
1962  Interim  Meeting,  which  can  be 
found  in  JAMA  182:32-41  (No.  10, 
Dec  8)  1962. 

2.  A proposal  that  all  groups  having 
funds  to  cover  request  for  loans  to 
medical  students,  interns  and  resi- 
dents be  transferred  to  the  American 
Medical  Association  Education  and 
Research  Foundation  was  disapproved. 
This  would  mean  that  the  Nebraska 
State  Medical  Association  should  re- 
tain the  funds  on  hand  for  future  re- 
quests for  loans.  However,  as  in  my 
past  reports,  I would  again  recommend 
that  the  Nebraska  State  Medical  As- 
sociation make  a contribution  to  the 
American  Medical  Association  Educa- 
tion and  Research  Foundation,  the 
method  and  amount  to  be  decided  by 
the  Association. 

3.  That  the  statement  of  George  M. 
Fister,  MD,  President  of  the  Ameri- 
can Medical  Association,  as  contained 
in  this  report  be  followed  through  by 
all  members  of  the  Nebraska  State 
Medical  Association. 

4.  That  remarks  in  this  report  relative 
to  the  King-Anderson  proposals  and 
Kerr-Mills  Law  be  given  special  con- 
siderations by  the  Board  of  Councilors 
and  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  and 
that  positive  statements  for  all  con- 
cerned be  issued  for  the  medical  and 
lay  press.  In  my  opinion  the  Com- 
mittee on  Legislation  of  the  NSMA 
should  be  cognizant,  not  only  of  the 
actions  of  the  House  of  Delegates  of 
the  AMA  relative  to  this  matter,  but 
as  well  the  thoughts  contained  in  the 
speech  of  Carl  T.  Curtis,  Senator  from 
Nebraska,  at  the  Annual  Medical 
Services  Conference  of  the  AMA,  Los 
Angeles,  November  25,  1962,  which 
has  been  made  an  appended  part  of 
this  report. 

5.  That  the  Blue  Shield  and  Blue  Cross 
of  Nebraska  be  commended  for  the 
excellent  efforts  and  successes  on  their 
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part  in  caring  for  the  costs  of  illnesses 
and  hospitalization  for  the  aged. 

6.  That  the  Nebraska  State  Medical  As- 
sociation emphasize  that  the  medical 
profession  is  the  only  group  which  can 
render  medical  care  under  any  system 
and  that  the  medical  profession  is 
best  qualified  to  determine  how  the 
best  medical  care  can  be  delivered; 
that  the  provision  of  care  for  non- 
service-connected disabilities  of  veter- 
ans of  the  armed  services  is  not  the 
proper  business  of  the  Veterans  Ad- 
ministration. 

7.  That  the  prerogatives  of  the  medical 
profession  be  considered  in  deciding 
questions  relative  to  undergraduate 
and  graduate  education  of  physicians. 

8.  That  a method  be  devised  by  the  Ne- 
braska State  Medical  Association  to 
ascertain,  percentagewise,  the  num- 
ber of  our  citizens  who  have  not  been 
immunized  against  smallpox. 

9.  That  the  problem  of  attaining  suffi- 
cient numbers  of  qualified  interns  and 
residents  for  service  in  Nebraska  hos- 
pitals be  investigated  by  the  proper 
committee  of  the  Association  and  that 
recommendations  to  improve  the  situ- 
ation be  forthcoming  as  soon  as  pos- 
sible. 

Respectfully  submitted, 

J.  D.  McCarthy,MD, 
Delegate. 

Submitted  to  Board  of  Councilors  and 
House  of  Delegates,  Nebraska  State  Medi- 
cal Association,  Mid-Winter  Meeting,  1963. 
Appended  hereto  is  the  speech  delivered  by 
Senator  Carl  T.  Curtis. 

THE  VOLUNTARY  WAY  — THE 
AMERICAN  WAY* 

By 

SENATOR  CARL  T.  CURTIS 
(Nebraska) 

Mr.  Chairman ; 

This  is  the  Thanksgiving  season.  We 
should  always  be  thankful  to  our  Creator 


for  the  many,  many  blessings  which  are 
ours.  It  is  fitting  and  proper  here  in  the 
United  States  to  have  a period  set  aside 
each  year  for  Thanksgiving.  We  should  be 
grateful  for  so  many  things  that  it  would 
take  volumes  to  enumerate  them.  We  are 
the  recipients  of  eternal  spiritual  blessings, 
as  well  as  material  blessings. 

I am  sure  I speak  for  all  present  when 
I express  gratitude  for  the  basic  freedom 
we  enjoy  in  the  United  States.  In  spite 
of  all  of  our  problems  and  the  turmoil  of  the 
times,  the  United  States  is  still  the  great- 
est country  on  earth.  Here  we  have  a de- 
gree of  individual  liberty,  enjoyed  no  place 
else  on  earth,  a liberty  for  which  millions 
throughout  the  world  long  today. 

The  basis  of  personal  liberty  or  freedom 
is  the  right  of  choice.  Americans  have  the 
right  to  choose  where  and  how  they  shall 
worship.  Americans  can  still  choose  their 
own  occupations.  Our  citizens  can  decide 
where  they  want  to  live.  They  can  move 
about  from  place  to  place  without  censorship 
or  hindrance  from  government.  We  enjoy 
the  right  to  contract  and  the  right  to  asso- 
ciate. We  have  the  opportunity  to  partici- 
pate in  free  elections  and  we  can  petition 
our  government.  Whenever  any  of  these 
rights  or  liberties  are  impaired,  all  are  im- 
paired. Therefore,  the  right  of  choice  in 
matters  relating  to  medicine  is  truly  a part 
of  the  American  way. 

Our  repubic  is  a capitalistic  nation.  Here 
we  have  private  ownership  of  property. 
Here  we  have  the  profit  motive  which  has 
spurred  men  on  in  the  individual  and  total 
development  of  our  economy. 

The  right  of  Americans  to  think,  to  study, 
to  develop,  to  work,  to  build  and  to  accom- 
plish has  caused  them  to  make  the  most  of 
their  talents. 

Under  a socialistic  system,  men  work  not 
for  profit,  or  the  hope  of  a profit,  they 
work  from  compulsion.  Is  it  any  wonder 
that  socialism  has  failed  whenever  and 
wherever  it  has  been  tried.  Private  enter- 
prise is  the  American  way.  Private  enter- 
prise is  liberty’s  way.  When  men  work  be- 
cause of  compulsion  there  is  no  liberty. 
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Individual  initiative,  private  ownership 
of  property  and  the  desire  for  a profit  have 
built  for  America  an  economy  that  is  en- 
vied around  the  world.  In  two  great  wai*s 
in  our  lifetime,  our  American  system  has 
been  able  to  produce  the  leadership,  the  ma- 
chines, the  food,  the  medicines,  the  imple- 
ments of  war  and  the  financing  to  save  civil- 
ization. The  American  system  has  been  a 
success. 

The  American  people  will  never  deliberate- 
ly, in  one  great  step,  choose  socialism.  The 
danger  is  that  little  by  little  we  are  tempted 
with  programs  that  must  and  will  ultimately 
lead  to  socialism.  Such  is  the  case  in  refer- 
ence to  medical  care. 

The  government  controls  and  the  loss  of 
liberty  and  the  deterioration  of  medical  care 
are  only  slight  at  the  beginning,  but  they 
grow  and  grow. 

We  are  at  this  time  faced  with  a real 
fight  to  preserve  the  private  practice  of 
medicine  in  the  United  States,  to  prevent 
those  steps  from  being  taken  which  will 
ultimately  and  finally  lead  to  a government 
system  of  medicine.  I believe  we  can  win 
that  fight.  I believe  we  can  win  it  in  1963, 
but  there  was  never  a time  when  we  needed 
to  work  harder  and  when  there  was  a gi’eat- 
er  need  for  public  education  on  all  that  is 
really  involved  than  now. 

I am  for  hospital  and  medical  care  for 
our  aged  citizens.  I want  that  care  to  be 
the  best  that  our  fine,  traditional  American 
system  of  medicine  can  provide.  I want 
the  gi’eat  advances  made  in  medicine  and  in 
drugs  to  continue  for  the  benefit  of  all  man- 
kind. The  record  in  this  country  is  unsur- 
passed. 

I do  disagree  with  some  individuals  as  to 
how  we  should  provide  this  medical  care 
for  our  citizens  over  65.  Without  boring 
you  with  statistics,  I believe  you  will  agree 
that  among  those  over  65  there  are  some 
people  well  able  to  pay  for  their  own  hos- 
pital and  medical  care  or  to  secure  private 
insurance  to  provide  the  same.  There  are 
also  some  older  people  who  are  unable  to 
provide  hospital  and  medical  care  for  them- 
selves. Let  us  consider  each  group. 


The  first  question  is : Should  government 
provide  medical  care,  including  hospital 
care,  for  our  older  citizens  who  are  unable 
to  provide  for  such  care  themselves?  I 
would  answer  that  question  with  an  em- 
phatic, yes.  For  many  years  our  destitute 
aged  have  received  hospital  and  medical  care 
at  public  expense.  That  should  be  con- 
tinued. I would  go  farther.  I would  in- 
clude those  people  over  65  who  may  have 
some  funds  and  are  self-supporting,  but  who 
cannot  pay  a costly  hospital  and  medical  bill. 
This  group  has  sometimes  been  referred  to 
as  the  “near-needy.” 

Such  a program,  to  provide  hospital  and 
medical  care  for  the  “near-needy,”  including 
drugs  and  other  essentials  for  sick  patients, 
has  been  enacted.  It  is  known  as  the  Kerr- 
IVIills  law.  I voted  for  it.  Under  this  law, 
any  state  desiring  to  provide  medical  as- 
sistance for  people  over  65,  who  are  “near- 
needy,”  can  do  so  and  the  Federal  govern- 
ment will  share  in  the  cost.  It  follows  the 
same  pattern  that  has  been  followed  for  the 
actual  needy  for  many  years.  The  “near- 
needy”  are  not  required  to  be  paupers  in 
order  to  be  entitled  to  the  benefits. 

Under  the  Kerr-]\Iills  law  a program  can 
be  set  up  to  fit  the  specific  needs  of  a pa- 
tient. If  he  needs  help  in  having  medical  pre- 
scriptions filled,  that  can  be  done.  If  he  must 
be  sent  to  the  hospital,  that  can  be  taken 
care  of.  Government  can  pay  the  costs 
of  having  the  doctor  call  at  his  home  or  sur- 
gery can  be  provided.  In  fact,  the  Kerr- 
Mills  law  is  not  limited  to  fine  print  bene- 
fits. It  is  intended  to  take  care  of  people 
over  65  who  need  help  and  who  are  and 
should  be  the  concern  of  government. 

The  other  basic  question  to  be  asked  is: 
Shall  government  provide  hospital  and  medi- 
cal care  for  people  over  65  if  they  are  well 
able  to  provide  it  for  themselves?  This  is 
a fundamental  question.  It  means,  should 
we  tax  the  young,  the  middle-aged,  and  the 
aged  if  they  are  still  working,  to  pay  the 
hospital  bills  and  some  related  medical  ex- 
penses for  all  older  people,  including  those 
who  are  well  able  to  pay  for  it  themselves? 
]\Iy  answer  to  that  question  is,  no.  I do 
not  believe,  for  instance,  the  government 
should  tax  young  people  who  are  raising  a 
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family,  buying  a home,  and  educating  their 
children  to  pay  the  hospital  bills  of  indi- 
viduals who  are  financially  able  to  pay 
their  own  bills.  This  is  the  essence  of  the 
Kennedy  Administration’s  proposal.  It  is 
the  Anderson-King  proposal. 

If  the  Anderson-King  bill  is  enacted  it 
will  mean  a man  can  have  an  annual  income 
of  a hundred  thousand  dollars  or  more,  un- 
limited capital  assets,  need  not  be  retired, 
yet  if  he  is  65,  his  hospital  bill  and  certain 
related  medical  expenses  will  be  paid.  By 
whom  will  it  be  paid?  It  will  be  paid  by 
the  workers  and  the  self-employed  and  the 
employers  of  the  country. 

I am  opposed  to  the  Kennedy  proposal  for 
several  reasons: 

(1)  The  proposal  would  provide  hospital 
care  for  those  without  considering  whether 
they  could  afford  to  pay  their  own  hospital 
expenses. 

(2)  The  proposal  would  finance  such  a 
program  through  the  social  security  system, 
thus  overburdening  the  present  system. 

(3)  The  proposal  would  increase  with- 
holding taxes,  primarily  on  the  young,  mak- 
ing it  more  difficult  for  them  to  meet  their 
current  medical  expenses,  much  less  provide 
for  future  expenses. 

(4)  The  enactment  of  the  Kennedy  pro- 
posal, that  is,  the  Anderson-King  bill,  would 
result  in  a poorer  quality  of  medical  service 
for  all  of  our  citizens. 

In  citing  estabished  facts  and  figures  in 
support  of  my  position,  I want  to  give  credit 
to  certain  of  my  colleagues.  Congressman 
Tom  Curtis  of  Missouri  has  been  a leader  in 
research  on  the  subject  of  hospital  and  medi- 
cal care  for  the  aged  and  I want  to  pay  trib- 
ute to  him.  Likewise,  I compliment  Congress- 
woman  Griffiths  of  Michigan  for  the  facts 
she  has  assembled. 

Let  us  consider  just  what  the  administra- 
tion’s proposal  would  do  for  those  aged 
people  over  65  who  are  eligible  for  social 
security.  It  would  pay  for  hospital  services 
up  to  90  days  and  certain  nursing  home 
services  up  to  180  days,  plus  additional  home 
health  services  and  out-patient  diagnostic 


services,  or,  as  Congresswoman  Griffiths 
say,  “This  program  adds  up  to  the  payment 
of  the  costs  of  hospital  care  and  economical 
substitutes  for  hospital  care.’’ 

The  Anderson-King  bill  would  not  pay  for 
most  doctor  bills  incurred  in  the  hospital. 

The  Anderson-King  bill  would  not  pay  for 
calls  at  the  doctor’s  office. 

The  Andei’son-King  bill  would  not  pay  for 
doctor  calls  at  the  home. 

The  Anderson-King  bill  would  not  pay 
for  surgery. 

The  Anderson-King  bill  would  not  pay  for 
prescriptions,  or  medicines,  or  drugs  of 
any  kind. 

This  administration  bill  would  not  provide 
any  benefits  for  people  confined  to  a mental 
or  tuberculosis  hospital. 

The  estimated  cost  of  the  first  year  of  op- 
eration is  a billion  dollars.  It  is  based  upon 
the  premise  that  government  should  tax  all 
of  our  people  to  pay  hospital  bills  and  some 
related  medical  bills  of  individuals,  some  of 
whom  are  much  more  able  to  pay  those  bills 
than  the  people  paying  the  taxes. 

A study  has  been  made  as  to  what  portion 
of  the  costs  of  illness  would  be  paid  if  the 
Anderson-King  bill,  which  is  being  spon- 
sored by  the  Kennedy  Administration,  were 
enacted  into  law.  This  has  been  established 
as  being  25  per  cent  of  the  expenses  of  ill- 
ness of  persons  eligible  for  the  benefits. 
In  other  words,  for  the  people  covered, 
whether  they  are  in  need  or  not,  it  would 
not  pay  75  per  cent  of  the  expenses  incuiTed. 

My  colleague,  Tom  Curtis,  has  very  aptly 
pointed  out  “that  a medically  indigent  per- 
son is  no  more  able  to  pay  75  per  cent  of 
his  medical  expenses  than  he  is  to  pay  100 
per  cent  of  such  expenses.” 

Unfortunately,  the  issue  of  medical  and 
hospital  care  for  the  aged  has  been  con- 
fused by  a lot  of  misinformation.  I am  sat- 
isfied that  many  of  the  proponents  of  the 
measure  in  Congress  do  not  realize  its  short- 
comings. I am  thoroughly  satisfied  that 
many  of  the  people  back  home  have  been 
misinformed.  It  is  not  uncommon  for  a 
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constituent  to  write  in  support  of  the  admin- 
istration’s proposal  citing,  as  a reason  for 
its  need,  the  high  cost  of  his  doctor  bills 
and  his  medicine.  The  fact  is,  the  proposal 
being  offered  would  not  pay  any  part  of 
either  one. 

When  the  King-Anderson  bill  was  consid- 
ered by  the  Senate  this  last  year,  it  was 
shocking  to  notice  that  some  of  my  col- 
leagues had  a total  misunderstanding  of  the 
bill  before  us.  Senators  arose  in  their  places 
and  told  of  someone  that  they  knew  who 
had  suffered  a catastrophic  illness.  They 
recounted  for  the  record  not  an  illness  of 
a short  duration  but  a long  one,  involving 
prolonged  hospitalization  and  costly  sur- 
gery, nurses’  care  and  medical  attention. 
They  appeared  not  to  realize  that  the  bill 
before  them  would  do  practically  nothing  for 
the  individual  or  the  family  faced  with  a 
catastrophic  and  expensive  illness. 

Either  the  administration  proposal  is  a 
delusion  and  will  be  a disappointment  to 
our  people,  or  they  must  admit  it  is  merely 
a foot  in  the  door  for  a larger  program. 

While  many  of  the  public  received  mis- 
information about  what  the  bill  would  do,  the 
designers  of  the  legislation  knew  well  it 
was  only  a beginning  and  that  they  intended 
to  inaugurate  a complete  progi'am  of  gov- 
ernment medicine.  I want  to  read  to  you 
what  a distinguished  Senator  said  on  the 
Senate  Floor  during  that  debate.  He  said ; 

“If  the  Senator  from  Wyoming  will 
permit  me  to  do  so,  I wish  to  comment 
on  the  two  points  the  able  Senator  from 
Louisiana  raised.  One  was  that  if  the 
program  of  insurance,  hospitalization, 
and  medical  care  were  enacted,  those  of 
us  who  suport  it  should  take  the  respon- 
sibility of  considering  it  as  only  a be- 
ginning. I am  pleased  to  accept  that 
responsibility.’’ 

It  is  well  to  keep  in  mind  that  the  advocates 
of  big  government,  that  the  people  who  do 
not  believe  in  the  ability  of  most  of  our 
citizens  to  take  care  of  themselves,  and  who 
now  favor  the  Administration’s  proposal, 
were,  a few  years  ago,  proponents  of  the 
Murray-Wagner-Dingell  bill,  which  did  pro- 


vide complete  governmental  medical  care  for 
all  of  our  citizens. 

The  issue  before  us  is  not  merely  one 
legislative  proposal  or  bill,  it  is  the  choos- 
ing of  the  road  to  socialism. 

The  administration  proposal  disregards 
the  great  advances  that  have  been  made  in 
private  health  insurance.  As  of  December 
31,  1961,  731/2  per  cent  of  our  civilian  popu- 
lation was  covered  with  some  form  of  health 
insurance.  55  per  cent  of  the  aged  popu- 
lation have  some  kind  of  private  health  in- 
surance. The  Department  of  Health,  Edu- 
cation, and  Welfare  has  estimated  that  by 
1965,  70  per  cent  of  the  aged  will  have  some 
private  health  insurance. 

The  problem  of  medical  and  hospital  care 
for  the  aged  can  best  be  met  through  exist- 
ing law,  including  the  Kerr-Mills  bill,  which 
takes  care  of  the  “near-needy,”  and  through 
the  channels  of  private  insurance.  Let  us 
not  forget  that  the  government  has  failed 
in  every  business  operation  it  has  started. 

The  enactment  of  the  Kennedy  proposal 
means  government  medicine.  If  govern- 
ment funds  are  spent  to  provide  hospital 
and  related  medical  care,  the  Congress  must 
give  directions  as  to  how  that  money  will 
be  spent.  There  will  be  rules  and  regula- 
tions. There  will  be  contracts  with  hos- 
pitals and  doctors.  I am  not  unaware  that 
some  of  its  proponents  deny  it  is  socialized 
medicine.  When  it  comes  to  socialism,  I 
would  say  that  the  Socialist  Party  of  Amer- 
ica could  qualify  as  an  expert  on  that  subject 
and  the  party  has  termed  it  socialized  medi- 
cine. 

As  I previously  stated,  the  enactment  of 
the  Kennedy  proposal  now  before  Congress 
will  mean  a poorer  quality  of  medical  service 
not  only  for  our  aged,  but  for  all  of  our 
citizens.  Histoiy  is  on  our  side  in  this  ar- 
gument. 

Every  country  of  Europe  has  some  sort 
of  government  medicine.  Let’s  see  what  has 
happened.  Europe  no  longer  leads  the  world 
in  medical  science,  yet  thirty  years  ago  medi- 
cal students  from  this  country  and  from  all 
over  the  world  traveled  to  Europe  for  ad- 
vanced medical  education.  They  no  longer 
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go  to  Europe,  they  come  to  the  United  States 
because  our  private  practice  of  medicine 
means  better  medical  education  and  better 
medical  care. 

When  Great  Britain  adopted  their  pro- 
gram of  government  medicine  in  1947,  they 
had  one  doctor  for  877  people.  Britain’s  gov- 
ernment medicine  caused  such  a deteriora- 
tion in  the  practice  of  medicine  that  ten  years 
later  they  had  one  doctor  for  every  1149  peo- 
ple. Here  in  the  United  States,  in  spite  of 
our  population  explosion,  the  ratio  of  physi- 
cian to  patient  remains  steady,  about  one  for 
every  750  people. 

Before  the  United  States  embarks  upon 
any  program  that  costs  a billion  dollars  the 
first  year,  let  us  brush  away  all  emotion 
and  prejudice  and  look  at  the  facts.  I am 
convinced  that  a careful  gathering  and  study 
of  the  facts  will  show  the  Anderson-King 
proposal  to  be  unwise  and  not  in  the  best  in- 
terest of  our  citizens,  either  those  over  65 
or  those  under  65. 

If  it  is  heresy  to  say  I believe  in  the  com- 
petence, the  integrity  and  the  skill  of  my 
family  doctor,  my  family  druggist,  my  den- 
tist and  my  insurance  agent,  let  it  be  heresy. 
I want  our  system  to  continue  to  make  ad- 
vances in  saving  lives,  relieving  pain  and 
suffering,  and  adding  to  the  length  of  life 
in  the  future  as  it  has  in  the  past. 

The  Voluntary  way  — the  American  way 
is  the  progressive,  proven  way  that  means 
continued  success. 

Let  us  go  forward,  not  backward. 

♦Speech  of  Senator  Carl  T.  Curtis  (Rep.,  Nebraska)  be- 
fore the  Fifth  Annual  Medical  Services  Conference  of  the 
American  Medical  Association  in  Los  Angeles,  California, 
at  9 :45  a.m.,  November  25,  1962. 


THE  MONTH  IN  WASHINGTON 

The  federal  government  appreciably  in- 
creased its  controls  over  the  clinical  testing 
of  new  drugs,  including  antibiotics,  with 
new  regulations  effective  Feb.  7. 

The  new  regulations  of  the  Food  and  Drug 
Administration  require  that  the  FDA  be 
put  on  notice  and  given  full  details  about 
the  distribution  of  drugs  for  investigational 
use;  that  clinical  investigations  be  based 


on  adequate  studies  on  animals,  and  that  the 
clinical  tests  be  properly  planned,  executed 
by  qualified  investigators,  and  that  the  in- 
vestigators and  the  FDA  be  kept  fully  in- 
formed of  the  adverse  findings  of  other  in- 
vestigators during  the  progress  of  the  in- 
vestigations. 

If  an  investigation  develops  evidence  that 
the  drug  is  not  safe  or  is  ineffective,  the 
FDA  said  it  will  order  discontinuance  of 
clinical  tests. 

The  old  regulations  did  not  require  either 
an  initial  notice  to  FDA  of  a clinical  trial  of 
a new  drug  or  subsequent  reports  on  such 
use. 

Before  they  were  announced  in  their  final 
form,  numerous  modifications  were  made 
in  the  version  published  on  Aug.  10,  1962, 
as  proposed  regulations.  More  than  300 
written  comments  on  the  proposed  regula- 
tions were  received  by  the  FDA.  In  addi- 
tion, FDA  officials  met  with  representa- 
tives of  the  AMA  and  various  other  inter- 
ested scientific  groups. 

But  the  FDA  did  not  make  all  the  changes 
urged  by  the  scientific  groups. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation credited  the  Department  of  Health, 
Education  and  Welfare  and  the  FDA  with 
modifying  the  regulations  as  originally  pro- 
posed sufficiently  that  “most  of  the  major 
difficulties  found  by  reputable  medical  sci- 
entists” had  been  resolved. 

But  the  PMA  said  “the  burden  of  paper- 
work imposed  by  the  new  regulations  is 
enormous.” 

“The  success  of  the  department  meeting 
its  stated  goals  will  of  course  depend  in 
large  part  on  the  wisdom  of  administration 
of  these  regulations,”  the  PMA  said.  “It 
is  hoped  that  remaining  troublesome  prob- 
lems may  be  resolved  in  the  near  future  by 
appropriate  amendments.” 

One  modification  was  designed  to  permit 
some  flexibility  in  the  planning  of  the  in- 
vestigation of  the  safety  and  effectiveness 
of  a new  drug.  Another  modification  cut 
down  on  the  record-keeping  requirements. 

To  meet  criticisms  that  the  regulations  as 
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originally  proposed  would  impinge  upon  the 
physician-patient  relationship  by  calling  for 
inspection  of  the  clinical  records,  the  FDA 
said : 

“The  provisions  for  inspection  of  the 
patient’s  records  have  been  modified  to  make 
it  clear  that  the  investigator  may  withhold 
the  names  of  volunteers  or  patients  unless 
the  records  of  a particular  volunteer  or  pa- 
tient require  a more  detailed  study  of  drug 
effects,  or  unless  there  is  reason  to  believe 
that  the  records  do  not  represent  actual  re- 
sults obtained. 

. . if  the  record  has  been  sent  to  the 
sponsor  by  the  investigator,  there  is  no 
confidentiality,  and  the  record  is  to  be  made 
available  by  the  sponsor  for  inspection  by 
a properly  authorized  employee  of  the  De- 
partment of  Health,  Education  and  Wel- 
fare. Where  the  record  has  not  been  sent 
to  the  sponsor,  the  investigator  is  required 
to  maintain  it  and  make  it  available  upon 
request  of  a scientifically  trained  and  spe- 
cially authorized  employee  of  the  Depart- 
ment.” 

The  proposed  regulations  dealing  with 
publication  of  findings  of  investigators  were 
construed  by  some  as  restricting  free  flow  of 
scientific  information.  But  the  FDA  said 
the  regulations  were  “not  intended  to  bar 
factual  news  reporting  to  scientists  or  the 
public.” 

The  proposed  regulations  also  were  said 
to  deny  extremely  important  new  drugs,  not 
yet  approved  for  general  distribution,  to 
patients  who  might  need  them  urgently  as  a 
life-saving  measure.  The  FDA  denied  this, 
saying  “there  is  no  bar  in  the  regulations 
to  giving  the  necessary  instructions  to  and 
obtaining  the  necessary  commitments  from 
a new  investigator  by  telephone  in  case 
this  is  needed  to  save  a life.” 

Pending  further  consideration,  radioactive 
new  drugs  were  exempted  from  the  new 
regulations  if  they  are  shipped  in  accord- 
ance with  current  regulations  of  the  Atomic 
Energy  Commission. 

FDA  Commissioner  George  P.  Larrick 
said  that  the  regulations  as  issued  provide 


strong  and  necessary  controls  over  the  in- 
vestigational use  of  new  drugs  and  meet 
all  of  the  new  provisions  in  the  Kefauver- 
Harris  Amendments  of  1962,  including  as- 
surance that  patient  consent  to  the  use  of 
investigational  drugs  be  obtained  by  the 
investigators,  unless  in  their  professional 
judgment  this  is  not  feasible  or  is  contrary 
to  the  patient’s  best  interest. 

However,  the  new  regulations  were  issued 
under  an  old  law.  The  drug  testing  provi- 
sions of  the  new  law  do  not  become  effective 
until  next  May  1. 

Before  issuance  of  the  new  regulations, 
HEW  Secretary  Anthony  J.  Celebrezze  ap- 
proved a reorganization  of  the  Division  of 
New  Drugs  of  the  FDA’s  Bureau  of  Medi- 
cine. The  HEW  said  the  reorganization  was 
designed  to  “permit  FDA  to  discharge  more 
effectively  its  increased  responsibilities  in 
the  new  drug  area.” 

The  Public  Health  Service  recommended 
use  of  type  HI  Sabin  oral  polio  vaccine  after 
having  banned  it  for  three  months  while 
its  safety  was  being  reviewed.  But  the  PHS 
still  recommended  that  older  adults  take  it 
only  if  their  risk  of  catching  the  disease  is 
higher  than  normal. 

Surgeon  General  Luther  L.  Terry  acted 
upon  the  recommendation  of  his  special  polio 
advisory  committee.  Dr.  Terry  urged  that 
communities  use  all  three  types  of  the  Sabin 
vaccine  in  polio  immunization  campaigns 
with  particular  emphasis  on  children  and 
young  adults. 

The  advisory  committee  said : 

“Because  the  need  for  immunization  di- 
minishes with  advancing  age  and  because 
potential  risks  of  vaccine  are  believed  by 
some  to  exist  in  adults,  especially  above  the 
age  of  30,  vaccination  should  be  used  for 
adults  only  with  the  full  recognition  of  its 
very  small  risks.” 

The  PHS  reported  that  polio  continued  to 
decline  last  year.  There  was  a drop  of  35 
per  cent  from  1961  in  the  number  of  cases. 
There  were  866  cases,  including  707  para- 
lytic, reported  through  Nov.  30. 
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Doctors  in  the  News 

Markley  and  His  Whirlybird — 

The  AMA  Neivs  for  November  12,  1962, 
has  a picture  and  a short  note  on  the  use 
of  the  helicopter  by  Dr.  Murray  Markley 
of  North  Loup.  Dr.  Markley  and  Dr.  Barn- 
merlin  of  Centerburg,  Ohio,  seem  to  be 
pioneers  in  the  use  of  this  type  of  transpor- 
tation when  ice,  snow,  and  mud  make  the 
automobile  more  or  less  useless  as  a means 
of  getting  to  patients  in  isolated  places  — 
isolated  perhaps  only  by  the  weather. 


Dr.  Schlichtemier  Receives  Grant — 

We  see  by  the  Evening  World-Herald  (Dec 
19,  1962)  that  Dr.  J.  P.  Schlichtemier,  a 
resident  in  radiology  at  the  University  of 
Nebraska  College  of  Medicine,  received  a 
grant  of  3600  dollars.  With  this  money  Dr. 
Schlichtemier  will  study  deep  cobalt  ther- 
apy of  brain  tumors.  The  grant  came  from 
the  American  Cancer  Society  and  is  for  one 
year. 


Dr.  Stanard  Retires — 

We  find  in  the  Seward  Independent  the 
story  of  the  retirement  of  Dr.  J.  T.  Stanard 
after  practicing  medicine  for  53  years.  The 
doctor  graduated  from  Cotner  Medical  Col- 
lege in  1909  and  began  his  practice  in  Ta- 
mora.  After  two  years,  he  moved  to  Ulys- 
ses and  then,  in  1940,  to  Seward.  In  the 
eyes  of  a reporter,  the  measure  of  a man 
of  medicine  seems  to  be  the  number  of  ba- 
bies delivered  in  the  course  of  his  career, 
and  Dr.  Stanard  comes  up  to  the  average, 
we  should  say,  with  about  2000. 

Of  course.  Dr.  Stanard  went  through  all 
the  phases  of  the  transportation  revolution 
from  “legging  it,”  through  horseback,  horse 
and  buggy,  motor  cycle  (which  he  calls 
“wicked”),  the  two-cylinder  Maxwell,  and 
finally,  the  modem  automobile.  His  stories 
connected  with  several  of  these  modes  are 
interesting;  some  of  them  make  one  feel  fa- 
tigued as  he  reads  them. 

The  doctor  says  he  is  enjoying  his  retire- 
ment and  spending  much  of  the  time  looking 
after  his  business  interests. 


Human  Interest  Tales 

Dr.  L.  C.  Lusby,  Ogallala,  announced  in 
November  that  he  is  moving  to  Colorado. 

Dr.  John  R.  Schenken,  Omaha,  has  been 
re-elected  president  of  the  American  Board 
of  Pathology. 

Dr.  Donald  Jackson,  Omaha,  is  the  new 
Chief  of  Staff  at  the  Salvation  Army’s 
Booth  Hospital. 

Dr.  Max  M.  Raines,  North  Platte,  was 
elected  Chief  of  Staff  of  Memorial  Hos- 
pital in  North  Platte. 

Dr.  M.  M.  Steinberg,  Omaha,  was  elected 
president  of  the  Medical  Staff  of  Doctors 
Hospital  in  December. 

Dr.  G.  E.  Sawyers,  North  Platte,  was 
elected  president  of  the  Medical  Staff  of  St. 
Mary  Hospital  in  December. 

Dr.  F.  J.  Mnuk,  Omaha,  was  elected  presi- 
dent of  the  medical-dental  staff  of  St.  Cath- 
erine’s Hospital  in  December. 

Dr.  Richard  L.  Lamphere,  Bertrand,  was 
named  Chief  of  Staff  of  the  Lexington 
Community  Hospital  in  December. 

Dr.  Donald  Ehlers,  Blair,  was  elected 
president  of  the  Nebraska  Society  of  Clinical 
Hypnosis  at  a meeting  in  Fremont. 

Dr.  Byron  B.  Oberst,  Omaha,  has  been 
elected  to  membership  in  the  Specialty  Sec- 
tion on  Child  Development  of  the  American 
Academy  of  Pediatrics. 

Dr.  Harold  S.  Morgan,  Lincoln,  has  been 
selected  Chairman  of  the  Committee  on 
Maternal  and  Child  Health  Care  of  the 
American  Medical  Association. 

Dr.  Dwaine  Peetz,  Neligh,  was  elected 
president-elect  of  the  Nebraska  Society  for 
Obstetrics  and  Gynecology  at  the  convention 
held  in  Las  Vegas  in  December. 

Dr.  Pauline  Slaughter,  Norfolk,  has  re- 
turned after  spending  nine  weeks  studying 
in  the  pediatric  department  of  the  Univer- 
sity of  Colorado  Medical  Center. 

Dr.  Robert  G.  Townley,  a former  instruc- 
tor at  the  Creighton  University  School  of 
Medicine,  has  joined  the  staff  of  the  Na- 
tional Jewish  Hospital  in  Denver. 
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Dr.  Payson  Adams,  Omaha,  was  installed 
president  of  the  Omaha-Midwest  Clinical 
Society,  and  Dr.  Thomas  T.  Smith,  Omaha, 
is  the  new  president-elect  for  1964. 

Dr.  Paul  Maxwell,  Lincoln,  has  been  in- 
stalled as  Chief  of  Staff  of  Bryan  Memorial 
Hospital,  and  Dr.  Maynard  A.  Wood,  Lin- 
coln, was  selected  as  Chief  of  Staff  for  1965- 

66. 

Dr.  Willis  Wright,  Omaha,  is  the  new 
president  of  the  Omaha  - Douglas  County 
Medical  Society,  and  Dr.  John  Courtney, 
Omaha,  has  been  chosen  the  new  president- 
elect. 

Dr.  James  Severens,  Omaha,  and  Dr.  Al- 
bert 0.  Murphy,  Omaha,  attended  a sym- 
posium sponsored  by  the  Medical  Education 
for  National  Defense  Progi'am  in  Washing- 
ton, D.C. 

Dr.  La  Verne  F.  Pfeifer,  Lincoln,  took  of- 
fice as  the  1963-president  of  the  Lancaster 
County  Medical  Society,  in  December,  as  Dr. 
Robert  J.  Stein,  Lincoln,  was  named  presi- 
dent-elect for  1964. 


Announcements 

Two-Year  Appointment  Available  to 
General  Practitioner — 

This  letter  is  published  so  that  any  inter- 
ested Nebraska  practitioner  may  avail  him- 
self of  this  opportunity: 

January  4,  1963 

To  the  Editor: 

An  excellent  opportunity  exists  for  a 
young  American  general  practitioner  with 
an  interest  in  surgery,  to  work  with  the 
famed  Burma  Surgeon,  Dr.  Gordon  S.  Sea- 
grave,  at  his  250-bed  hospital  in  Namkham, 
Burma. 

Minimum  appointment  is  for  two  years. 
With  satisfaction  an  extended  tenure  would 
be  encouraged. 

The  candidate  should  be  an  American  citi- 
zen of  any  race  or  religion  but  his  age 
should  not  exceed  forty.  He  may  be  mar- 
ried or  single.  If  married  to  a trained 


nurse,  there  would  be  an  important  place 
for  her  in  the  nurses  training  program;  or 
to  a school  teacher,  an  opportunity  to  teach 
in  the  secondary  school  on  the  hospital  com- 
pound. 

Extensive  experience  is  not  a requirement 
but  graduation  from  an  “A”  class  medical 
school  is.  Professional  practice  at  the  Nam- 
kham Hospital  is  intensive,  widely  varied 
and  often  rare  to  Western  medical  experi- 
ence. 

The  candidate  must  be  prepared  to  leave 
for  Burma  not  later  than  the  Spring  of  1963, 
or  sooner  if  possible  (depending  upon  issu- 
ance of  his  visa)  so  that  his  appointment 
can  overlap  that  of  the  American  doctor 
now  serving  the  program. 

This  appointment  offers  a modest  salary 
per  annum.  Travel  expenses  and  Western 
style  housing  will  be  provided. 

Anyone  interested  should  please  write: 
American  Medical  Center  for  Burma,  Inc., 
6 Penn  Center  Plaza,  Philadelphia  3,  Penn, 
stating  qualifications,  etc. 

Sincerely  yours, 

John  F.  Rich, 

Executive  Vice  Chairman 


Chest  Physicians  Announce  Meetings — 

The  American  College  of  Chest  Physicians 
has  announced  the  following  schedule  of 
forthcoming  national  and  international 
meetings  and  postgraduate  courses: 

NATIONAL  AND  INTERNATIONAL 
MEETINGS 

29th  Annual  Meeting,  American  College 
of  Chest  Physicians,  Ambassador  Hotel,  At- 
lantic City,  June  13-17,  1963. 

Interim  Clinical  Meeting,  American  Col- 
lege of  Chest  Physicians,  Portland,  Ore- 
gon, November  30,  December  1,  1963. 

8th  International  Congress  on  Diseases 
of  the  Chest,  American  College  of  Chest 
Physicians,  Mexico  City,  October  11-15, 
1964. 
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POSTGRADUATE  COURSES 

Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  and 
Lungs,  Washington,  D.C.,  October  14-18, 
1963. 

Clinical  Cardiopulmonary  Physiology,  Chi- 
cago, October  21-25,  1963. 

Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  and 
Lungs,  New  York  City,  November  11-15, 
1963. 

Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  and 
Lungs,  Los  Angeles,  December  2-6,  1963. 

Recent  Advanced  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  and 
Lungs,  Miami  Beach,  January  13-17,  1964. 

Complete  details  of  all  meetings  and  post- 
graduate courses  may  be  obtained  by  writing 
Mr.  Murray  Kornfeld,  Executive  Director, 
American  College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago  11,  Illinois. 


Intensive  Program  in  Cardiology — 

A nine  month  tutorial  program  in  Cardi- 
ology, September  15,  1963  to  June  15,  1964, 
will  be  offered  by  the  Institute  for  Cardio 
Pulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California. 
This  will  be  an  intensive,  academic  effort 
covering  the  field  of  cardiovascular  dis- 
eases and  is  especially  designed  for  the  prac- 
ticing physician  who  desires  thorough  in- 
struction in  this  field  and  for  the  physi- 
cian who  is  finishing  his  period  of  formal 
training  and  wants  a final  intensive  orien- 
tation in  cardiology.  For  details,  write : 
Executive  Secretary,  Institute  for  Cardio 
Pulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California. 


“Clinical  Reviews”  Presented  Again  in  1963 — 

The  Staff  of  the  Mayo  Clinic  and  the  Fac- 
ulty of  the  Mayo  Foundation  for  Medical 
Education  and  Research  are  again  present- 
ing Clinical  Reviews  next  spring  on  March 
11,  12,  and  13  and  March  18,  19,  and  20, 
1963.  Because  of  the  large  number  attend- 


ing in  the  past  years,  they  are  presenting  two 
identical  sessions  on  successive  weeks  in 
1963  as  they  did  in  1962. 

Clinical  Reviews  is  acceptable  for  25  hours 
of  Category  I credit  by  the  American  Acad- 
emy of  General  Practice  and  the  College  of 
General  Practice  of  Canada. 

The  registration  fee  for  the  program  is 

$10. 

Because  of  the  limited  number  of  physi- 
cians that  can  be  accommodated,  even  with 
two  identical  sessions,  those  wishing  to  attend 
should  communicate  with  Mr.  M.  G.  Bra- 
taas,  Mayo  Clinic,  Rochester,  Minnesota, 
and  should  indicate  which  session  they  pre- 
fer. 

The  Omaha  Mid-West  Clinical  Society 
Annual  Election  of  Officers — 

At  the  Annual  Dinner  and  Business  Meet- 
ing of  the  Omaha  Mid-West  Clinical  Society, 
held  Monday  evening,  December  17th,  Dr. 
Payson  Adams  was  installed  as  President. 

Newly  elected  officers  are  Dr.  Thomas  T. 
Smith,  President-Elect,  and  Dr.  John  H. 
Brush,  Member  at  Large.  Dr.  Willis  D. 
Wright  was  appointed  to  the  Executive 
Committee. 

Dr.  Harry  W.  McFadden,  Jr.,  will  con- 
tinue in  office  as  Director  of  Clinics,  assisted 
by  Dr.  Arnold  W.  Lempka. 

The  aforementioned,  along  with  Dr.  Wil- 
liam J.  Reedy,  who  continues  in  office  as 
Secretary-Treasurer,  and  Dr.  W.  Joseph 
McMartin,  as  Past  President,  make  up  the 
1963  Executive  Committee. 

Dr.  George  F.  Pinne  will  continue  as  Edi- 
tor of  Society’s  scientific  Journal,  published 
six  times  a year. 

The  following  Omaha  men  were  elected 
to  active  membership  in  Society:  Doctors 
Richard  Barr  Wilson,  Milton  Simons,  Theo- 
dore L.  Perrin,  John  0.  McCarthy,  Bernard 
Magid,  John  H.  George,  Albert  B.  Lorincz, 
Warren  H.  Pearse,  James  A.  Mailliard, 
Bohdan  Koszewski,  Henry  M.  Lemon,  Carl 
A.  Walvoord,  Richard  B.  Svehla,  John  R. 
Jones,  John  D.  Ewing,  Edward  J.  Sanders 
and  Paul  Edmund  Hodgson. 
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A Plea  to  Doctor-Musicians — 

A group  of  physicians  in  Philadelphia  is 
interested  in  forming  a Doctors’  Musical 
Society.  Dr.  Eugene  Ormandy,  Director  of 
the  Philadelphia  Orchestra,  is  consultant  to 
the  Society.  It  is  desired  to  bring  this  to 
the  attention  of  every  doctor-musician  and 
his  immediate  family.  The  objective  is  to 
perform  classical  Symphonic,  Chamber,  and 
Choral  music  and  to  promote  fellowship 
among  participating  physicians  and  their 
families. 

If  the  reader  is  interested,  write  “Doc- 
tors’ Musical  Society,’’  c/o  Department  of 
Pediatrics,  1025  Walnut  Street,  Philadel- 
phia 7,  Pa.,  giving  the  following  informa- 
tion : 

List  for  each  member  of  the  family  the 
instrument  played  of  the  vocal  range. 

List  the  three  most  available  months,  in 
order  of  preference. 

Fourth  Oklahoma  Colloquy  on  Advances  in 
Medicine;  Pulmonary  Insufficiency — 

The  University  of  Oklahoma  Medical  Cen- 
ter Auditorium  will  be  the  setting  for  the 
Fourth  Annual  Colloquy  on  Advances  in 
Medicine  developed  by  the  Department  of 
Medicine  and  Division  of  Postgraduate  Edu- 
cation, University  of  Oklahoma  School  of 
Medicine.  The  date  is  March  28-30,  1963. 
Collaborating  societies  will  be  the  Okla- 
homa Tuberculosis  Association  and  the  Ok- 
lahoma Thoracic  Society.  Thirteen  distin- 
guished teachers  and  investigators  from  the 
United  States,  Canada  and  England  will 
participate. 

Address  inquiries  to:  Dr.  Robert  Byrd, 
Professor  of  Medicine,  University  of  Okla- 
homa School  of  Medicine,  800  NE  13th 
Street,  Oklahoma  City. 

Hostels  As  Adjuncts  to  Hospitals — 

A Scottish  physician  recently  recommend- 
ed that  hostels  be  built  next  to  acute  gen- 
eral hospitals  for  the  care  of  less  acutely 
ill  patients. 

The  hostel,  to  be  considered  as  “a  little 
brother  of  hospital,”  would  operate  at  less 


than  half  the  cost  of  an  acute  hospital, 
James  M.  Mackintosh,  MD,  Bristol,  Eng- 
land, former  director  of  education  and  train- 
ing for  the  World  Health  Organization,  said 
in  the  January  1 issue  of  Hospitals,  Journal 
of  the  American  Hospital  Association.  Dr. 
Mackintosh  was  formerly  dean  of  the  Lon- 
don School  of  Hygiene  and  Tropical  Medi- 
cine. 

“We  can  no  longer  afford  to  maintain  in 
a hospital  bed  a patient  who  does  not  re- 
quire, and  continue  to  require,  highly  spe- 
cialized or  urgent  treatment,”  he  said. 
“Waiting,  care  and  maintenance,  or  con- 
valescence in  an  acute  general  hospital  is 
a costly  anachronism.” 

In  the  hospital  of  tomorrow,  every  bed 
will  be  specialized  and  medical  treatment 
will  be  an  operation  just  as  much  as  is 
surgical  treatment,  he  said. 

A Post;'raduat2  Conference  on 
Pediatric  Hematology — 

A postgraduate  conference  on  “Pediatric 
Hematologj':  Hemolytic  Disease  of  Infants 
and  Children”  will  be  given  at  Childrens  Me- 
morial Hospital,  Omaha,  on  Friday,  May  24, 
1963.  Guest  speakers  will  be  Audrey  K. 
Brown,  I\ID,  of  the  University  of  Virginia 
and  William  H.  Zinkham,  MD,  of  Johns 
Hopkins.  Inquiries  should  be  made  to : Post- 
graduate Seminar,  Childrens  Memorial  Hos- 
pital, Omaha  5,  Nebraska. 


News  and  Views 

Newer  Methods  of  Teaching  Introduced 
To  Nursing  Education — 

The  convention  of  the  National  League 
for  Nursing,  to  be  held  at  Atlantic  City 
May  13-17,  will  be  highlighted  by  discus- 
sions and  demonstrations  of  newer  aides  to 
teaching.  Closed  circuit  television,  pro- 
grammed instruction,  and  other  audio-visual 
aids  will  be  a part  of  the  material  taken 
up  at  their  sessions.  These  new  methods 
bid  fair  to  find  a prominent  place  in  teach- 
ing, not  only  nurses,  but  medical  students. 
They  have  crept  into  the  teaching  of  post- 
graduate medicine  over  the  last  15  years  or 
so. 
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Hepatitis  Still  With  Us — 

It  is  interesting  to  note  from  the  Nebraska 
Morbidity  Report,  that  the  number  of  re- 
ported cases  of  hepatitis  is  still  high  in  Ne- 
braska. It  has  fallen,  however,  to  about 
the  level  reported  in  1960.  Platte  County 
is  now  vying  with  Douglas  in  the  number 
of  reported  cases.  Of  the  20  reported  in 
November,  nine  were  from  Platte  County 
and  seven  from  Douglas  County. 

Infant  Mortality — 

Over  300,000  babies  born  last  year  are 
alive  today  as  a result  of  the  great  advances 
in  medical  care  of  the  last  45  years.  That 
is  to  say,  these  infants  represent  the  num- 
ber of  additional  lives  saved  in  a single 
year  because  the  infant  mortality  rate  has 
declined  so  sharply  since  the  early  1900’s. 

Yet,  no  matter  how  satisfying,  an  analysis 
of  infant  deaths  shows  that  much  remains 
to  be  accomplished.  If  the  level  of  survival 
attained  in  Utah  — the  state  with  the  best 
record  — had  been  achieved  throughout  the 
country  last  year,  for  instance,  some  27,000 
more  infants  would  have  lived. 

The  first  responsibility  for  reducing  in- 
fant mortality  lies  with  the  prospective  par- 
ents. They  must  understand  when  to  seek 
medical  advice  and  where  to  look  for  it. 
They  must  be  aware  of  the  basic  require- 
ments of  sanitation  and  nutrition,  of  the  need 
for  periodic  professional  consultation,  and 
of  the  inadequacy  of  many  folk-methods. 

Success  in  protecting  the  newborn  also 
correlates  with  obstetrical  care  in  the  hos- 
pital. Now  that  over  96  per  cent  of  all 
babies  are  born  in  hospitals,  we  recognize 
that  the  improvement  in  their  survival  rate 
has  not  come  as  a matter  of  course.  It  re- 
sults from  the  development  and  availability 
of  modern  diagnostic  and  treatment  facili- 
ties and  the  use  of  larger  staffs  of  trained 
personnel  for  the  prevention  of  infection. 
Moreover,  if  infant  and  maternal  deaths  in 
hospitals  are  to  be  further  reduced,  major 
concentration  is  needed  on  every  precau- 
tionary measure  developed  in  such  facilities. 

Future  reductions  in  infant  mortality  will 
inevitably  be  less  dramatic  than  those  of 
the  past,  simply  because  much  has  already 


been  accomplished,  but  they  will  be  reward- 
ing in  terms  of  the  value  we  place  on  the 
life  of  each  child.  — Health  Information 
Foundation. 

Intern  and  Resident  Compensation — 

Twenty  years  ago,  compensation  of  in- 
terns and  residents  was  not  a major  problem 
for  hospitals  or  for  the  young  men  in  gradu- 
ate-training programs.  Today  about  86  per 
cent  of  physicians  who  are  serving  as  interns 
or  as  residents  are  married,  most  are  in 
debt,  and  many  have  family  responsibilities. 

Commenting  through  the  President’s  page 
of  the  Texas  Medical  Association  Journal  on 
this  changing  situation,  it  is  said  to  be  now 
evident  that  house  officers  must  be  ade- 
quately compensated  if  medical  graduate 
education  of  the  present  pattern  and  our 
present  system  of  medical  care  is  to  be 
continued.  Some  have  suggested  the  elim- 
ination of  the  internship  and  the  replace- 
ment of  interns  by  medical  students  in  their 
last  two  years  of  undergraduate  education. 
Such  an  abolition  of  the  internship  would 
deprive  hospitals  outside  of  the  university- 
affiliated  group,  with  a major  portion  of 
their  house  staffs. 

Since  7000  doctors  graduate  from  United 
States’  medical  schools  each  year  and  there 
are  approximately  12,000  internships  avail- 
able, it  would  seem  that  only  the  best  intern- 
ships would  be  chosen  by  these  graduates. 
Because  of  the  financial  problems  of  young 
physicians,  a living-wage  may  become  a 
most  important  factor  in  the  choice  of  a 
hospital  for  internship.  If  the  young  gradu- 
ate contemplates  from  two  to  five  years  of 
residency  training,  financial  considerations 
may  assume  even  more  importance. 

It  is  to  be  feared  that  many  outstanding 
high  school  students  may  stifle  their  inter- 
est in  the  medical  profession  because  of  the 
long  period  of  time  required  before  a living 
wage  can  be  obtained.  Because  of  the  multi- 
ple and  challenging  career  opportunities, 
many  of  today’s  youth  may  refuse  the  long 
period  of  medical  serfdom.  Medicine  is  re- 
garded as  a professional  opportunity  but  it 
cannot  continue  to  be  an  attractive  endeav- 
or if  it  is  a severe  financial  threat  to  those 
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who  would  consider  the  adoption  of  this  pro- 
fession. 


A Threat  to  Farmers — 

A hazard  to  farmers  associated  with  the 
filling  and  use  of  silos  results  from  the 
nitrogen  dioxide  formed  inside  silos. 

The  disease  is  a chemical  pneumonitis 
caused  by  nitrogen  dioxide  formed  in  silos 
and  abundant  in  certain  circumstances,  es- 
pecially after  a prolonged  dry  spell.  The 
warning  in  the  editorial  pages  of  the  Penn- 
sylvania Medical  Society  states  that  the  ma- 
terial is  more  dangerous  if  subjected  to  rain 
after  a dry  spell.  Severe  exposures  may 
cause  instant  death,  and  serious  lung  damage 
is  not  uncommon. 

Education  of  the  farmer  can  prevent  this 
illness  and  death.  The  silo  filler  should  be 
instructed  to  stay  out  of  the  silo  for  a week 
after  filling  it,  to  use  a blower  before  en- 
tering it,  and  to  quickly  get  out  of  the  silo 
at  the  first  sign  of  throat  irritation.  A 
strange  odor,  or  a yellow-brown  cloud  of  gas 
are  also  warnings.  A dead  animal  or  bird 
at  the  bottom  of  the  silo  chute  may  indicate 
the  presence  of  the  noxious  gas.  The  gas  is 
most  abundant  shortly  after  filling  the  silo, 
but  it  may  persist  throughout  the  entire 
winter. 


Deaths 

FINLEY  — W.  F.  Finley,  MD,  O’Neill. 
Dr.  W.  F.  Finley,  75,  died  December  7, 
1962,  at  his  home  in  O’Neill,  Nebraska. 
Born  on  May  25,  1887  at  Terryville,  Wiscon- 
sin, he  graduated  in  1913  from  the  Univer- 
sity of  Minnesota  Medical  School.  He  prac- 
ticed medicine  for  two  years  in  Lansdale, 
Minnesota,  before  coming  to  O’Neill  in 
1918  where  he  continued  to  practice. 


Blood  not  over  five  days  old  should  be 
used  in  patients  with  factor  V deficit  (La- 
bile factor,  Ac.  globulin,  Proaccelerin)  and 
for  exchange  transfusion  in  erythroblas- 
totic  infants. 


Know  Your 
Blue  Shield  Plan 


(The  following  article  is  taken  from 
the  December  issue  of  the  National  As- 
sociation of  Blue  Shield  Plans  Newslet- 
ter, regarding  Commercial  Insurance 
Companies) . 

Importance  of  Cooperation  in  Health 
Insurance  Field  Stressed — 

If  the  free  enterprise  system  is  to  func- 
tion effectively  and  freely  in  the  health  in- 
surance field,  there  must  be  “the  highest 
degree  of  cooperation”  between  insurers, 
trade  associations,  regulators,  and  the  Na- 
tional Association  of  Insurance  Commis- 
sioners, Joseph  S.  Gerber,  Director  of  In- 
surance, State  of  Illinois,  said  recently. 

Speaking  at  the  Health  Insurance  Associa- 
tion of  America’s  Individual  Insurance  For- 
um in  Chicago,  the  Illinois  official  said  in- 
surers often  are  inclined  to  minimize  De- 
partment attitudes,  and  he  urged  insurers 
to  heed  the  advice  of  Departmental  techni- 
cians. 

“The  system  has  worked  effectively  for 
insurers  in  spite  of  their  gripes  and  com- 
plaints,” he  declared.  “They  should  be 
thankful  for  their  troubles  of  the  past,  for 
has  not  the  present  system  proven  to  be 
an  ally  of  commercial  insurers? 

“The  growth  of  your  business  as  reflected 
by  the  many  figures  produced  in  your  an- 
nual Source  Book  is  proof  positive.  There 
is  much  to  be  gained  by  effective  liaison 
with  Insurance  Departments,”  Gerber  as- 
serted. 

Pointing  to  one  thing  that  could  be  gained, 
(Director  Gerber  urged  companies  to  re- 
quest from  the  regulatory  system  statistics 
on  the  kind  of  citizenry  complaints  being 
made  about  health  insurance.  “To  do  so 
would  prove  invaluable,”  he  stated.  “The 
information  would  indicate  a barometer  of 
the  public  pulse.  Having  such  information, 
the  industry  would  be  opportune  to  proceed 
accordingly.” 

He  said  the  areas  of  concern  to  policy- 


104 


Nebraska  S.  M.  J. 


holders  that  are  most  often  brought  to  his 
attention  are  “cancellations;  reduced  bene- 
fits at  ages  55,  60  or  65 ; riders  for  specific 
disability  after  a policy  has  been  in  force 
for  a considerable  time;  preexisting  condi- 
tions and  of  immediate  concern,  over-age 
citizens.” 

The  State  official  said  “precarious  mo- 
ments” lie  ahead  for  the  health  insurance 
business,  and  he  urged  his  audience  to  con- 
sider its  image  in  the  public’s  mind.  Direc- 
tor Gerber  concluded  his  address  with  these 
words:  “If  your  industry  accepts  the  chal- 
lenge to  meet  the  needs  of  the  day,  if  your 
industry  is  prepared  to  tell  its  story  ade- 
quately, it  will  continue  to  exist  as  an  integ- 
ral part  of  the  free  enterprise  system. 

“If  your  industry  fails  to  meet  the  needs 
of  citizenry,  if  your  industry  remains  a se- 
cret society  unwilling  to  take  its  story  ade- 
quately to  the  average  ‘Joe,’  then  it  faces 
trying  times.  The  choice  is  yours.” 


TUBERCULOSIS  ABSTRACTS 

UNTREATED  INACTIVE  PULMONARY 
TUBERCULOSIS 

— Georgre  W.  Comstock,  MD,  Public  Health  Reports,  June, 
1962, 

Because  of  the  risk  of  reactivation  of  in- 
active tuberculosis,  followup  of  persons  with 
inactive  disease  should  receive  high  priority  in 
programs  to  find  active  cases,  according  to 
findings  in  a study  conducted  in  Muscogee 
County,  Georgia. 

Information  gathered  by  the  Muscogee  County 
(Georgia)  Tuberculosis  Study  was  used  to  esti- 
mate the  prognosis  of  untreated  inactive  pulmonary 
tuberculosis. 

The  population  from  which  the  cases  of  untreat- 
ed inactive  pulmonary  tuberculosis  were  drawn  com- 
prises all  persons  between  15  and  64  years  of  age 
who  were  first  reported  between  January  1,  1946, 
and  January  1,  1956,  to  the  Muscogee  County  Tu- 
berculosis Study  as  having  definite  or  suspected 
tuberculosis.  They  had  never  been  advised  to  be 
hospitalized  for  tuberculosis  and  were  still  regis- 
tered as  having  suspected  or  definite  pulmonary 
tuberculosis  two  years  after  the  first  report. 

STUDY  POPULATION 

A total  of  1,327  persons  were  included  in  the 
study.  Almost  70  per  cent  of  the  cases  were  in 
whites  and  30  per  cent  in  Negroes.  However,  the 
rate  was  slightly  higher  among  Negroes  since  con- 
siderably fewer  Negroes  than  whites  resided  in  the 
county.  A much  higher  proportion  of  Negroes 
than  whites  was  classified  as  having  advanced  dis- 


ease, 44  per  cent  as  contrasted  with  23  per  cent. 
For  both  races,  the  proportion  of  advanced  tuber- 
culosis was  larger  in  the  15  to  44  age  group  than 
in  the  45  to  64. 

More  than  three  fifths  of  the  cases  were  found 
among  presumably  healthy  groups.  Only  a few 
were  identified  because  they  had  been  in  contact 
with  a case  of  active  tuberculosis.  A third  of  the 
total  group  was  classified  as  symptomatic. 

No  single  criterion  for  defining  active  tubercu- 
losis seemed  adequate.  Even  the  finding  of  acid- 
fast  bacilli  with  the  cultural  characteristics  of 
since  acid-fast  bacilli  have  been  isolated  with  con- 
siderable frequency  from  certain  healthy  population 
Mycobacterium  tuberculosis  was  not  satisfactory 
groups.  The  use  of  roentgenographic  change  also 
seemed  inadequate  as  the  only  criterion. 

ACTIVITY  DEFINED 

The  most  appropriate  weighting  of  the  various 
diagnostic  factors  appeared  to  be  defining  the  on- 
set of  significantly  active  disease  as  the  time  when 
hospital  treatment  was  first  recommended,  this 
being  recognition  of  a significant  adverse  change  in 
a patient’s  condition. 

Inactive  tuberculosis  was  defined  as  the  absence 
of  significantly  active  tuberculosis  for  at  least  two 
years  after  the  individual  was  reported  to  the 
study  as  a tuberculosis  case  or  suspect.  Of  the 

1,327  persons,  314  were  thought  to  have  active  tu- 
berculosis. Five  persons  without  evidence  of  active 
disease  are  known  to  have  died  during  the  two-year 
period.  The  remaining  1,008  comprise  the  inactive 
case  for  this  analysis. 

The  analysis  includes  observations  on  all  per- 
sons in  the  study  population  through  June  30,  1960, 
with  the  total  period  of  observation  ranging  from 
four  and  a half  to  14  and  a half  years.  Because 
two  years  had  to  elapse  before  a person  could  be 
classified  as  having  inactive  disease,  the  potential 
range  of  observation  for  cases  of  inactive  tubercu- 
losis was  two  and  a half  to  12  and  a half  years. 

Of  the  68  persons  for  whom  hospital  treatment 
was  recommended,  60  had  positive  bacteriologic  and 
roentgenographic  evidence  of  active  tuberculosis. 
Of  the  940  persons  for  whom  hospital  treatment  was 
never  recommended,  two  had  both  bacteriological 
or  roentgenographic  evidence  of  active  disease. 

RISK  FACTORS 

Of  the  1,008  persons  who  had  not  developed  active 
disease  in  the  first  two  years,  68  were  considered 
to  have  developed  active  disease  during  the  next 
seven  years,  53  of  them  during  the  next  five  years. 
The  risk  was  greater  for  Negroes  than  for  whites, 
for  younger  than  for  older  persons,  and  for  those 
with  advanced  disease  than  for  those  with  minimal 
or  suspected  disease  initially.  The  risk  for  males 
was  not  significantly  different  from  that  for  fe- 
males. 

For  Negroes  with  advanced  inactive  tuberculosis, 
the  risk  of  developing  active  tuberculosis  within  a 
five-year  period  was  somewhat  greater  than  30  per 
cent,  and  for  whites  approximately  10  per  cent. 
For  persons  with  minimal  or  suspected  disease  who 
w’ere  under  the  age  of  45  years,  the  risk  of  reactiva- 
tion was  approximately  15  per  cent  for  Negroes  and 
5 per  cent  for  whites.  For  older  persons  with 
minimal  or  suspected  disease,  the  rate  approxi- 
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mated  4 per  cent  for  Negroes  and  2 per  cent  for 
whites. 

The  risk  of  reactivation  for  inactive  cases  was 
greater  shortly  after  the  subjects  were  placed  in 
that  categorj',  and  tended  to  diminish  thereafter. 
Among  persons  with  little  evidence  of  disease 
initially,  the  risk  of  reactivation  appeared  to  ap- 
proach zero  for  whites  and  older  Negroes  after 
about  eight  years  of  obseiwation.  For  younger 
Negroes  with  minimal  or  suspected  tuberculosis 
initially,  the  risk  of  reactivation  remained  high 
throughout  the  study. 

This  study  shows  that  followup  of  persons  with 
inactive  disease  should  receive  high  priority  as  a 
procedure  for  finding  active  tuberculosis.  Few,  if 
any,  other  groups  in  this  countrj*  will  experience  a 
comparable  incidence  of  active  disease. 

LONG  SUPERVISION  NEEDED 

Although  the  risk  of  reactivation  may  decrease 
with  the  passage  of  time  after  initial  report,  it 
remains  sufficiently  great  to  wairant  supervision 
for  at  least  10  years  after  a suspected  tuberculosis 
lesion  is  recognized. 

How  frequently  periodic  examinations  should  be 
made  is  a much  more  difficult  question.  The  an- 
swer depends  to  a considerable  extent  on  whether 
reactivations  tend  to  be  acute  and  symptomatic, 
or  chronic  and  insidious.  It  is  not  possible  to  be 
certain  about  this  unless  persons  with  inactive  tuber- 
culosis are  examined  frequently  over  a long  period 
of  time,  and  this  was  not  done  in  the  present  study. 
However,  many  reactivations  seemed  to  have  oc- 
curred acutely,  often  causing  the  patient  to  seek 
medical  ad\ice  before  the  next  scheduled  examina- 
tion. One  might  suggest  routine  examinations 
everj’  three  to  six  months  for  the  first  few  years 
of  observation,  with  annual  examinations  there- 
after. Prolonged  followup  with  infrequent  exam- 
inations may  well  be  more  valuable  as  a re- 
minder that  prompt  medical  evaluation  should  be 
sought  when  respiratory  symptoms  occur  than  as 
a direct  measure  to  detect  asymptomatic  reactiva- 
tion. 


INFECTIOUS  PNEUMONIA,  A CONTINUING 
PROBLEM  IN  DIAGNOSIS  AND 
MANAGEMENT 

— George  W.  Morrow,  Jr.,  MD  ; Arthur  M.  Olsen,  MD ; 
William  J.  Martin,  MD : Proceedings  of  the  Staff  Meet- 
ings of  the  Mayo  Clinic,  March  14,  1962. 

Pneumonia  may  be  caused  by  a variety  of  or- 
ganisms, but  the  usual  pathogens  are  bacteria 
or  viruses.  Clues  to  diagnosis  may  be  found  in 
the  clinical.  X-ray  or  laboratorj*  findings. 

Infectious  pneumonia  may  be  caused  by  a va- 
riety of  specific  organisms,  more  frequently  bac- 
teria or  viruses  than  rickettsiae  or  fungi.  Primary 
infectious  pneumonia  applies  to  pneumonia  that  oc- 
curs as  the  initial  illness;  secondarj*  infectious 
pneumonia  applies  to  pneumonia  that  complicates  a 
preceding  disease  process,  the  pathogen  usually  be- 
ing bacterial. 

Pneumococcus,  still  the  most  common  cause  of 
bacterial  pneumonia,  usually  is  responsible  for  a 
lobar-tj-pe  reaction. 


Staphylococcal  pneumonia  is  usually  lobular.  The 
rise  in  the  incidence  of  staphylococcal  pneumonia 
in  recent  years  may  be  due  in  part  to  staphylococcal 
superinfection  in  patients  hospitalized  for  other 
illnesses. 

Haemophilus  influenzae,  although  capable  of  pro- 
ducing primarj’  pneumonia,  more  often  is  a sec- 
ondary invader.  The  reaction  to  Klebsiella  (Fried- 
lander’s  bacillus)  pneumoniae,  an  infrequent  cause 
of  pneumonia,  is  typically  lobar.  Tuberculosis  also 
is  to  be  suspected  in  pneumonia  involving  the  upper 
lobes  of  the  lung. 

Proved  viral  pneumonia  has  been  due  mostly  to 
the  adeno^^ruses  or  to  influenza  viruses,  tj^jes  A 
and  B.  This  may  reflect  the  relative  ease  with 
which  diagnosis  of  infections  due  to  viruses  of 
these  groups  can  be  established  by  serologic  meth- 
ods. Since  only  a minority  of  viral  infections  are 
currently  recognized  by  this  method,  the  diagnosis  of 
primary  infectious  pneumonia  still  depends  upon  the 
commonly  used  clinical  and  laboratory  aids. 

The  recognized  screening  technique  for  all  cases 
of  pneumonia  is  the  culture  of  sputum  and  blood 
specimens  prior  to  antibiotic  therapy.  A bac- 
terial diagnosis  can  usually  be  established  in  24 
to  48  hours.  The  fluorescent  antibody  technique 
appears  promising  for  the  early  diagnosis  of  ^^ral 
infections. 

Roentgenographic  findings  are  necessary  to  con- 
firm the  diagnosis  of  pneumonia  and  may  shed 
light  on  the  type  of  pneumonia.  A diagnosis  of 
bacterial  pneumonia  is  usually  justified  when  the 
roentgenogram  reveals  cavitation  within  an  area 
of  pulmonic  infiltration  or  when  broncho-pleural 
fistula  or  pneumatocele  formation  is  present. 
Where  there  is  a lag  in  roentgenographic  change 
compared  with  pulmonary  findings  together  wdth  a 
bilateral  lobular  type  of  pneumonic  involvement, 
\-iral  pneumonia  is  suspected. 

Clinically,  bacterial  pneumonia  classically  starts 
with  a productive  cough.  In  viral  pneumonia,  cough 
is  generally  absent  initially  or  is  dry’  and  irritat- 
ing, the  main  complaints  being  headache,  myalgia, 
malaise,  and  fever.  In  bacterial  disease,  the  pulse 
rate  is  rapid  and  correlates  with  the  level  of  fever; 
in  viral  disease  it  tends  to  be  slower  than  expected. 
In  bacterial  disease  the  response  is  usually  favor- 
able and  prompt  recovery  is  expected  if  a positive 
sputum  culture  is  obtained  and  an  appropriate  anti- 
biotic is  administered.  Since  no  agents  of  proved 
^’iricidal  activity  are  commercially’  available  at 
present,  patients  with  viral  pneumonia  usually  have 
a sustained  fever  for  five  to  seven  day’s. 

In  viral  pneumonia  the  leukocyte  count  is  usually 
normal;  in  bacterial  pneumonia  it  is  usually  in- 
creased. The  sedimentation  rate  of  erythrocyrtes 
is  elevated  in  both  bacterial  and  ^’iral  pneumonia, 
with  the  more  significant  increase  in  viral  disease. 

Sputum  culture  usually  gives  positive  results  in 
bacterial  pneumonia  and  negative  results  in  viral, 
but  results  may  be  positive  in  the  latter  because 
of  bacterial  contaminants  from  the  nasopharynx 
and  therefore  may  be  misleading. 

TREATING  THE  PNEUMONIAS 

In  the  management  of  the  pneumonias,  there  is 
no  substitute  for  clinical  acumen  combined  with 
a thorough  knowledge  of  antimicrobial  agents  and 
their  potential  application. 
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In  pneumococcal  infections,  penicillin  remains 
the  agent  of  choice.  In  patients  allergic  to  this 
agent,  erythromycin  base  may  be  used. 

In  patients  believed  to  have  staphylococcal  in- 
fection, dimethoxyphenyl  penicillin  sodium  (Staph- 
cillin),  vancomycin,  kanamycin,  chloramphenicol, 
and  novobiocin  can  be  employed  in  that  order  of 
choice.  As  soon  as  results  of  cultures  and  in 
vitro  susceptibility  tests  are  available,  the  appro- 
priate antibiotic  should  be  substituted. 

Since  penicillin  and  dimethoxyphenyl  penicillin 
sodium  are  cross  allergenic,  the  latter  cannot  be 
used  in  patients  with  an  untoward  reaction  to 
penicillin. 

In  infections  due  to  Haemophilus  influenzae, 
Klebsiella  pneumoniae,  Pasteurella  tularensis,  and 
Brucella,  combined  tetracycline-streptomycin  ther- 
apy is  effective.  Tetracycline  is  used  in  rickett- 
sial infections.  Chloramphenicol  should  be  avoid- 
ed as  much  as  possible  because  of  its  potential 
hematotoxicity. 

For  tuberculous  pneumonia  the  combination  of 
streptomycin  and  isoniazid  is  first  choice,  with 
para-aminosalicylic  acid  as  a substitute  for  either. 

The  majority  of  primary  pneumonias  do  not  re- 
spond to  antibiotic  therapy,  suggesting  a viral 
causation.  In  patients  not  critically  ill,  one  should 
therefore  await  reports  on  microbiologic  studies  be- 
fore considering  antimicrobial  therapy.  Fulminat- 
ing staphylococcal  pneumonia  may  be  indistinguish- 
able from  severe  viral  pneumonia  in  the  first  48 
hours.  Patients  believed  to  have  this  type  of  pneu- 


monia should  be  treated  empirically  with  an  anti- 
microbial to  which  staphylococci  are  known  to  be 
sensitive. 

Because  secondary  staphylococcal  Invasion  ap- 
pears pi'one  to  occur  in  patients  receiving  the  tetra- 
cycline or  allied  agents,  which  suppress  the  gram- 
negative elements  of  the  normal  body  flora,  tetra- 
cycline drugs  should  not  be  used  unless  other 
drugs  are  known  to  be  less  effective.  In  viral 
pneumonia,  treatment  at  home  should  be  consid- 
ered since  hospitalization  may  provide  contact  with 
virulent  bacteria  and  the  possibility  of  superinfec- 
tion. 

As  for  supportive  therapy,  oxygen  therapy  is 
specific  for  dyspnea  and  sometimes  a tank  resusci- 
tator  may  provide  life-saving  support. 

PROGNOSIS 

Pneumococcal  pneumonia  still  causes  significant 
mortality.  Staphylococcal  pneumonia  was  the  lead- 
ing cause  of  death  in  many  areas  during  the  re- 
cent outbreak  of  Asian  influenza. 

Viral  pneumonia  is  a self-limiting  disease  in 
most  patients,  with  complete  recovery.  However, 
it  may  be  the  sole  mechanism  leading  to  severe 
hypoxia  and  death. 

If  the  clinical  course  is  unusually  prolonged  in 
pneumonia,  or  if  the  pulmonary  infiltrate  has  not 
completely  resolved  by  the  fourth  week,  the  pos- 
sibility of  a tuberculous  basis,  an  associated  sys- 
temic disease,  or  an  underlying  malignant  process 
should  be  suspected. 


ORGANIZATIONS.  NATIONAL 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  L’niversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 
Mrs.  Maivin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

.\rthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Elar,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
4202  Harney  Street,  Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University'  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Metamucil,  refined  hydrophilic  mucilloid,  is  especially 
suited  to  correct  the  kind  of  constipation  most  fre- 
quently encountered  in  elderly  patients. 

Metamucil  adds  soft  bulk  to  the  often  inadequate 
diets  of  older  persons  and  supplies  the  gentle  intra- 
colonic pressure  needed  to  induce  normal  peristaltic 
action. 


in  geriatric  constipation 

metamucil: 

adds  tone  to  the  atonic  colon 


METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 

e.  d.SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 


This  true  physiologic  stimulus  increases  muscle  tone, 
encourages  normal  reflex  activity  and  helps  reestablish 
the  natural  rhythmic  function  of  the  bowel.  Only  a soft 
bulk  stimulus  like  Metamucil  offers  such  natural  en- 
couragement to  normal  evacuation. 

Metamucil  is  available  as  Metamucil  powder  in  4, 
8 and  16  oz.  containers  and  as  lemon-flavored  Instant 
Mix  Metamucil  in  cartons  containing  16  and  30 
single-dose  packets. 
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Splint  & Brace 
SHOP ... 


JACK  O.  CASEY,  Owner 
(Certified  Orihotist) 

Braces,  Belts 
and 

Artificial  Limbs 


We  Moke  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Since  1925 

Nebraska's 

Leading 


Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Doivley  medical 

SUPPLY  CDMPAIVY 

2415  *'0"  St..  Lincoln  1,  Nnbrasko 
AUTHOtIZED  CONTRACT  AGENT 


The  Cold  Formula — 

(Continued  from  page  32- A) 

“If  the  practice  is  abandoned,  the  sav- 
ing of  labor  in  infant  care  would  be  enor- 
mous,” said  the  Bellevue  group  in  a mild 
understatement.  — Texas  State  Journal  of 
Medicine. 


Iodine  131  Not  a Health  Danger — 

Extra  precautions  or  countermeasures 
against  iodine  131  in  milk  consumed  by 
children  would  be  wasted  effort,  according 
to  a report  by  a special  group  assembled 
from  the  National  Academy  of  Sciences  - 
National  Research  Council  Committee  on  the 
Pathologic  Effects  of  Atomic  Radiation. 

The  group  reported  that  ingestion  of 
was  a lesser  carcinogen  than  diagnostic 
X rays  and  that  it  had  failed  to  find  a 
single  case  of  human  thyroid  cancer  caused 
by  known  radiation  levels  of  accord- 
ing to  a report  in  the  Bulletin  of  the  Ameri- 
can College  of  Radiology.  — The  Pennsyl- 
vania Medical  Journal. 


“I’d  like  to  check  youi‘  blood  pressure  be- 
fore I give  you  an  estimate  on  that  operation.” 
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in  alcoholism:  vitamins  arp  therapy 


A full  "comeback”  for  the  alcoholic  is  partly  de- 
pendent on  nutritional  balance ...  aided  by  therapeutic 
allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished... from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
water-soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

1© 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,^  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSGAPS 


Stress  Formula  Vitamins  Lederle 


in  OMAHA.  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visif  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

RETIRING  CREIGHTON  GRADUATE  presents 
opportunity  for  American  educated  M.D.  competent 
to  assume  large,  lucrative  general  practice  in  Chi- 
cago. Fully  equipped  office  and  two  competent 
nurses.  Requirements:  Evidence  of  permanency 
and  good  faith.  Write  Box  22,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 


ASSISTANT  CHIEF,  DIVISION  OF  PREVENT- 
ABLE DISEASE  CONTROL  — Position  in  City- 
County  Health  Department.  Requires  Nebraska 
Medical  Licensure  and  M.P.H.  or  pediatrics  board 
eligibility.  E.  D.  Lyman,  M.D.,  M.P.H. , Omaha- 
Douglas  County  Health  Department,  1201  South 
42nd  Street,  Omaha  5,  Nebraska. 


ASSOCIATED  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 


INTERNIST  — Fourteen  man  Iowa  group  has 
opening  for  Board  qualified  Internist.  City  of  30,- 
000,  new  Clinic  Building,  complete  laboratory  and 
X ray.  Partnership  in  two  years  — salary  open. 
Write  Box  21,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska. 

ST.  LOUIS,  MISSOURI  — RESIDENTS  — 
OPENING  IMMEDIATE  AND  ALSO  JULY  1,  1963, 
Yearly  contract,  ECFMG  certification,  permanent 
visa;  new,  voluntary,  general  hospital  JCAH  ac- 
credited; 150  beds,  near  medical  schools;  super- 
vised resident  program;  living  accommodations 
available,  liberal  salary.  Write:  Box  23,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


Brightens  mood... relaxes  tension 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Dosage;  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  I mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benoctyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  SO  light-pink,  scored  tablets. 

Write  lor  literature  and  samples. 

*Deprol*' 


WALLACE  LABORATORIES 

Cranhury,  N.  J. 


IXDEX  TO  ADVERTISERS 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

569  Car  Spaces 

You  and  your  pa- 
tients con  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Serving 
all  of 


CUSACK-HARMON 

COMPANY 

for 

Physician's  and  Hospital  Supplies 
Physical  Therapy  Equipment 
Sick  Room  Supplies 
Surgical  Supports 
Laboratory  and  X-ray  Supplies 

in  Omaha,  Nebraska 

111  South  17th  St.  Medical  Arts  Bldg. 


FREE  ESTIMATES 


Equipment 
plans  for 
new  clinics 


Decorator  Consultant,  Mrs.  Dorothy  Gloaton,  A.I.D. 


Abbott  Labs. 

Ames  Company 
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one  answer, . . three  minutes 


r"T 


« r>  Ft 


three  answers 


...ten  seconds 


DIP 

AND 

READ 


combistix' 

urine  protein  • glucose  • pH 


BASIC  COMBINATION  TEST  FOR  BEDSIDE  AND  OFFICE 


. . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — basic  as  the  stethoscope. 

Ames  products  are  available  through  your  regular  supplier,  sezea 
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nxiety 
nsion 

Librium 

The  singular  specificity  of  Librium  in  controlling  anxiety  and  tension 
has  proven  to  be  an  advantage  in  a wide  range  of  disorders  character- 
ized by  anxiety  of  varying  degrees.  Notably  effective  in  patients 
whose  symptoms  are  primarily  emotional,  Librium  is  equally  valuable 
when  organic  disease  is  aggravated  or  prolonged  by  accompanying 
anxiety.  Coupled  with  its  effectiveness  is  an  outstanding  record  of  safety. 

Liljrium  has  few,  if  any,  of  the  unwanted  side  effects  associated  with 
tranquilizers  and  daytime  sedatives  — no  extrapyramidal  effects,  no 
autonomic  blocking,  and  no  dulling  of  mental  alertness.  Consult  liter- 
ature and  dosage  information,  a\  ailable  on  request,  before  prescribing. 

the  succe.ssor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  — 7-ch loro-2- methy lam tno-5-phenyl -3 H- 1.4* benzodiazepine  4-oxide  hydrochloride 
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in  severe  respiratory  infectiona 
refractory  to  other  measure|. 

CHLOROMYCETItr 

(chloramphenicol,  Parke-Davis) 

for  establishe^i 
clinical  efficacy  against 
susceptible  organismi 


! 


Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 


Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 


CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and- 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 


This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 


Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100,  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 
1:230,1959. 
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Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
"top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbonl  should 
be  sent  directly  to  the  Editor  at  the  Journal’s 
address. 

Reprints  should  be  ordered  from  the  print- 
er. NEWS  Printing  Company.  Norfolk,  Nebr. 

Copyright  1963  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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Day  and  night- 
less  wheezing, 
coughing,  labored 
respiration  in 
chronic  bronchitis 
and  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms... prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HCl  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  S.  oz. 

Before  prescribing  be  sure  to  consult  Winthrop'* 
literature  for  additional  information  about  dos- 
age, possible  side  effects  and  contraindications. 


compound 


ELIXIR 

LABORATORIES 
New  York  18,  N.Y. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


5-A 


I 


Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

Overall  results  showed  a higher  percentage 
of  suseeptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  w'as  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


Report  I 

to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

Tao  has  been  used  for  five  years  without 
development  of  predietable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.^’‘‘  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


A 


100% 


Report  II 

Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracL^ 
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Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.' 


Results  of 

Bacterial  Susceptibility  in 
3^332  Pathogens 
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Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


® an  antibiotic 
that  time 
hasn’t  changed 

(triacelyloleandomycin;  ^ 


If  you  would  like  a report  of  the 
entire  susceptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.  Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 
Pediatric  Drops  • Parenteral  (aBoieandomydn  phosphate) 


Why 


is  the 

BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 


Why  does  SARDO  so  effectively  relieve^-^  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 

HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 


SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 


SUPERIOR  ADSORBABILITY  SARDO  covers  the 


skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 


ECONOMICAL  i n addition,  the  cost  per  application  of  SARDO 
is  low  — for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 


IMMEDIATE  DISPERSIBILITY 


moisture. 


PLEASANT  Unique  pine  scent,  non-sticky,  non-sensitizing, 
SARDO  assures  patient  cooperation. 


SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 

acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat-  ^ 

ing  wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase.  ^ lL L. 


Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 


FOR  SAMPLES  AND  LITERATURE 


please  write...  SARDEAU^  INC.  75  East  55th  Street,  New  York  22,  N.  Y. 


*Pat.  Pend.  T.  M.  (C)  1963  by  Sardeau.  Inc. 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


Brightens  mood.,. relaxes  tension 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Deprol  both  lifts  depression  and  calms  anxiety 


Dosage:  Usuol  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  grodu- 
ally  up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  I mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benoctyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  lor  lilerolure  and  samples. 
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^Deprol*' 


4®.  WALLACE  LABORATORIES 
\aAi  Cranbury,  N.  J. 
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compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitofquick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


Current  Comment 

AMA  Disputes  Statements  Other 
Countries  Are  Healthier — 

Recent  statements  that  citizens  of  some 
foreign  countries  are  healthier  than  Ameri- 
cans is  disputed  emphatically  by  the  Ameri- 
can Medical  Association.  The  AMA  clarifi- 
cation was  prompted  in  part  by  a paper  pre- 
sented at  the  recent  annual  meeting  of  the 
American  Sociological  Association  in  Wash- 
ington. The  paper  said  that  the  United 
States  is  not  as  “healthy”  as  Sweden  and 
England. 


“This  proves  nothing,  for  what  you  are 
actually  comparing  are  differences  in  the 
makeup  of  populations.  Both  of  these  na- 
tions have  small,  stable,  homogeneous  popu- 
lations, whereas  that  of  the  United  States 
is  a vast  mixing  from  practically  every  con- 
ceivable corner  of  the  globe,  including  all 
nationalities  and  races  . . . 

“Communicable  diseases  are  almost  en- 
tirely a medical  problem  and  the  fact  is 
that  the  death  rate  from  communicable  dis- 
eases in  the  United  States  is  well  below  that 
of  England  or  Sweden,”  he  said. 


“This  is  like  trying  to  compare  apples  to 
oranges,”  F.  J.  L.  Blasingame,  MD,  AMA 
Executive  Vice  President,  said,  in  a report 
published  in  the  Jow-nal  of  the  Michigan 
State  Medical  Society. 

“There  have  been  accounts  that  compari- 
sons of  a nation’s  overall  health  can  be  made 
on  the  basis  of  life  expectancy  — that  the 
people  of  Sweden  and  Britain  are  healthier 
because  they  live  longer,  on  the  average,  than 
Americans. 


“As  for  insinuations  that  longer  life  span 
and  lower  infant  mortality  are  somehow 
linked  with  the  socialized  medical  practices 
of  England  and  Sweden,  there  is  absolutely 
no  substantiation,”  he  said.  “The  rate  of 
increase  in  longevity  in  England  is  no  dif- 
ferent now  than  it  was  prior  to  the  found- 
ing of  the  National  Health  Service  there  in 
1947,  and  may  actually  have  declined.” 

The  AMA  believes  that  every  doctor 
(Continued  on  page  32- A) 
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Toot!  We  have  a nice  little  bargain,  too... 


Accustomed  as  we  are  to  talking  about  purity, 
potency,  stability,  things  like  that,  we  thought 
you  might  like  to  know  that  mothers  can  make 
a nice  saving  on  Vi-Daylin  Chewables  for  the 
next  few  weeks.  Nothing  complicated.  She 
buys  a bottle  of  100  at  the  regular  price.  She 
gets  a bottle  of  30  free.  Big  deal?  Well,  not  a 
bad  one.  It  means  she’s  getting  her  Vi-Daylin  for 
less  than  3^  per  daily  dose  per  child. 

You  might  find  some  vitamins  some- 
where that  would  cost  even  less. 

But  will  the  youngsters  take  them? 

Vi-Daylin— Vitamins  A,  D,  Bi,  Ba,  Be,  B12,  C, 
and  Nicotinamide.  Abbott 


These  Chewables  Taste  as  Good  as  They  Look; 

(AND  THEY’RE  SUGAR-FREE,  THANKS  TO  SUCARYL*)  1 


First  cousin  to  an  orange.  Next  door  neighbor 
to  a lemon  — that’s  new  Vi-Daylin®  Chew- 
able  with  Entrapped  Flavor. 

They  look  Hke  footballs  and  smell  like 
candy  and  you’ve  never  tasted  a chewable 
vitamin  quite  like  them.  What  surprises  you 
is  not  so  much  what  you  taste  as  what  you 
don't  taste.  Vitamins.  They  simply  don’t 
come  through  — either  in  taste  or 
aftertaste.  Even  the  riboflavin 
is  trapped  and  civilized. 


Our  dual  coating  process  does  it  — seals 
the  raw  vitamin  tastes,  protects  the  delicate 
flavoring  agents.  Releases  the  sweet  citrus 
flavor  in  the  mouth,  the  vitamins  in  the  g-i 
tract.  With  both  vitamins  and  flavors  en- 
trapped, there’s  just  no  chance  of  the  tablets 
turning  musty  in  the  bottle. 

Rational  formula.  And  sweet- 
ened with  sugar-free  Sucaryl. 

If  they  look  good  to  you,  imagine 
what  youngsters  wall  think. 


AWWIVtBaJWY 


AVIOTT 


SUCARYL— Abbott’s  Non-Caloric  Sweetener. 

VI-DAYLIN— Vitamins  A,  D,  Bj,  Bj.  B^,  Bu,  C.  and  Nicotinamide.  Abbot 


DUAL  FILTER 


Hungry  for  flavor? 


Tareyton’s 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 

You'll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 

tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


Dual  Filter  makes  the  difference 

DUAL  FILTER 


Tareyton 

r>  n our  rtamr  r a T 
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“The  first  prescription  I ever  wrote 
was  for  'Empirin’  with  Codeine . . . 

a 


and  it  is  still  my  stand-by 
for  pain  relief  today.” 


PICTURE  THE  YOUNG  DOCTOR  with  his  first  private  patient,  about  thirty-five 
years  ago.  This  is  the  moment,  after  years  of  study  and  guidance  in  class- 
room and  at  hospital  bedside,  when  he  assumes  the  full  weight  of  responsibility 
for  the  well-being  of  his  patient.  He  makes  his  diagnosis.  The  patient  is  in  con- 
siderable pain,  and  his  first  concern  is  to  relieve  this  discomfort.  He  writes  a 
prescription  for  a new  analgesic,  a convenient  drug  combination  that  he  believes 
will  be  of  help.  This  patient  (and  many  others  to  follow)  finds  gratifying  relief, 
and  the  physician  continues  to  rely  upon  this  medication  as  the  years  go  by. 

Could  this  have  been  you  in  the  1920’s?  That  was  when  ‘Empirin’  Compound 
with  Codeine  first  came  into  general  use  (although  plain  ‘Empirin’  Compound 
has  been  well-known  since  the  influenza  epidemic  of  1 9 1 8).  Satisfaction  through 
the  years  has  prompted  doctors  everywhere  to  depend  on  ‘Empirin’  with  Codeine 
for  relief  of  most  all  degrees  of  pain.  For  with  this  well-tolerated,  reliable  anal- 
gesic combination  you  can  be  sure  of  results,  and  feel  secure  in  the  fact  that  the 
liability  of  addiction  is  negligible. 

Please  accept  our  thanks  for  continuing  to  place  your  trust  in  a product  that  has 
been  used  more  widely  in  medicine  each  year  for  the  past  four  decades. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE* 


Acetophenetidin,  gr.  IVz 
Acetylsalicylic  Acid,  gr.  3 Vi 
Caffeine,  gr.  Vi 


Remember  there  are  now 
four  strengths  available... 

* Warning — May  be  hubit'jorming. 
Subject  to  Fci/eral  Narcotic  Regulations. 


No.  1 — gr.  Vi 
No.  2 — gr.  14 
No.  3 — gr.  Vi 
No.  4 — gr.  1 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


combination  of  widely  used  drugs  for 
the  treatment  of  asthma.  Each  tablet  contains 
*Glyceryl  Guaiacolate  100  mg,,  Amino- 
phylline  130  mg.,  Ephedrine  HCl  16  mg,, 
Phenobarbital  21  mg.  . . . compounded  for 
balanced  action  and  buffered  for  tolerance. 

*GlyceryI  Guaiacolate  has  no  known  side  effects. 


COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 


Dispensed  in  bottles  of  100  and  1000  tablets 


WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  phzurnaceuticals  since  1 856 
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provides  fast  and 
long-lasting  cough  control 


relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 
contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...1.5 mg. 

Pyrilamine  Maleate  12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


With  ARISTOCORT  Triamcinolone,  patients  with  rheumatoid 
arthritis  and  related  disorders  of  the  joints  obtain  early 
gratifying  relief  of  pain,  swelling,  and  stiffness  of  joints,  with 
improved  mobility.  Yet  ARISTOCORT  provides  symptomatic 
control  with  only  minimal  interference  with  other  metabolic 
mechanisms.  In  this  respect,  ARISTOCORT  is  unsurpassed,  when 
compared  with  other  corticosteroids,  old  and  new.  Typical 
steroid  problems  of  sodium  retention  and  edema,  undesirable 
euphoria,  or  voracious  appetite  and  excessive  weight  gain  rarely 
occur  with  ARISTOCORT. 


Triamcinolone  Lederle 


Maximum  steroid  benefits  with  minimum  steroid  penalty 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  for  ARISTOCORT 
Tablets  (1  mg.,  2 mg.,  4 mg.)  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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NOW  ALSO  IN  FLAVORS)  FORM! 


THE  DOUBLE  PURPOSE  LAXATIVE 
THAT  RELIEVES 

CONSTIPATION -ACID  INDIGESTION 


BOTTLES  OF 
4 OZ.,  8 OZ., 

1 PT.,  1 QT. 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative -lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  bow  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline  — in  the  pH  10  or  higher 
range— and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 


Hoid  much  more  logical  to  use 
alkali-free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
batliing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


New  Neutral 
BABY. 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  habies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


alkali-free  baby  bar 


LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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Trocinate 


Brand  of  Thiphenamil  HCl. 


FOR  DIVERTICULITIS,  MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA,  IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


o^ocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito-urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HCl. 

Usual  Dosage  ; 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  cthictil  pharmaceuticals  since  1856 


20-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


When 


severe  pam  accompanies 

skeletal  muscle  spasm 
ease  both ‘pain  & spasm’ 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal Tablet  contains: 

RoBAXtN  (methocarbamol  Robins)  400  mg.  Acetvlsalicylic acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  2770649 

Supply:  Bottles  of  100  and  500  pinlc-and-white  laminated  tablets. 

Or  Robaxisal®-PH  (Rob.AXIN  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97 mg.  Hyoscyamine  sulfate  0.016mg.  Phenobarbital  ( gr-)  8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Mailnff  today’s  medicints  with  integrity . . . seeking  tomorronsPs  voith  persistence. 


0 


from  tabardilho  in  Brazil 
to  acute  bronchitis  in  Nebraska 


Whether  treating  tabardilho  or  a host  of  other  infections,  physicians  throughout  the 
world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness  and 
excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia  or 
neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in  more 
than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  infection  you 
see  will  very  likely  be  “Terra-responsive.” 

Tabardilho,  a type  of  tick  typhus,  is  probably  an  analog  of  Rocky  Mountain  spotted 
fever,  and  is  caused  by  Rickettsia  rickettsii.  The  tick  vectors  are  any  of  several  species 
of  amblyomma.*  The  natural  reservoirs  are  the  opossum,  dogs,  the  wild  rabbit,  and  the 
agouti,*  a rodent  about  the  size  of  a rabbit.  Mortality  is  reported  to  run  as  high  as  80%. 

Usually,  a lesion  is  found  at  the  bite  site  with  accompanying  regional  lymphadenitis.* 
Actual  onset  is  abrupt  with  severe  headache,  arthralgias,  myalgias,  prostration,  extremely 
high  fever,  and  a marked  leukocytosis.  A distinctive  rash  appears  about  the  fourth 
febrile  day;  discolorations  may  persist  for  several  weeks  during  convalescence.  The 
pathogen  grows  readily  in  the  yolk  sac  of  the  developing  chick  embryo.*  Tabardilho  is 
pflFp.rtivpIv  trpatpri  by  TERRAMYCIN.  *illuStrated 


may  develop.  If  this  occurs,  discontinue  the  medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are 
rare.  For  complete  information  on  Terramycin  dosage,  administration,  and  precautions,  con- 
sult package  insert  before  using.  More  detailed  professional  information  available  on  request. 


IN  BRIEF\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its 
broad  range  of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity. 
As  with  other  broad-spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms 


Science  for  the  world’s  well-being® 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


...WITH'METHEDRINE'SHECAN  HAPM  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent."  Douglas,  H.  S.:  WesU.Surg.  59:23s  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Relieves  Anxiety  and  Anxious  Depression 

The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia  , , 

is  a prominent  symptom  — has  been  clinically  authenticated  C^liniC3.11V  DrOVCFl 

time  and  again  during  the  past  seven  years.  This,  undoubt- 

edly,  is  one  reason  why  physicians  still  prescribe  meprobamate  jj-j  QY0J* 

more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 

WALLACE  LABORATORIES /Cranfcury,  AT./. 

CM.7t7a 

\ 


Clinically  proven 
in  over  750 
published  studies 

Acts  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  Uvo  antihistamines 
and  tivo  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

'Each  tablet  contains  phenylephrine  HCl  10  mg., 
phenylpropanolamine  HCl  40  mg.,  phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


**  relief  of  symptoms  is  striking  with  Rautrax-N*’^ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  -capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Afodi/ieti  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendrodumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

•QviBS  ommOM  Olin 


'MAUOIXiN'(^,  'RAUTRAX'D,  and*  NATURCTIN'<]>  are  SQUIte  TRADEMARKS. 
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m Supportive  therapy 
m for  the  aged  and  debilitated 

m Physiotonic  benefits 
m with  new  oral  anabolic 

^WINSTROU 

brand  of  STANOZOLOL 


A 


M'ked  improvement  in  appetite  / Measurable  weight  gain 


/ Notable  increase  in  vigor,  strength  and  sense  of  well-being 


U'  anabolic  Winstrol  combines  highest  potency*  with  outstanding 
tc ranee  in  an  economical  oral  tablet.  Employed  adjunctively,  its 
P siotonic  benefits  are  evident  in  the  management  of  a variety  of 
P‘6nts:  the  geriatric;  the  post  operative;  the  weak;  the  debilitated 
'''  chronic  or  malignant  disorders.  Winstrol  reverses  tissue-depleting 
Presses,  restores  a positive  metabolic  balance,  rebuilds  body  tissue 
e it  builds  strength,  builds  confidence  and  restores  a sense  of 
»'  being. 


Usual  Adult  Dose:  I tablet  t.i.d.  Before  prescribing,  consult  literature  for  addi- 
tional dosage  information,  possible  side  effects  and  contraindications. 

Supplied:  2 mg.  tablets.  Bottles  of  100. 


With  Winstrol,  patients  M better. . . feel  stronger - 

because  they  are  stronger!  — 

\n7/7m/z7/7 


WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y. 


WHAT  IS  SO  IMPORTANT  ABOUT  THE  MOOD- 
ELEVATING  EFFECT  OF  DEXAMYL®  IN  OVERWEIGHT? 

-calorie  diet  to  feel 
the  first  two  or 
dieting  patient  on 
1 brighter  outlook, 
ind  general  well- 
being, and,  most  important,  confidence^^^^^that  she  really 
can  lose  weight  after  all!  In  addition  I Ito  its  mood 

effect,  one  'DexamyP  Spansule®  I I sustained  re- 
lease capsule  taken  in  the  morning  effectively 

curbs  appetite  all  day-both  at  and  between  meals. 

*Matlin,  E.:  The  Obvious  in  Obesity/,  Clin.  Med.  8:1071  (June)  1961. 


'Tt  is  not  unusual 
low,  irritable, 

-k 

three  weeks." 
"DexamyT 
a feeling 


for  patients  on  a low 
and  tired  during 
In  contrast,  the 
usually  gains  i 
of  energy  a 


FORMULA:  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine®  (brand  of  dextro 
amphetamine  sulfate)  and  1)2  gr.  of  amobarbital,  de- 
rivative of  barbituric  acid  [Warning,  may  be  habit 
forming].  Each  'DexamyP  Spansule  capsule  No.  1 con- 
tains 10  mg.  of  'Dexedrine'  (brand  of  dextro  ampheta- 
mine sulfate)  and  1 gr.  of  amobarbital  [Warning,  may 
be  habit  forming].  The  active  ingredients  of  the 
'Spansule'  capsule  are  so  prepared  that  a therapeutic 
dose  is  released  promptly  and  the  remaining  medi- 
cation, released  gradually  and  without  interruption, 
sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 

Smith  Kline  & French  Laboratories 


weight;  (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  therapeutic 
effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe 
hypertension. 

SUPPLIED:  Bottles  of  SO  capsules. 

Prescribing  information  October  i962 
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Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion,  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 
Packaged  in  decorative  "reminder"  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults.  1 capsule  dally, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


AMA  Disputes  Statements  Other 
Countries  Are  Healthier — 

(Continued  from  page  10-A) 

should  know  the  latest  statistics  about  life 
expectancy,  major  causes  of  death,  et  cetera. 

Life  expectancy  at  birth  reached  an  esti- 
mated 70.2  years  in  the  United  States  in 
1961,  according  to  the  Public  Health  Service. 

The  estimate  was  based  on  a 10  per  cent 
sample  of  death  records  received  by  the  Na- 
tional Vital  Statistics  Division  from  all  the 
50  states. 

Deaths  totaled  about  1,702,000  in  1961 — 
a rate  of  9.3  per  1000  population,  only  slight- 
ly higher  than  the  record  low  rate  of  9.2  for 
1954. 

Five  of  10  leading  causes  of  death  showed 
sharp  rate  declines  as  compared  with  last 
year.  The  declines  were  large  enough  to 
make  it  improbable  that  they  were  produced 
by  normal  fluctuations  due  to  sampling.  The 
five  were  vascular  lesions;  accidents;  in- 
fluenza and  pneumonia,  except  of  newborn; 
general  arteriosclerosis,  and  diabetes  mel- 
litus. 


The  infant  mortality  rate  of  25.3  per  1000 
live  births  set  a record  low,  about  two  per 
cent  under  the  previous  low  recorded  in 
1960. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


ENOULFED 

Those  who  read  this  editorial  are  asked 
to  keep  in  mind  the  following  ruling  by 
Justice  Robert  H.  Jackson,  made  in  1942,  in 
the  AAA  Supreme  Court  Case: 

“It  is  hardly  lack  of  due  process  for  the 
Government  to  regulate  that  which  it  sub- 
sidizes.” 

We  have  come  to  a time  when  one  meets 
“Federal  Funds”  (Taxpayers’  money  that 
has  been  to  Washington  and  back)  almost 
everywhere  he  turns.  We  are  engulfed  by 
these  funds.  What  is  more,  many  activities 
in  local  communities  are  planned  and  under- 
taken with  the  hope  or  assurance  that  money 
through  Washington  will  be  forthcoming  to 
make  them  easier  or  more  profitable!?). 
In  fact,  there  are  times  when  activities  of 
doubtful  value  and,  certainly,  doubtful  need 
(for  example,  “Air  Pollution”  in  Lincoln) 
possibly  are  used  purely  in  the  hope  of 
trapping  some  more  “Federal  Funds.”  The 
writer  has  been  informed,  without  assurance 
of  its  truth,  that  more  than  40  per  cent  of 
the  cost  of  our  State  Government  is  sup- 
plied from  Taxpayers’  Funds  that  have 
made  the  trip  to  Washington  and  back. 

We  are,  of  course,  more  interested  in  the 
medical  field  than  any  other.  A quick  run- 
down of  the  “Report  ...  on  Federal  Grants- 
in-Aid  to  States  and  Payments  to  Individu- 
als,” made  during  the  85th  Congress,  1st 
Session  (1955)  reveals  the  startling  number 
of  medically  oriented  grants  and  millions  of 
dollars  that  flowed  into  Nebraska  up  to 
1957.  One  must  believe  that  this  trend 
has  increased  during  the  years  since  1957. 
Let  us  look  at  only  a few  of  the  medically 
oriented  grants-in-aid,  or  direct  payments. 

First,  Medicare  — the  medical  and  hos- 
pital care  for  dependents  of  Armed  Services 
personnel.  The  writer  has  no  accurate  fig- 
ures on  the  amount  of  money  the  Federal 
Government  has  paid  into  Nebraska  for 
these  services,  but  we  know  it  is  consider- 
able. This  is  a branch  of  Federal  Medicine. 
One  may  or  not  classify  this  as  socialized 
medicine,  as  so  many  do.  It  is  a fine  ex- 


ample, however  of  Justice  Jackson’s  state- 
ment. No  one  can  deny  that  the  Government 
controls  what  it  subsidizes  in  this  instance. 
The  medical  profession  accepted  it  because 
it  seemed  to  be  a patriotic  duty,  but,  in  so 
doing,  it  compromised  its  stand  in  the  mat- 
ter of  state  medicine. 

Our  support  of,  and  efforts  toward  the 
implementation  of  the  Kerr-Mills  Bill  in  Ne- 
braska is  a definite  compromise  with  our 
declared  position  in  the  matter  of  state  med- 
icine. We  have  retreated  to  a second  line  of 
defense  in  the  hope  of  defeating  the  King- 
Anderson  type  of  legislation,  but  Kerr-Mills 
is  no  less  a form  of  state  medicine,  just  be- 
cause the  medical  profession  supports  it. 
What  the  magnitude  of  the  Federal  pay- 
ments may  be,  in  case  our  Legislature  sup- 
ports Kerr-Mills,  is  only  a guess  at  this 
time,  but  we  may  be  sure  the  Federal  Gov- 
ernment will  remain  in  control. 

It  is  interesting  to  note  that  a little  more 
than  25  per  cent  of  the  funds  expended  by 
the  Nebraska  State  Department  of  Health 
last  year  was  stated  to  have  been  “Federal 
Funds”  — Taxpayers’  money  that  has  been 
to  Washington  and  back.  (From  the  Health 
Department’s  “Almanac”  1963,  p.  6). 

It  is,  also,  of  interest  to  note  (AM A book- 
let “Money  and  Medical  Schools”)  that  so- 
called  Federal  Funds  paid,  in  1960-1961, 
37.2  per  cent  of  the  money  spent  by  the  85 
US  medical  schools.  This  amounted  to 
$161.4  million.  This  is  composed  of  “Re- 
search Grants”  and  “Training  Grants.”  The 
research  grants  averaged  $2  million  for  each 
school  and  ranged  from  $206,000  to  $8  mil- 
lion. The  training  grants  averaged  $570,000 
per  school  and  ranged  from  $75,000  to  $2.3 
million. 

One  cannot  deny  that  our  schools  must 
have  this  amount  of  money,  but  one  cannot 
but  think  of  the  “tare”  on  all  funds  sent 
to  Washington  and  then  “given”  back  to  us. 
The  shrinkage  has  been  variously  estimated 
by  different  authorities,  the  highest  (made 
by  a former  Treasurer  of  the  United  States) 
we  have  heard  was  80  per  cent.  Even  at  a 
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much  lower  figure,  the  saving  on  these 
funds  paid  by  the  taxpayers,  sent  to  Wash- 
ington for  shrinkage,  then  “granted”  back  to 
us  would  be  enormous  if  we  just  kept  the 
money  at  home  and  spent  it  as  we  saw 
fit,  — and  without  any  Federal  control. 

The  medical  profession  has  officially  fav- 
ored the  use  of  Federal  money  only  for 
“Brick-and-Mortar”  and  on  a one-time  basis, 
in  the  matter  of  medical  schools.  Even  this 
much  dependence  on  the  central  Government 
has  found  many  opponents  among  us.  The 
Government,  as  seems  usual,  has  found  ways 
to  circumvent  the  profession’s  objections. 
Money  from  any  source  is  tempting  to  the 
faculties.  Government  spokesmen  have  flat- 
tered our  medical  schools  by  saying  they  are 
in  partnership  with  the  Government  in  the 
development  of  research  which  the  nation 
so  badly  needs.  One  need  not  guess  who  is 
the  controlling  partner.  The  regulations  un- 
der which  the  grants  are  used  may  seem  in- 
nocent enough,  but  they  are  there  and  the 
Government  makes  them. 

Much  more  could  be  said  about  the  con- 
stant and  increasing  flow  of  Federal  Funds 
into,  among  many  fields,  that  of  medicine. 
Doubtless,  arguments  for  such  a situation 
will  be  heard  and  will  sound  quite  convinc- 
ing, but  one  must  not  forget  that  “It  is  hard- 
ly lack  of  due  process  for  the  Government  to 
regulate  that  which  it  subsidizes.” 


“ALL  HAIL,  SERENDIPITY” 

Breathes  there  a physician  with  soul  so 
dead  that  never  to  himself  and  others  has 
said,  “just  by  luck  did  I happen  on  that 
diagnosis  the  other  day.”  Who  of  us  has  not 
discovered  unexpected  diabetes  in  a patient 
with  a routine  urine  examination,  or  unsus- 
pected malignancy  in  a routine  chest  X ray, 
or  unsuspected  gall  stones  in  a KUB  film, 
or  unsuspected  pregnancy  in  a menopausal 
woman  complaining  of  nausea?  Such  great 
advances  as  the  discovery  of  penicillin,  New- 
ton’s law,  smallpox  vaccine,  were  made  by 
chance  and  not  by  premeditated  scientific 
procedure.  This  in  no  way  detracts  from 
the  importance  of  these  discoveries.  A diag- 
nosis that  is  derived  by  devious  method  is 


no  less  a real  diagnosis  and  is  equally  of 
value  to  the  patient  as  one  foreseen  and  pur- 
sued diligently  without  deviation. 

Many  a disease  process  has  such  an  insidi- 
ous onset  that  it  almost  defies  diagnosis 
until  the  classical  picture  presents  itself. 
But  as  we  survey  medicine  and  its  progress, 
more  and  more  disease  processes  are  being 
diagnosed  earlier.  Why?  Serendipity  of 
course ! A chance  observation  that  in  a cer- 
tain disease  process  an  associated  finding 
was  present  has  been  an  advance  in  the  di- 
agnosis of  many  diseases.  For  example,  it 
was  noted  in  a certain  Clinic,  that  several 
patients  with  peptic  ulcer  had  been  found  to 
have  elevated  serum  calcium  levels.  This 
chance  observation  was  followed  and  it  was 
discovered  that  more  cases  of  hypoparathy- 
roidism were  found  in  patients  presenting 
peptic  ulcers  than  in  those  with  renal  calculi. 
Thus  an  earlier  clue  to  the  diagnosis  of  para- 
thyroid disease  was  made  known.  Medical 
advance  is  full  of  these  “chance  observa- 
tions” that  have  led  to  real  discoveiy. 

The  conscientious  physician  acknowledges 
readily  his  “lucky  diagnosis.”  The  intelli- 
gent physician  tries  to  find  out  if  “his 
luck”  will  hold  in  other  cases,  and,  as  a re- 
sult, he  may  make  real  contribution  to  the 
advancement  of  medicine.  We  must  diag- 
nose before  we  treat,  and  we  must  diagnose 
early  to  have  successful  treatment. 

We  must  not  rely  on  serendipity  to  make 
our  diagnosis,  as  this  is  a capricious  phe- 
nomenon. Many  try  to  rely  on  it  by  doing 
numerous  random  laboratoiy  tests  of  screen- 
ing nature  “hoping”  to  find  a clue.  The 
good  physician  takes  time  to  get  a complete 
history  and  physical  examination  in  order  to 
have  a line  of  diagnostic  pursuit  to  follow 
in  arriving  at  the  diagnosis.  Finding  a di- 
agnosis by  serendipity  is  a much  more  com- 
mon phenomenon  in  the  wise  and  observ- 
ant physician  because  the  unexpected  clues 
have  to  be  recognized  as  being  meaningful. 

So,  All  Hail,  Serendipity!  Do  not  belittle 
it,  for  it  is  the  stuff  of  which  smart  ob- 
servers are  making  progress  in  medicine. 

— C.R.H. 
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DRUG  RISKS  AND  REALITIES* 

Newly-aroused  suspicions  about  the  safety 
of  certain  drugs  have  stimulated  press  com- 
ment, the  most  extreme  of  which  suggested 
further  severe  restrictions  on  drug  market- 
ing, regulation  and  use. 

For  reasons  difficult  to  identify,  the  pub- 
lic definitely  expects  pharmaceuticals  to 
possess  a degree  of  safety  far  greater  than 
that  of  virtually  any  other  kind  of  product 
in  our  manmade  environment. 

The  public  accepts  the  dangers  of  injury 
or  death  in  autos  as  part  of  the  price  it  must 
pay  for  transportation.  It  accepts  similar 
risk  in  bathtubs  as  part  of  the  price  of  keep- 
ing clean.  There  is  no  object  or  substance, 
whether  in  nature  or  man-made,  that  is  not 
dangerous  when  improperly  used. 

Proper  use  of  prescription  medicines  is 
lawfully  determined  by  physicians.  They 
are  constantly  informed  by  innumerable 
sources  — word  of  mouth,  publications,  gov- 
ernment officials,  and  others  — of  new  ef- 
fects of  drugs  seen  by  other  physicians. 
This  enables  them  to  use  (or  reject)  a tre- 
mendous variety  of  drugs  with  impunity,  to 
achieve  the  prevention,  mitigation  and 
eradication  of  diseases. 

Keeping  these  facts  in  mind,  the  public 
may  well  accept,  as  it  does  with  so  many 
things,  the  dangers  of  drugs.  The  human 
body  comprises  a system  of  chemical  reac- 
tions so  extensive  as  to  defy  total  analysis 
by  any  computer  yet  built.  Until  every  re- 
action by  every  person  to  every  substance 
is  predictable  — which  likely  will  be  never 
— each  individual  must  rely  on  his  physi- 
cian. 

The  alternative  — is  to  turn  to  govern- 
ment for  instructions  as  to  what  may  and 
may  not  be  used.  But  government  officials 
do  not  see  patients.  The  rigidity  of  govern- 
ment edicts  and  the  flexibility  of  medical 
judgments  are  vastly  different.  While  the 
former,  inspired  of  a desire  to  protect  a few 
patients  from  negative  reactions,  may  de- 
prive the  majority  of  patients  of  useful 
medicines,  the  latter  can  protect  the  interests 
of  both. 

Autos,  bathtubs,  drugs  might  all  be  out- 


lawed. Practical  laws  to  prevent  identifi- 
able risks  from  being  built  into  products  by 
manufacturers  are  already  abundant  — es- 
pecially in  the  case  of  pharmaceuticals. 

If  the  public  is  permitted  to  make  calm, 
not  inflamed  judgment,  it  seems  likely  that 
it  will  choose  to  accept  the  possible  risks  in 
order  to  gain  the  immense  benefits  of  un- 
fettered medical  research. 

* Reprinted  by  permission  from  PMA  Bulletin  No. 
62-63,  December  13,  1962. 


Current  Comment 

Use  of  Tape  Instead  of  Sutures — 

Use  of  a new,  microporous  tape  to  close 
wounds  will  reduce  the  incidence  of  post- 
operative infection  and  improve  the  appear- 
ance of  the  scar,  reported  ten  surgical  in- 
vestigators at  an  invitational  seminar  for 
surgeons  held  in  Atlantic  City  and  described 
in  the  Texas  State  Journal  of  Medicine. 

Trial  use  of  the  tape  instead  of  thread 
sutures  on  more  than  6000  patients  showed 
definite  advantages,  including  the  absence  of 
infection,  good  approximation  of  skin  edges 
and  wound  healing,  and  elimination  of  su- 
ture removal.  Side  benefits  were  observed 
in  the  improved  mental  reaction  of  the  pa- 
tients when  they  realized  there  were  no 
stitches  to  be  removed ; as  the  surgeons  were 
told,  tape  closure  eliminates  the  “psychic 
trauma”  that  makes  suture  removal  “worse 
from  the  patient’s  viewpoint  than  the  sur- 
gical operation  itself.” 

Use  of  a skin  surface  material  to  close 
wounds  is  not  new  but,  in  fact,  was  de- 
scribed in  the  oldest  known  medical  writ- 
ings, it  was  pointed  out.  Until  now,  how- 
ever, adhesive  tape  had  irritated  the  skin 
and  had  many  disadvantages. 

Development  of  the  chemically  inert  syn- 
thetic adhesive  material  and  nonwoven 
backing  used  in  the  new  surgical  tape  re- 
quired over  ten  years  of  laboratory  re- 
search. The  tape,  which  can  be  laid  di- 
rectly across  a wound  is  marketed  under  the 
trade  name  “Steri-Strips.” 
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Comments  From 
Your  President 

In  the  current  session  of  the  Legislature 
of  Nebraska  over  745  bills  have  been  intro- 
duced, and  of  these,  some  40  or  more  cover 
some  phase  of  medicine  and  therefore  are 
of  interest  to  the  profession.  These  are  be- 
ing carefully  scrutinized  by  the  headquar- 
ters staff,  the  Medical  Service  Committee 
and  your  officers,  and  appropriate  action 
taken  according  to  their  best  judgment.  The 
most  important  weapon  however  is  the  indi- 
vidual physician.  We  must  not  make  the  mis- 
take of  relying  entirely  upon  the  state  organ- 
ization to  do  the  things  which  each  of  us  can 
do  better  as  individuals.  It  is  also  axiomatic 
that  we  are  as  effective  as  we  are  knowledge- 
able — each  of  us  should  make  an  effort 
to  be  informed  regarding  legislation,  which 
effects  the  medical  profession  and  o u r 
thoughts  transmitted  to  our  legislators. 
We  must  present  a united  front  in  our  sup- 
port of  or  objection  to  legislation.  Differ- 
ences of  opinion,  particularly  on  philoso- 
phies, serve  only  to  dilute  the  effectiveness 
of  our  stand  and  must  be  ironed  out  within 
the  profession,  rather  than  on  the  legisla- 
tive floor. 

There  is  a growing  national  tendency  to 
depend  more  and  more  on  federal  aid  for 
medical  education.  The  nation’s  medical 
schools  must  develop  a “diversity  of  stable 
sources”  of  financial  support,  if  they  are 
to  meet  the  demands  of  the  future,  the 
American  Medical  Associations  Council  on 
Medical  Education  said  in  a report  on 
“Money  and  Medical  Schools.”  If  the  states 
do  not  increase  their  expenditures  for  medi- 
cal schools  the  report  warned,  there  is  a 
“clear  trend  toward  the  likely  alternative  — 
the  assumption  of  more  and  more  responsi- 
bility and  influence  by  the  Federal  Govern- 
ment.” The  amount  of  support  from  non- 
federal  sources  can  keep  pace  with  govern- 


ment spending  “only  if  the  medical  profes- 
sion is  determined  that  it  will  be  done.” 

The  Inter-Professional  Advisory  Council 
is  off  to  a good  start  this  year  with  an 
earlier  meeting  in  Lincoln  sponsored  by  your 
Association  and  a meeting  in  Columbus  on 
the  24th  of  January.  Your  officers,  commit- 
tee members  and  the  representatives  of  the 
Dental  Association,  the  Pharmaceutical  As- 
sociation, and  the  Veterinary  Medical  Asso- 
ciation were  there  in  full  number.  The  Ne- 
braska State  Nurses  Association  has  been 
accepted  for  inclusion  in  the  Council.  The 
Council  holds  great  promise  of  assistance 
in  legislative  matters,  as  well  as  of  improv- 
ing service  to  the  public  and  to  its  own 
members. 

The  Scientific  Program  Committee  has 
now  completed  arrangements  for  a highly 
commendable  program  for  the  Annual  Meet- 
ing. There  has  been  an  effort  to  do  away 
with  the  splintering  action  of  specialty 
groups.  The  Scientific  Program  will  begin 
on  Monday  instead  of  Tuesday.  Aside  from 
the  excellent  caliber  and  arrangements  of 
the  program,  there  will  be  other  interesting 
variations.  You  will  be  hearing  more  of 
it  and  you  will  not  want  to  miss  it! 

0.  A.  KOSTAL,  M.D., 
President. 
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Polycystic 
Ovary  Syndrome 


Historical  Background 

STEIN  (I.  F.,  Sr.)  and  Leven- 
thal  (M.  L.)i  M^ere  the  first 
to  couple  the  finding  of  bilat- 
erally enlarged,  symmetrical  ovaries  with  a 
history  of  longstanding  amenorrhea.  This 
association  arose,  quite  by  chance,  out  of 
their  investigation  into  the  diagnostic  uses 
of  gynecography.  Wedge  biopsies  of  the 
ovaries,  originally  taken  solely  for  histolog- 
ical examination,  subsequently  proved  also 
to  be  a successful  form  of  therapy.  Follow- 
ing this  simple  surgical  procedure,  the  au- 
thors observed  that  the  patients  menstru- 
ated regularly,  ovulatory  cycles  ensued  and 
many  conceived.  In  the  decade  that  fol- 
lowed the  first  report,  in  1935,  their  clinical 
observations  were  confirmed  by  many  oth- 
ers, and  the  condition  became  identified  in 
the  medical  literature  as  the  Stein-Leventhal 
syndrome. 

The  most  significant  features  of  the  syn- 
drome include  a history  of  menstrual  dis- 
turbances, usually  secondary  amenorrhea, 
infertility  or  sterility,  and  the  clinical  find- 
ings of  moderate  obesity,  loss  of  female  body 
contour,  underdeveloped  breasts,  uterine  hy- 
poplasia, hirsutism,  clitoromegaly,  and 
acne.  A careful  history  usually  discloses 
that  the  patient’s  early  menstrual  pattern, 
including  the  time  of  menarche,  was  nor- 
mal but  that  in  late  adolescence  or  early 
maturity  she  experienced  markedly  length- 
ened cycles  or  she  became  amenorrheic. 
Simultaneously,  during  this  time  she  be- 
came defeminized  or  overtly  virilized.  The 
study  of  many  well-documented  cases  of 
polycystic-ovary  disease  in  recent  years  has 
added  little  to  the  classic  description  of  the 
syndrome,  although  it  is  now  apparent  that 
the  inconstancy  and  vagaries  of  the  clinical 
features  previously  mentioned  justify  some 
degree  of  caution  in  making  this  diagnosis. 
The  only  symptoms  reported  with  any  high 
degree  of  regularity  are  menstrual  disorders 
and  infertility. 

Incidence 

Little  is  known  of  the  true  incidence  of 
polycystic  ovaries.  The  frequency  among 
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infertile  women  has  ranged  from  0.6  per 
cent  in  McGoogan’s  series^  of  1,032  patients, 
to  4.3  per  cent  in  a series  of  1,000  patients 
reported  by  Breteche.®  The  most  casual  re- 
view of  the  literature  further  points  up  the 
lack  of  homogeneity  in  this  clinical  material, 
and  it  is  apparent  that  there  is  much  varia- 
bility in  the  diagnostic  criteria  employed  by 
the  individual  clinicians.  Until  the  condi- 
tion is  better  understood  and  standard  meth- 
ods of  workup  are  used,  it  seems  unlikely 
that  meaningful  data  will  be  collected  con- 
cerning the  frequency  and  clinical  features 
of  this  disease.  (Table  1).® 


TABLE  1* 

STEIN-LEVENTHAL  SYNDROME 


No.  of 

Average 

Incidence 

Range 

Observation 

Cases 

(%) 

(%) 

Obesity 

344 

33 

16-49 

Hirsutism 

. 457 

56 

17-83 

Virilization  __ 

204 

17 

0-28 

Amenorrhea  __  — 

- 350 

47 

19-77 

Functional  bleeding  . 

. 289 

21 

6-19 

Regular  menses  _ 

. 253 

16 

7-28 

Infertility 

. 296 

75 

35-94 

Coi-pus  luteum  at 
operation 

_ 322 

19 

0-71 

Diphasic  basal 
temperature 

. 77 

13 

14-40 

Dysmenorrhea 

_ 63 

19 

- 

♦Taken  from  Goldzieher, 

J.  w. 

and  Green.  J. 

A.  (See 

Reference  No.  5). 


Unfortunately,  it  is  not  always  possible 
to  correlate  the  clinical  picture  with  the 
degree  of  ovarian  involvement;  and,  con- 
trariwise, many  patients  with  striking  clin- 
ical features  of  the  syndrome  have  been 
proved  subsequently  not  to  have  polycystic 
ovaries.  These  variations  may  represent 
different  stages  in  the  evolution  of  the 
clinical  picture;  but,  in  our  experience  nei- 

♦Presented  by  the  Senior  Author  at  the  94th  Annual  Ses- 
■sion  of  The  Nebraska  State  Medical  Association,  Lincoln, 
Nebraska.  May  2,  1962. 
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ther  the  duration  nor  the  severity  of  symp- 
toms can  be  correlated  precisely  with  the 
degree  of  ovarian  involvement.  Moreover, 
the  results  of  therapy  cannot  be  predicted 
with  a high  degree  of  accuracy  from  the  ap- 
parent severity  of  this  condition.  (Table 

2)  .5 


TABLE  2* 

STEIX-LE\TENTHAL  SYNDROME 


No.  of 

Average 

Incidence 

Range 

Observation 

Cases 

(%) 

(%) 

Regular  cycles 

. 219 

85 

6-93 

Evidence  of 
ovulation 

. 92 

63 

57-77 

Pregnancv 

. 466 

67 

13-95 

Decreased  hirsutism  . 

- 161 

9 

0-18 

‘Taken  from  Goldzieher, 

J.  w. 

and  Green,  J. 

A.  (See 

Reference  No.  5). 


Pathologic  Features 

The  classic  polycystic  ovary  is  shiny, 
pearly  white,  firmly  cystic  in  consistency, 
and  has  a slightly  irregular  surface  (fig  1). 
Rarely,  the  cystic  follicles  are  somewhat 


Figure  1.  Polycystic  ovaries  showing  bilateral  sym- 
metrical enlargement. 


larger  than  the  usual  1.0  or  1.5  centi- 
meters, thus  imparting  a lobular  contour  to 
the  ovary  (fig.  2).  A thickened  tunica  al- 
buginea is  a conspicuous  feature  of  poly- 
cystic ovaries.  In  normal  ovaries  the  cap- 
sule is  approximately  100/i,  wide.  Poly- 
cystic ovaries  possess  a lamellated,  thick- 
ened, fibrotic  capsule  varying  in  width 
from  about  150  to  600/x,  averaging  about 
350m. 

Aside  from  the  fibrosis  of  the  tunica, 
the  most  striking  histologic  feature  is  the 
increased  number  of  graafian  follicles.  All 
stages  of  follicular  development  and  atresia 
are  present,  with  the  exception  of  the  final 
stage  of  maturity,  that  is,  the  preovulatory 
follicle.  The  follicles  appear  in  various 
stages  of  atresia  or  cystic  degeneration  and, 
characteristically,  there  are  no  ova  seen. 
In  many  follicles  there  may  be  signs  of  early 
luteinization  but,  classically,  nowhere  is  it 
developed  to  an  advanced  degree.  The  endo- 
metrium is  persistently  follicular  in  type, 
often  exhibiting  cystic  glandular  dilatation 
and  hyperplasia  (fig.  3).  Polycystic  ovaries 
may  co-exist  with  adenocarcinoma  of  the 
endometrium,^  although  this  association  has 
been  seen  but  once  in  the  material  studied  in 
our  department. 


Figure  2.  Cross  section  of  polycystic  ovary  showing 
multiple  cystic  follicles. 
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Figrure  3.  Endometrial  hyperplasia  associated  with 
polycystic  ovaries. 


Clinical  Features,  Differential 
Diagnosis  and  Workup 

The  variability  of  the  clinical  manifesta- 
tions of  the  Stein-Leventhal  syndrome  is 
seen  in  both  the  clinical  presentations  and 
the  physical  findings.  Even  the  most  essen- 
tial feature  of  this  syndrome,  the  demon- 
stration of  polycystic  ovaries,  may  be  at 
times  difficult  to  discern  on  bimanual  pelvic 
examination.  In  our  experience,  the  ovaries 
are  'palpably  enlarged  in  only  about  two- 
thirds  of  the  cases.  The  moderate  obesity 
often  present  in  these  patients  may  inter- 
fere with  proper  examination.  Moreover, 
the  ovaries  are  not  always  smooth  to  palpa- 
tion, and  there  is  often  a considerable  vari- 
ation in  size  between  the  two  ovaries.  It 
is  understandable,  therefore,  that  in  about 
one-quarter  of  the  cases  the  patient  is  sus- 
pected initially  of  having  a unilateral  cyst. 
Thus,  it  can  be  seen  that  establishing  the 
diagnosis  of  the  polycystic  ovary  syTidrome 
can  be  frought  with  considerable  difficulty, 
not  the  least  of  which  is  the  exclusion  of 


other  major  disorders  pi’esenting  with  sim- 
ilar clinical  features. 

These  several  problems  point  up  the  need 
for  an  adequate  workup,  carried  out  in  an 
intelligent,  orderly  fashion,  before  a defini- 
tive diagnosis  is  made  and  therapy  is  insti- 
tuted. A list  of  the  clinical  and  laboratory 
findings  to  be  anticipated  in  the  classic  case 
is  presented  in  table  3.  This  list  is  not 
recommended  as  a routine  workup,  since 
some  of  the  procedures  are  expensive,  time- 
consuming,  and  require  elaborate  laboratory 
facilities.  However,  in  certain  cases  where 
the  clinical  manifestations  suggest  the  pres- 
ence of  other  major  endocrinologic  causes 
for  amenorrhea,  certain  highly  technical 
tests  and  clinical  assessments  may  be  re- 
quired, and  some  of  these  have  been  included. 
In  all  cases  where  the  diagnosis  of  the 
polycystic  ovary  sy'tidro'me  is  being  consid- 
ered, a few  investigations  will  provide  es- 
sential information. 

Since  it  is  desirable  to  perform  a uterine 
curettage  to  document  the  persistent  follicu- 
lar phase  of  the  endometrium,  one  may  take 
advantage  of  the  anesthesia  to  examine  the 
patient  thoroughly  and,  at  the  same  time, 
to  perform  other  procedures,  such  as  cul- 
doscopy  or  colpotomy,  to  document  the  type 
of  ovarian  pathology.  We  have  noted  on 
direct  vision  the  typical  gross  appearance 
of  the  polycystic  ovaries  occurring  in  organs 
that  were  not  perceptively  enlarged.  Al- 
though proponents  of  gynecography  empha- 
size the  value  of  radiographic  demonstration 
of  polycystic  ovaries,  one  should  keep  in 
mind  that  the  procedure  is  not  helpful  in 
establishing  the  diagnosis  in  the  occasional 
case  of  this  type.  Nevertheless,  in  the  vir- 
ginal patient  the  radiographic  visualization 
of  the  ovaries  may  be  the  only  safe,  prac- 
tical technique  available  to  the  clinician. 

It  is  also  important  to  maintain  a basal 
body  temperature  chart  and  to  perform 
serial  vaginal  smears,  examinations  of  the 
cervical  mucus,  and  periodic  premenstrual 
endometrial  biopsies  to  document  the  lack 
of  ovulation  through  several  months  of  ob- 
servation. Most  of  the  amenorrheic  pa- 
tients with  polycystic  ovaries  will  have 
withdrawal  bleeding  following  the  admini- 
stration of  100  mg.  progesterone  in  oil,  but 
they  fail  to  ovulate  following  the  administra- 
tion of  20  mg.  premarin  intravenously  on 
the  18th  day  of  the  cycle.  This  diagnostic 
procedure,  employed  through  several  cycles, 
has  been  a helpful  adjunct  in  establishing 
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TABLE  3 

CLASSIC  CLINICAL  AND  LABORATORY 
FINDINGS  IN  STEIN-LEVENTHAL 
SYNDROME 
Characteristic  ^ledical  History 
Disturbance  of  menses 
Secondary  amenorrhea 
Infertility 

General  Physical  Findings  (Inconstant) 
Moderate  obesity 
Loss  of  female  body  contour 
Hypoplasia  of  the  breasts 
Hirsutism 
Clitoromegaly 
Pelvic  Findings 
Polycystic  ovaries 
Uterine  hypoplasia 

Documentation  of  Lack  of  Ovulation 
Flat  basal  body  temperature 
Endometrial  biopsies:  Peristent  follicular 
phase 

Gynecography 

Bilateral  ovarian  enlargement 
Endocrine  Workup 

Withdrawal  bleeding  following  administra- 
tion of  progesterone  in  oil,  100  mg.,  intra- 
muscularly 

Lack  of  ovulation  following  administration 
of  premarin,  20  mg.,  intravenously 
Thyroid:  Normal  BMR,  PBI,  RAI,  choles- 

terol, GTT 

Pituitary:  Normal  FSH,  visual  fields,  skull 

films;  normal  long  bones;  normal  seram 
calcium;  elevation  of  LH 
Adrenal:  17-Ketosteroids,  upper  limits  of 

normal; 

Pregnantriol,  upper  limits  of  normal; 
normal  serum  electrolytes  (Na,  K,  Cl) 
Following  ACTH  stimulation: 

Excessive  rise  in  17-Ketosteroids 
Excessive  rise  in  dehydroisoandroster- 
one 

Ovary:  Low  normal  estrin  effect  in  vaginal 
smear 

Normal  urin  ary  estrogens  (constant 
level) 

Low  normal  urinary  pregnanediol 
Diagnostic  Operative  Procedures 

Exam  under  anesthesia  (to  confirm  pelvic 
findings) 

Uterine  curettage  (to  exclude  cancer,  remove 
polyps,  if  present,  and  to  document  type 
of  endometrium) 

Culdoscopy  (to  visualize  ovaries) 


the  proper  diagnosis,  but  in  our  opinion  it 
should  not  be  the  sole  basis  for  the  diagnosis 
nor  the  primary  indication  for  pelvic  explor- 
ation as  recommended  by  Kupperman.® 

Although  there  are  no  typical  laboratory 
findings,  the  clinician  often  finds  himself 
involved  in  an  elaborate  endocrine  investi- 


gation. In  general,  we  reserve  a workup  of 
this  type  for  those  cases  with  clinical  fea- 
tures suggestive  of  one  of  the  following  en- 
docrinopathies : adrenocortical  hyperfunc- 

tion (hyperplasia,  adenoma,  or  carcinoma), 
’Cushing’s  disease,  postpubertal  adreno- 
genital syndrome,  hyperpituitarism  with 
obesity,  pituitary  adenomas,  masculinizing 
dysontogenetic  tumors  of  the  ovary,  and 
amenorrheic  women  who  have  idiopathic 
hirsutism  (probably  an  increase  in  circulat- 
ing ovarian  or  adrenal  testosterone). 

In  the  event  that  a major  endocrinologic 
workup  is  undertaken,  then  the  typical  case 
of  polycystic  ovaries  presents  with  minor 
variations  of  the  basal  metabolic  rate,  radio- 
active iodine  uptake,  protein  bound  iodine, 
cholesterol,  17  - ketosteroids,  pregnanediol, 
estrogen  and  FSH  excretion  that  fall  within 
the  acceptable  limits  of  a wide  normal  range. 
One  exception  has  been  reported  by  Keetel 
and  his  co-workers'^  and  others®  who  have 
noted  an  excessive  urinary  excretion  of 
luteinizing  hormone.  Radiographic  demon- 
stration of  the  sella  turcica,  bone  structure 
and  the  visual  fields  are  normal.  Similarly, 
there  are  no  clinical  stigmata  of  cutaneous 
striae,  “buffalo”  obesity,  diabetes,  hyper- 
tension, or  wasting  of  muscles. 

It  is  of  considerable  importance  to  record 
and  characterize  all  the  associated  clinical 
findings,  because  polycystic  ovarian  changes 
have  been  noted  in  patients  with  androgen- 
secreting  adrenocortical  adenomas  or  car- 
cinomas. Likewise,  in  congenital  adrenal 
hyperplasia,  capsular  thickening,  fibrosis, 
follicle  maturation,  theca  luteinization  and 
hilus  cell  proliferation  have  been  described 
in  the  ovaries  of  children.®  Similar  ovarian 
changes  have  been  noted  also  in  adults  with 
the  adrenogenital  syndrome.  This  associa- 
tion with  androgenic  adrenal  hyperfunction^® 
has  been  cited  frequently  and  is  in  contrast 
with  Cushing’s  syndrome,  in  which  the 
changes  consist  of  capsular  fibrosis  without 
development  of  the  typically  enlarged,  poly- 
cystic ovary.  These  women  will  sometimes 
respond  to  the  administration  of  corticoster- 
oids,which  influence  not  only  ACTH  pro- 
duction but  also  the  secretion  of  gonadotro- 
pins. It  should  be  noted,  however,  that  the 
corticosteroid  suppression  test  has  been  of 
little  value  in  predicting  the  results  of  oper- 
ation in  the  Stein-Leventhal  syndrome. 

Etiologic  Considerations 

A considerable  body  of  evidence  suggests 
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that  abnormal  adrenal  function  at  times  may 
be  associated  with  or,  perhaps,  is  casually 
related  to  polycystic  ovaries.  The  control 
17-ketosteroid  excretion  is  only  slightly 
higher  in  Stein-Leventhal  cases  than  in  the 
normal  patient;  but,  after  ACTH  stimula- 
tion, the  excretion  of  this  hormone  rises  con- 
siderably, often  to  a level  twice  that  observed 
in  the  control  group.  Likewise,  the  beta 
compound,  dehydroisoandrosterone,  presum- 
ably of  adrenal  origin,  may  be  elevated  or 
it  may  rise  in  response  to  ACTH  similar 
to  that  noted  in  Cushing’s  syndrome  and  in 
the  adrenogenital  disorder.  This  finding  is 
(Strongly  indicative  of  an  adrenal  defect 
not  present  in  the  normal  individual.  A par- 
tial enzyme  block  in  the  biosynthesis  of  17- 
OH-corticosteroids  would  result  in  an  in- 
creased secretion  of  ACTH  that  stimulates 
the  adrenals  to  secrete  an  excess  of  andro- 
gens. These  may  stimulate  the  anterior 
pituitary  to  secrete  excessive  amounts  of  the 
luteinizing  hormone  and/or,  by  altering  the 
metabolism  of  the  cortical  layer,  produce  a 
hyperthecosis.  The  absence  of  the  pre- 
ovulatory stage  of  follicular  development  is 
supportive  evidence  for  some  qualitative  or 
quantitative  abnormality  in  the  secretion  of 
the  anterior  pituitary  or  in  the  end  organ 
responsiveness. 

An  increased  androgen  production  by  the 
polycystic  ovary  has  been  demonstrated  as 
an  outgrowth  of  disturbed  steroidogenesis 
in  that  organ.  A change  of  the  normal  path- 
way of  progesterone  metabolism,  resulting 
in  increased  testosterone  formation,  may  be 
present  in  some  patients  with  polycystic 
ovaries. According  to  Allen  and  Woolf,i* 
these  patients  may  have  persistence  of  cer- 
tain cells  in  the  medulla  (the  remnants  of 
the  testicular  portion  of  the  indifferent 
gonad)  that  are  capable  of  a high  production 
of  androgens  (possibly  testosterone).  When 
the  medullary  portion  of  the  ovaries  was 
removed  in  several  patients,  without  disturb- 
ing the  cortex,  prompt  appearance  of  normal 
menses  resulted.  Thus,  it  appears  unlikely 
that  hormones  produced  by  the  thickened 
tunica  or  the  tunica  itself  are  solely  respon- 
sible for  the  disturbed  menses  associated 
with  polycystic  ovaries.  Moreover,  it  should 
be  noted  that  when  Scotti^  painted  rhesus 
ovaries  with  collodion,  he  found  that  the  re- 
sulting extensive  fibrosis  of  the  capsule  did 
not  interfere  with  luteinization. 

The  fact  that  normal  menstruation  and 
fertility  depend  on  the  interactions  that 


exist  between  the  pituitary-adrenal  and  the 
pituitary-gonadal  axes  suggests  that  alter- 
ations in  these  organ  systems,  perhaps  gen- 
etic enzyme  defects,  may  constitute  the  pri- 
mary etiologic  factor  in  this  syndrome.  It 
is  likewise  significant  that  it  is  not  unusual 
to  find  slight  elevations  in  17-ketosteroid 
excretion  among  women  with  polycystic 
ovaries  who  have  failed  to  respond  to  wedge 
resection.  We  have  subjected  some  of  these 
surgical  failures  to  cortisone  therapy  with 
gratifying  results.  A favorable  response 
may  be  achieved  with  small  doses  (12-  15 
mg.)  of  prednisone  administered  twice 
daily,  this  being  the  dose  generally  required 
to  bring  the  17-ketosteroid  excretion  down 
to  levels  of  about  10  mg.  per  24  hours.  In 
the  occasional  patient  who  is  excreting  ex- 
cessive amounts  of  gonadotropin,  it  may  be 
advisable  to  arrest  ovarian  activity  tempor- 
arily by  administering  estrogens.  The  urin- 
ary gonadotropins  will  usually  be  reduced 
remarkably  within  one  week.  Likewise, 
when  thyroid  function  is  low,  thyroid  medi- 
cation should  precede  any  other  form  of 
therapy. 

Clinical  Attitude  Toward  This  Syndrome 

It  is  outside  the  scope  of  this  discussion 
to  elaborate  further  upon  the  other  possible 
etiological  factors  in  polycystic-ovary  dis- 
ease; but  the  foregoing  remarks  should  suf- 
fice to  support  the  contention  that  the  vari- 
ability of  the  clinical  and  laboratory  fea- 
tures do  not  support  the  hypothesis  of  a 
clearly  associated  syndrome.  At  best,  these 
cases  are  a heterogenous  group  of  patients, 
many  of  whom  require  extensive  study  be- 
fore a definitive  treatment  is  selected. 
There  should  be  no  sense  of  urgency  in  in- 
stituting surgical  therapy  in  suspected 
cases,  and  operation  should  not  be  contem 
plated  prior  to  a thorough  and  adequate 
workup.  This  syndrome  should  not  become 
a diagnostic  “wastepaper  basket,”  encourag- 
ing the  prompt  use  of  promiscuous  and  ill- 
advised  operation  in  cases  of  disturbed  re- 
productive tract  function  of  whatever  type. 
The  wide  range  of  reported  results  of  wedge 
resection  of  the  ovaries  emphasizes  this 
point.  On  the  other  hand,  after  careful  se- 
lection of  cases,  it  is  gratifying  to  be  able 
to  anticipate  regular  ovulatory  menses  in 
about  85-90  per  cent  of  cases  following 
wedge  resection,  and  nearly  two-thirds  of 
the  married  patients  become  pregnant.  Pre- 
sumably, this  procedure  causes  an  immediate 
reduction  in  the  estrogen  level  with  an  ac- 
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companying  increase  in  gonadotropin  pro- 
duction, which  permits  the  physiological 
dominance  of  a single  ovarian  follicle  and 
restoration  of  normal  pituitary-gonadal  re- 
lationships. 

Surgical  Treatment 

The  procedure  should  aim  to  have  the  apex 
of  the  wedgelike  excision  at  the  hilus  and 
to  remove  sufficient  tissue  to  reduce  the 
total  ovarian  masses  to  about  normal  size. 
Through  the  incision,  the  numerous  follicle 
cysts,  mainly  cortical,  are  punctured,  and 
the  ovary  becomes  a soft,  decompressed  or- 
gan. It  has  not  been  our  policy  to  perform 
ancillaiy  minor  abdominal  procedures  at 
this  time;  this  minimizes  the  risk  of  infec- 
tion and  adhesions.  A careful  t\vo-layer 
closure  of  the  ovaries  is  needed  to  minimize 
the  risk  of  hematoma-formation. 

When  polycystic  ovaries  are  noted  in  sin- 
gle, adolescent  girls,  definitive  treatment 
may  be  deferred  until  the  time  of  marriage 
except,  occasionally,  when  there  are  serious 
psychological  disturbances  arising  from  the 
amenorrhea  or  when  hirsutism  is  progres- 
sive and  becomes  a prominent  feature  of  the 
clinical  picture.  Wedge  resection  of  the 
ovaries  has  not  been  successful  in  curing  the 
hii-sutism,  probably  because  small  amounts 
of  the  hirsutism-producing  hormone  are  se- 
creted by  the  remaining  ovarian  tissue  or 
the  intact  adrenal  glands,  or  both.  It  should 
be  pointed  out,  however,  that  objective  signs 
of  overt  masculinization,  characterized  pri- 
marily by  hirsutism  and  clitoromegaly,  ap- 
peared in  only  about  one-third  of  our  cases. 
For  the  remainder,  definitive  treatment  may 
be  deferred  in  the  adolescent  until  there  is 
documented  evidence  that  progi'essive  de- 
terioration occurs  with  the  passage  of  time. 
To  date,  there  is  no  anterospective  study 
which  indicates  unequivocally  that  an  “in- 
complete” clinical  picture  develops  further 
when  wedge  resection  is  postponed  for  a 
reasonable  period  of  time.  Nevertheless,  it 
would  appear  that  once  the  polycystic  con- 
dition is  well  - established,  there  is  little 
likelihood  of  spontaneous  reversal,  although, 
occasionally,  ovulatory  cycles  do  intervene 
and,  in  rare  instances,  pregnancies  do  occur. 


Summary' 

In  conclusion,  it  seems  best  to  discard 
the  concept  of  a clear-cut  syndrome  and  to 
refer  merely  to  polycystic  ovary  s>mdrome, 
because  the  gi'oup  is  heterogenous.  A broad- 
ly-based clinical  investigation  is  required  in 
each  case  to  establish  the  proper  diagnosis. 
It  is  hoped  that  the  principles  of  workup 
and  management  outlined  in  this  cursory 
suiwey  of  the  subject  will  be  of  value  when 
you  are  next  confronted  with  this  clinical 
problem. 
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“.  . . The  Christian  physician’s  chief  means  of  glorify’ing  God 
is  through  the  advancement  of  medical  science  and  art.  The 
business  of  the  Christian  phy’sician  is  to  be  the  best  doctor  it  is 
possible  for  him  to  be.”  (The  Relation  of  Christian  Faith  to 
Health,  p.  52). 
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WHEN  SHOULD  A PATIENT  BE  SUBMITTED  TO 

Cardiac  Catheterization?* 


The  discussion  of  problems  of 
cardiac  catheterization  with 
people  who  are  not  familiar 
with  the  method  may  lead  to  some  com- 
plicated situations.  However,  I will  try  to 
make  this  presentation  as  simple  as  pos- 
sible. 

First  of  all,  in  which  patients  do  we  do 
catheterization  and  why? 

As  you  can  see  from  table  1,  the  first 
group  is  that  with  congenital  heart  disease. 
This  group  was  the  first  in  which  cardiac 
catheterization  was  employed,  back  in  1945 
and  1946. 

The  second  is  the  group  afflicted  with 
rheumatic  valvular  disease.  Here  catheteriz- 
ation was  first  used  in  the  latter  part  of  the 
forties,  but  was  developed  nearly  ten  years 
later,  with  the  advent  of  left  heart  catheter- 
ization. 

Then  there  is  a third  group  of  patients 
with  a possible  chronic  cor  pulmonale,  in 
which  right  heart  catheterization  is  used. 
We  shall  see,  later  on,  the  purposes  of  the 
procedure. 


TABLE  1 

CATHETERIZATION  IS  INDICATED  IN 
THE  FOLLOWING  GROUPS 
OF  PATIENTS 

1.  Congenital  heart  diseases. 

2.  Rheumatic  valvular  diseases. 

3.  Chronic  cor  pulmonale. 

4.  Unexplained  fonns  of  heart  failure. 

5.  For  determination  of  cardiac  output  in 
conditions  with  increased  rapidity  of  cir- 
culation. 

6.  For  special  research  studies. 


The  fourth  includes  patients  who  have 
unexplained  cause  of  heart  failure,  where 
we  actually  do  not  know  how  much  is  due 
to  obstruction  by  valvular  defects,  how  much 
to  a myocardial  factor,  and  how  much,  pos- 
sibly, to  constriction  by  a connective  tissue. 

There  is,  further,  the  fifth  group,  where 
we  determine  cardiac  output  in  conditions 
ivith  increased  rapidity  of  circulation.  This 
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applies  to  some  of  the  shunts,  to  cases  of 
pregnancy  where  we  suspect  heart  failure,  to 
cases  of  anemia,  and  to  hyperthyroidism. 

We  also  have  a miscellaneous  group,  where 
special  research  studies  are  indicated. 

Types  of  Catheterization 

Table  2 shows  various  types  of  catheteri- 
zation which  can  be  used.  Right  heart  cath- 
eterization is  the  oldest;  as  you  can  see,  a 
catheter  is  introduced  in  one  of  the  veins 
of  the  arm,  or,  in  the  infant,  usually  into  a 
femoral  vein. 


TABLE  2 

VARIOUS  TYPES  OF  CATHETERIZATION 

1.  Right  heart  catheterization  (venous 
catheterization). 

2.  Left  heart  catheterization  (transbronchial, 
transthoracic,  retrograde  arterial,  ti’ans- 
septal,  direct,  suprasternal). 

3.  Aortic  (arterial,  retrograde). 

4.  Combined  right,  left,  and  aortic. 

5.  Combined  catheterization  and  selective  an- 
giocardiography. 


Left  heart  catheterization  was  developed 
in  the  early  fifties  and  may  be  done  with 
various  techniques.  The  first  was  the  trans- 
bronchial ; the  second,  the  transthoracic. 
This  we  have  been  using  for  a number  of 
years  in  our  department.  With  this  method, 
the  patient  is  placed  in  a prone  position, 
and  a needle  is  introduced  through  the  pos- 
terior thoracic  wall  into  the  left  atrium.  A 
thin  catheter  is  then  passed  through  the 
needle  into  the  left  atrium,  then  the  left  ven- 
tricle, and  finally,  into  the  aorta. 

Then,  there  is  the  method  of  retrograde 
arterial  catheterization.  This  is  done  by 

•Presented  before  the  Annual  Sessions  of  the  Nebraska 
State  Medical  Association,  May,  1962. 
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introducing  the  catheter  into  the  brachial  or 
the  femoral  artery.  The  catheter  is  then 
pushed  in  a retrograde  fashion  through  the 
aortic  valve  during  systole. 

In  most  cases  it  is  possible  to  go  into 
the  left  ventricle,  even  though  there  are 
some  hazards  in  the  procedure.  On  the 
other  hand,  if  catheterization  is  easy  when 
there  is  aortic  insufficiency,  aortic  stenosis 
may  make  it  difficult. 

The  suprasternal  method  is  now  used 
only  by  a few  groups.  We  have  never 
used  it,  but,  even  though  it  seems  hazardous 
at  first  glance,  apparently,  in  the  hands  of 
skilled  workers  it  did  not  cause  important 
complications. 

We  then  have  the  technique  of  direct 
puncture  of  the  left  ventricle. 

Then  the  latest  and  very  promising  meth- 
od is  the  trans-septal.  The  catheter  is 
passed  into  a vein  at  the  groin,  going  to 
the  right  atrium.  This  special  catheter  has 
a sharp  needle  within  it.  The  tip  of  the 
catheter  is  placed  in  contact  with  the  mem- 
branous part  of  the  septum,  after  which 
the  needle  is  pushed  through  the  septal  wall 
into  the  left  atrium.  The  needle  is  then  ex- 
tracted and  the  catheter  is  advanced  through 
the  mitral  valve  into  the  left  ventricle. 

We  have  been  using  this  procedure  with 
very  good  results,  and  there  have  been  prac- 
tically no  disadvantageous  results  to  the  pa- 
tients. 

Finally,  there  is  the  combined  right,  left, 
and  aortic  catheterization,  of  which  I am 
going  to  say  more  later. 

Now,  let  us  review  the  data  that  we  can 
derive  from  catheterization  (table  3). 

Data  Supplied  by  Catheterization 

First  of  all  there  is  measurement  of  pres- 
sure levels.  This  is  important,  first,  in  or- 
der to  determine  whether  there  is  an  ob- 
struction, and  then  because  the  pressure  pat- 
tern may  give  a clue  to  the  existence  of  re- 
gurgitation; in  particular  the  pressure  pat- 
tern in  the  left  atrium  is  often  significant 
as  evidence  of  mitral  regurgitation.  Of  im- 
portance is  the  finding  of  a pressure  gradi- 
ent between  two  adjoining  chambers.  This 
gradient  can  be  ascertained  by  a pull-back 
maneuver:  the  tip  of  the  catheter  is  first 
in  the  left  ventricle,  where  pressure  is  re- 
corded, and  then  the  catheter  is  pulled  back 


TABLE  3 

DATA  SUPPLIED  BY  CATHETERIZATION 

1.  Pressure  levels  and  pressure  patterns. 

2.  Pressure  gradients  (pullback  or  simultane- 
ous catheterizations). 

3.  Determination  of  oxygen  content. 

4.  Changes  of  pressure  or  oxygen  induced 
by  exercise. 

5.  Measurement  of  cardiac  output. 

6.  Intracardiac  electrocardiograms  or  phono- 
cardiograms. 

7.  Selective  injection  of  radio-opaque  ma- 
terials (selective  angiocai-diography). 


into  the  left  atrium,  where  again  pressure  is 
recorded. 

However,  simultaneous  catheterization  is 
preferable.  Here,  one  catheter  is  in  the  left 
ventricle  and  the  other  in  the  left  atrium, 
and  two  simultaneous  pressure  tracings  are 
recorded.  The  same  is  done  across  the  aor- 
tic, pulmonic,  and  tricuspid  valves,  as  occa- 
sion demands. 

We  next  come  to  determination  of  oxygen 
content.  This  is  very  important  for  the  de- 
tection of  a left-to-right  shunt,  and  then  it 
is  done  in  the  right  heart.  If,  on  the  other 
hand,  a right-to-left  shunt  is  suspected,  de- 
termination should  be  done  in  the  left  heart. 
Also,  determination  of  oxj^gen  content  can 
be  made  simultaneously  on  both  the  venous 
and  arterial  sides.  This  is  essential  for 
measurement  of  cardiac  output. 

This  determination,  cardiac  output,  is 
very  important  because  the  evaluation  of 
the  area  of  a certain  valve  cannot  be  made 
unless  we  know  the  output.  Even  the  pres- 
sure gradient  (the  difference  in  pressure 
between  one  chamber  and  another)  in  a case 
of  stenosis  may  have  little  significance  un- 
less one  knows  the  cardiac  output.  More- 
over, output  is  severely  reduced  in  heart 
failure. 

Intracardiac  electrocardiograms  have  been 
also  studied  for  special  purposes,  especially 
in  connection  with  lesions  of  the  tricuspid 
valve ; in  such  cases  the  pattern  may  be  of  a 
right  ventricular  type,  while  the  catheter 
is  in  the  right  atrium,  due  to  congenital 
displacement  of  one  of  the  leaflets  of  the 
tricuspid  valve  (Ebstein’s  syndrome). 

The  intracardiac  phonocardiogram  has 
been  also  extensively  studied  in  our  labora- 
tory. It  is  useful  in  cases  where  there  are 
loud  murmurs  with  little  changes  of  pres- 
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sure;  then  we  can  identify  exactly  the  site 
of  origin  and  production  of  the  muiTnur. 

Finally,  there  is  the  selective  injection  of 
radio  - opaque  mateHals  (angiocardiogra- 
phy), which  is  particularly  rewarding  in  un- 
usual cases.  For  example,  we  had  a boy 
in  whom  there  was  a loud  systolic  mur- 
mur similar  to  that  of  aortic  stenosis.  We 
found  normal  pressures  throughout,  and 
were  tempted  to  say:  “Well,  this  is  one  of 
the  usual  functional  murmurs.”  However, 
when  we  injected  radio-opaque  material  into 
the  left  ventricle,  we  found  that  there  was 
some  kind  of  obstruction  at  the  middle  of 
the  ventricle,  apparently  due  to  a perforated 
membrane.  This  did  not  cause  changes  in 
pressure  but  was  sufficient  to  cause  a loud 
murmur.  This  might  be  an  indication  for 
surgical  intervention. 

What  are  the  normal  pressures  in  the 
cardiovascular  system?  In  the  right  atrium 
there  is  a very  low  pressure.  The  right 
ventricle  usually  has  a systolic  pressure  be- 
low 30  mm.  Hg.  The  pulmonary  artery  has 
approximately  the  same  systolic  pressure  as 
the  right  ventricle.  The  left  atrium  has  a 
low  pressure  but  slightly  higher  than  the 
right  atrium.  The  left  ventricle  has  a sys- 
tolic pressure  similar  to  that  of  arterial  sys- 
tem, and  this  is  also  true  of  the  aorta. 

An  intracardiac  electrocardiogram  is 
characterized  by  large  P waves  found  in 
the  right  atrium,  and  an  rS  pattern  found 
in  the  right  ventricle. 

Catheterization  in  Congenital 
Heart  Disease 

In  congenital  heart  disease  (table  4), 
catheterization  should  be  able  to  detect  sim- 
ple shunts;  a tricuspid,  pulmonic,  or  aortic 
stenosis;  or  a complex  malformation. 

In  cases  with  aortic  stenosis,  we  need  left 
heart  and  aortic  catheterization;  both  will 
reveal  typical  patterns  and  a typical  gradi- 
ent of  pressure. 

In  complex  congenital  malformations, 
combined  right  and  left  catheterizations  are 
performed  in  order  to  find  in  which  cham- 
bers the  pressures  are  altered.  Complex 
malformations  may  present  several  alternate 
combinations  of  lesions.  In  these  cases, 
cardiac  output  is  determined  both  for  the 
right  and  left  heart,  and  the  flow  through 
the  shunt  is  established  by  means  of  special 
formulas. 


TABLE  4 

CATHETERIZATION  IN  CONGENITAL 
HEART  DISEASE 

1.  Simple  shunts  oi-  pulmonary  stenosis  (right 
heart  catheterization;  intracardiac  phono- 
cai’diography). 

2.  Aortic  stenosis  or  coarctation  (left  heart 
and  aortic  catheterization;  exercise  tests; 
intracardiac  phonocardiography). 

3.  Complex  congenital  malformations  (right 
and  left  heart  catheterization  plus  selec- 
tive  angiocardiography;  pharmacological 
tests;  intracardiac  electrocardiography). 

Cardiac  outputs  are  determined  for  right 
and  left  heart,  as  well  as  flow  through  the 
shunt. 

Pulmonai*y  arterial  pressure  is  measured;  if 
high,  oxygen  and  pharmacological  tests  may  be 
performed. 


When  pulmonary  wedge  pressure  is  ele- 
vated, several  tests  can  be  made  in  order 
to  find  out  whether  the  increase  is  due  to 
left  heart  failure  or  to  mitral  valve  defect, 
and  whether  there  is  an  additional  element, 
that  is  arteriolar  constriction  of  the  pul- 
monary vessels.  Oxygen  inhalation  may  re- 
veal a functional  element  by  reducing  pres- 
sure in  the  pulmonary  artery.  Then  we  can 
surmise  that  mitral  surgery  will  be  followed 
by  great  improvement. 

In  many  cases  of  mitral  stenosis  we  find 
that  right  ventricular  and  pulmonary  ar- 
terial pressures  are  extremely  high,  more  so 
than  can  be  accounted  for  by  the  valvular 
obstruction ; this  is  sometimes  due  to  arteri- 
osclerosis of  the  pulmonary  vessels  and 
sometimes  to  vasoconstriction.  This  is  why 
it  is  necessary  to  know  how  much  we  can 
expect  from  mitral  sui’gery. 

Catheterization  in  Acquired 
Valvular  Disease 

In  studying  valvular  disease,  the  best 
method  is  to  use  triple  catheterization : one 
catheter  is  placed  in  the  pulmonary  artery; 
one,  through  the  trans-septal  route,  into  the 
left  atrium  and  left  ventricle;  and  one  is 
advanced  in  a retrograde  way  into  the  as- 
cending aorta.  Then,  three  simultaneous 
tracings  plus  the  results  of  the  pull-back 
maneuver  from  the  left  ventricle  to  the  left 
atrium  will  give  all  the  data  of  pressure 
that  are  needed. 

In  many  of  these  cases  we  need  to  per- 
form exercise  tests.  For  example,  a mitral 
patient  may  have  a slow  ventricular  rate 
and  a small  gradient  of  pressure  across  the 
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TABLE  5 

CATHETERIZATION  IN  ACQUIRED 
VALVULAR  DISEASES 

Simulaneous  triple  cathetei’ization  is  indicat- 
ed (right  heart,  left  heart,  aorta). 

Exercise  tests  are  often  necessary. 

Cardiac  output  is  measured. 

Dye  dilution  curves  can  be  obtained. 

Selective  angicardiography  or  cine  - angio- 
cardiography is  useful  in  some  cases  (evalua- 
tion of  mitral  or  aortic  insufficiency). 

In  certain  cases,  intracardiac  phonocardiog- 
raphy permits  to  localize  the  site  of  origin  of 
a muiTnur. 

Pharmacological  tests  (oxygen,  acetylcholine, 
norepinephrine,  amyl  nitrite,  isoproterenol). 


mitral  valve  while,  under  exertion,  with  an 
increase  in  flow  and  in  rate,  the  gradient 
may  become  two  or  three  times  what  it 
was.  The  systemic  arterial  pressure  may 
drop  while  the  pulmonary  arterial  pressure 
may  rise  considerably.  This  is  why  exer- 
tion tests  are  needed.  After  all,  patients  at 
home  always  indulge  in  some  degree  of 
physical  exertion. 

What  happens  in  a case  of  severe  mitral 
stenosis  and  insufficiency  with  already  ex- 
isting arteriosclerosis  of  the  pulmonary  ves- 
sels? The  end-diastolic  pressure  in  the  left 
atrium  will  be  higher  than  the  end-diastolic 
pressure  in  the  left  ventricle  — there  is  a 
gradient  of  pressure.  The  pressure  in  the 
left  atrium  may  reach  even  a level  of  40 
mm.  of  Hg  but  the  level  of  pressure  in  the 
pulmonary  artery  is  over  100  mm.  Hg.  This 
tremendous  difference  is  due  to  a second  ob- 
struction at  the  level  of  the  small  arterial 
vessels  of  the  lungs. 

The  following  is  the  typical  pattern  of 
aortic  stenosis.  The  pressure  in  the  aorta 
is  normal  while  the  pressure  in  the  left 
ventricle  is  extremely  high.  There  is  a 
gradient  across  the  valve,  which  is  propor- 
tional to  the  degree  of  obstruction,  provid- 
ing cardiac  output  is  normal.  Therefore,  it 
is  imperative  to  detennine  cardiac  output 
because  we  may  find,  for  example,  a pres- 
sure of  140  mg.  Hg  in  the  ventricle  and  120 
in  the  aorta,  while  cardiac  output  is  de- 
creased by  50  or  60  per  cent.  Then  we  would 
know  that  there  is  a severe  obstruction,  even 
though  the  gradient  is  small. 

The  intracardiac  phonocardiogram  of  a 
patient  with  aortic  stenosis  and  mitral  ste- 
nosis shows  a large  diastolic  rumble  and  a 
mitral  opening  snap  recorded  in  the  left 


ventricle.  A diamond-shaped  systolic  mur- 
mur and  a tiny  diastolic  murmur  were  re- 
corded in  the  aorta  in  the  case  of  which  I 
am  speaking.  These  illustrations  are  suffi- 
cient to  show  the  possible  diagnostic  help  or 
confirmation  that  may  be  obtained  in  this 
way. 

Catheterization  in  Cor  Pulmonale 
In  cor  pulmonale,  catheterization  supplies 
important  data.  Here  there  is  a tremendous 
rise  of  pressure  in  the  main  pulmonary  ar- 
tery. This  is  due  to  narrowing  and  destruc- 
tion of  some  of  the  small  vessels  of  the 
lungs  leading  to  obstruction  and  then  hyper- 


TABLE  6 

CATHETERIZATION  IN  COR  PULMONALE 

Right  heart  catheterization  (RA,  RV,  PA, 
stems,  wedge). 

Exercise  test. 

Oxygen  test. 

Pharmacological  tests  (acetylcholine,  nor- 
epinephrine, amyl  nitrite,  isoproterenol). 


tension.  The  diastolic  pressure  in  the  right 
ventricle  is  normal  because  there  is  no  right 
ventricular  failure.  It  follows,  therefore, 
that  the  pressure  in  the  right  atrium  is  also 
normal. 

As  an  example,  let  us  consider  the  pres- 
sure patterns  in  a case  with  combined  right 
and  left  ventricular  failure:  The  left  ven- 
tricular diastolic  pressure,  instead  of  be- 
ing 5 to  10  mm.  of  Hg,  is  about  15  to  20 
mm.  of  Hg.  In  the  left  atrium  there  is  a 
pressure  of  20  to  30  mm.  due  to  relative 
mitral  regurgitation,  increasing  the  effects 
of  failure.  The  same  rise  is  found  in  the 
wedge  pressure,  and  there  is  a secondary 
pulmonary  and  right  ventricular  hyperten- 
sion. In  addition,  the  right  ventricular  di- 
astolic pressure  is  elevated  due  to  right  heart 
failure,  and  there  is  a pattern  of  tricuspid 
insufficiency  due  to  dilatation  of  the  right 
ventricle.  Thus,  pressure  rises  in  the  right 
atrium  and  in  the  venous  system. 

Catheterization  in  Unexplained 
Heart  Failure 

Catheterization  is  often  performed  in  or- 
der to  clarify  the  cause  of  unexplained 
heart  failure.  If  we  can  prove  that  the 
muscle  fibers  of  the  heart  are  functioning 
poorly,  digitalis  is  indicated.  It  will  be  ex- 
tremely useful  if  we  can  exclude  engorge- 
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merit  of  one  chamber,  caused  by  valvular 
narrowing  or  by  constriction  (constrictive 
pericarditis). 

TABLE  7 

UNEXPLAINED  HEART  FAILURE 

Simultaneous  triple  catheterization  (right, 
left,  aortic). 

Measurement  of  diastolic  pressure  in  each 
ventricle. 

Measurement  of  pressure  gradients  across 
valves. 

Determination  of  cardiac  output. 

Exercise  test. 


We  have  gone  through  some  of  these  fac- 
tors very  rapidly,  in  fact,  too  rapidly  to 
properly  illustrate  all  the  various  possibili- 
ties and  the  various  procedures  that  we  use. 

Should  one  ask  me  how  often  and  in  what 
cases  one  should  require  catheterization,  the 
answer  would  be  that  this,  unfortunately, 
varies  according  to  the  physician  and  ac- 
cording to  the  need  he  has  for  accurate  diag- 
nosis. In  many  cases,  he  may  be  satisfied 
with  a 75  per  cent  accuracy.  Catheteriza- 
tion would  supply  at  least  20  per  cent  fur- 
ther accuracy.  Of  course,  one  cannot  apply 
this  figure,  75  per  cent,  to  every  patient. 
In  one  individual  case,  one  may  miss  alto- 
gether the  diagnosis  while,  in  another,  the 
clinical  diagnosis  may  be  correct.  The  term 
clinical  should  include  electrocardiograms 
and  X rays.  In  other  words,  one  may  be  ac- 
curate in  his  diagnosis  in  three-quarters  of 
his  cases.  If  your  patient  is  in  the  remain- 
ing one-quarter,  then  you  are  wrong  by  100 
per  cent  and  you  can  miss  altogether  the 
chance  of  successfully  treating  him. 

I know  that  there  is  a marked  resistance 
to  catheterization  in  cases  other  than  con- 
genital. Whenever  a cardiac  patient  does 
not  respond  promptly  to  therapy,  I think 
that  catheterization  should  be  considered. 
Unfortunately,  there  are  some  cases  brought 
to  us  for  catheterization  too  late.  There 
may  be  irreversible  heart  failure,  and  the 
patient’s  disease  is  so  far  advanced  that 
we  can  not  advise  even  to  proceed  to  cathe- 
terization. 


Obviously,  one  of  the  main  indications  for 
catheterization  is  as  a preliminary  to  sur- 
gery. We  do  not  believe  in  the  program  of 
certain  surgeons:  “Bring  the  patient  in. 
We  shall  open  the  heart,  look,  and  shall  tell 
you  the  diagnosis  later.”  We  prefer  to  make 
the  diagnosis  first  and  then  decide  what 
should  be  done.  However,  if  the  patient  is 
brought  in  too  late  for  catheterization,  then, 
even  though  the  diagnosis  is  made  through 
the  procedure,  the  patient  cannot  be  oper- 
ated on  or  may  not  derive  a full  benefit  or 
may  represent  a greater  risk.  Therefore, 
whenever  possible,  we  prefer  to  perform 
catheterization  at  an  early  stage. 

We  have  catheterized  patients  since  1951. 
We  have  never  had  a fatality  and,  in  450 
cases,  only  had  three  or  four  minor  compli- 
cations. Therefore,  we  feel  safe  in  recom- 
mending the  procedure  whenever  it  is  in- 
dicated. 


Questions  and  Answers 

Q.  Is  there  any  progress  being  made  in 
surgical  treatment  of  Eisenmenger’s  syn- 
drome? 

Doctor  Luisada : Not  very  much.  This 
is  one  of  the  worst  syndromes  from  a sur- 
gical point  of  view.  Wrapping  the  pulmon- 
ary artery  in  cellophane  or  tying  a loop 
around  the  root  of  the  pulmonary  artery  in 
order  to  prevent  too  much  distention,  have 
been  tried.  However,  these  are  palliative 
measures.  There  is,  however,  one  thing 
that  can  be  done.  I believe  that  now,  in 
some  specialized  centers,  a complete  repair 
of  the  interventricular  septum  is  carried 
out,  and  a normal  flow  is  established.  This 
should  be  done  early.  In  a more  advanced 
stage  of  the  disease,  there  is  an  irreversible 
lesion  of  the  pulmonary  vessels,  and  then 
surgery  would  not  be  successful. 

Q.  How  early  should  operation  be  per- 
formed ? 

Doctor  Luisada : I cannot  say,  because  it 
varies  from  case  to  case.  In  general,  oper- 
ation should  be  performed  before  the  estab- 
lishment of  frank  diagnosis. 


Cooley’s  Anemia:  A synonym  for  Mediterranean  anemia,  a fa- 

milial form  of  erythroblastic  anemia,  described  by  Thomas  B.  Cooley, 
who  died  in  1945. 
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Bowel  Cancer 

and  fhe 

Sigmoidoscope 

The  conscientious  physician,  do- 
ing complete  physical  examina- 
tions, will  place  the  sigmoido- 
scope along  side  the  stethoscope  and  oph- 
thalmoscope as  an  indispensable  diagnostic 
instrument.  The  electric-lighted  sigmoido- 
scope has  been  in  existence  for  over  50 
years,  1 but  many  physicians  are  reluctant 
to  use  this  instrument.  Every  practitioner 
can,  with  a little  effort,  become  proficient 
in  its  use.  Sigmoidoscopy  is  highly  reward- 
ing in  that  70  per  cent  of  malignant  and  in- 
flammatory disease  of  the  large  bowel  can 
be  diagnosed  through  this  procedure. 

Bowel  cancer  includes  malignant  neo- 
plasms of  both  the  colon  and  rectum.  Car- 
cinoma of  the  colon  and  rectum  is  one  of 
the  most  frequently  occurring  malignant 
tumors ; in  males,  it  is  exceeded  only  by 
carcinoma  of  the  skin,  and  in  females,  only 
by  carcinoma  of  the  breast  and  uterus.^  To 
give  some  idea  of  what  this  means,  there 
are  over  36,000  deaths  annually  in  the  Unit- 
ed States  from  this  entity,  representing  15 
per  cent  of  the  total  malignant  neoplasms 
occurring  in  humans. ^ In  Nebraska,  for  the 
year  1961,  365  deaths,  or  one  for  each 
day  of  the  year,  were  from  carcinoma  of  the 
colon  or  rectum.® 

Until  some  new  type  of  therapy,  perhaps 
in  the  field  of  metabolism,  biochemistry,  or 
virology  is  developed,  surgical  operation  re- 
mains the  only  curative  treatment  for  bowel 
cancer.  While  surgical  therapy  may  be 
quite  strenuous,  these  tumors  are  compara- 
tively favorable  malignancies  to  treat  when 
diagnosed  early.  The  over-all  cure  rate  of 
colonic  carcinoma  exceeds  that  of  cancer  at 
any  other  site  in  the  alimentary  tract. 

Improved  techniques  and  increased  radi- 
calness have  increased  the  resectability.  In 
the  past  forty  years,  the  operative  mortal- 
ity rate  for  carcinoma  of  the  colon  and  rec- 
tum has  decreased  from  20  to  25  per  cent 
to  a figure  of  from  2 to  5 per  cent.®-®-® 
Though  these  statistics  are  impressive,  the 
five-year  survival  has  improved  very  little. 


GEORGE  E.  LARSON,  M.D. 
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For  example,  a 57  per  cent  survival  rate  was 
reported  from  the  Mayo  Clinic  in  patients 
with  cancer  of  the  right  colon  operated  on 
between  1907  and  1938.'^  The  results  report- 
ed on  right  colon  lesions  by  Bacon  for  the 
period  1940  to  1956  were  nearly  identical, 
57.1  per  cent  five  year  survivals.® 

A constant  observation  made  by  authors 
reporting  their  experience  with  carcinoma 
of  the  colon  is  that  the  earlier  these  lesions 
are  diagnosed,  the  more  favorable  the  out- 
look for  a cure.  As  an  example,  in  693 
patients  reported  from  the  University  of 
Minnesota  Hospitals,  1940  to  1955,  of  those 
with  Dukes’  “A”  lesions,  65  per  cent  had 
a five  year  survival;  Dukes’  “B”  cases,  42 
per  cent  had  a five  year  survival;  Dukes’ 
“C”  lesions,  15  per  cent  had  a five  year 
survival.® 

Dukes’  classification  as  described  in  Ga- 
briel’s text;!® 

“A”  cases  are  those  in  which  the  car- 
cinoma is  limited  to  the  wall  of  the  bowel, 
there  being  no  extension  into  the  extra- 
rectal  tissues,  and  no  metastases  in  the 
lymph  nodes. 

“B”  cases  are  those  in  which  the  carci- 
noma has  spread  by  direct  continuity  to  the 
extra-rectal  tissues,  but  has  not  yet  invaded 
the  regional  lymph  nodes. 

“C”  cases  are  those  in  which  metastases 
are  present  in  the  regional  lymph  nodes. 

Coder  had  a similar  experience  in  report- 
ing 352  cases  from  the  University  of  Michi- 
gan.® His  group  used  a modification  of  the 
Dukes’  classification.  Dukes’  “A”  lesions 
were  those  limited  to  mucosa;  Dukes’  “Bj” 
lesions  extending  into  the  muscularis  pro- 
pria, not  penetrating  it,  and  with  negative 
nodes;  Dukes’  “B2”  lesions  penetrating  the 
muscularis  propria,  with  negative  nodes; 
Dukes’  “Cj”  lesions  limited  to  the  wall  with 
positive  nodes,  and  Dukes’  “C.”  lesions 
through  all  layers  and  with  positive  nodes. 
Dukes’  “A”  patients  had  a 100  per  cent  five- 
year  survival ; “Bj,”  66.6  per  cent  five-year 
survivals;  “B.,”  53.9  per  cent  survivals; 
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“Cl,”  42.8  per  cent  five-year  survivals;  and 
“C2,”  22.4  per  cent  five-year  survivals. 

In  a series  of  418  patients  with  carcinoma 
of  the  colon  and  rectum,  observed  at  the 
Graduate  Hospital  of  the  University  of 
Pennsylvania,  94  per  cent  were  forty  years 
of  age  or  more.^^  In  a group  of  100  pa- 
tients reviewed  by  dePeyster,  only  three  per 
cent  were  below  the  age  of  forty.^^  While 
no  age  group  is  exempt  from  this  disease, 
the  majority  of  cases  occur  in  those  forty 
and  over. 

Conclusions 

Carcinoma  of  the  bowel  is  a favorable  le- 
sion when  it  is  treated  early.  It  must  be 
kept  in  mind  that  small  size  is  not  necessar- 
ily any  criterion  of  an  early  lesion.  It  is 
possible  for  a small  lesion  to  have  nodal 
metastasis.  The  mortality  from  these  malig- 
nant neoplasms  can  be  reduced  if  the  lesions 
are  found  before  they  are  symptomatic.  In 
keeping  with  this  thought,  sigmoidoscopy 
should  be  routine  in  all  patients  40  years  of 
age  and  older  who  report  to  their  physicians 
for  complete  physical  examinations.  The 
reason  for  stressing  the  age  group  40  and 
older  is  that  over  90  per  cent  of  colon-can- 
cers occur  in  those  patients. 

Doctor,  did  your  own  annual  physical  ex- 
amination include  sigmoidoscopy? 
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LAWS  CANNOT  CREATE  LIFESAVING  DRUGS 
While  government  regulation  can  prevent  distribution  of  medi- 
cines which  are  below  acceptable  standards,  no  amount  of  regulation 
can,  in  itself,  produce  a safe  and  effective  medicine.  Safety  and 
effectiveness  must  be  built  into  a drug  in  the  first  place  by  the  pain- 
staking, step-by-step  production  and  testing  processes  of  the  manu- 
facturer. As  members  of  this  Committee  know,  many  producers 
of  medicines  strive  for  standards  of  excellence  far  higher  than 
any  which  might  be  imposed  by  government.  Moreover,  government 
regulation  in  itself  can  never  create  lifesaving  drugs.  This,  too,  de- 
pends in  large  measure  upon  the  initiative  and  enterprise  of  in- 
dustry. — Eugene  B.  Beesley,  President,  Eli  Lilly  and  Company, 
and  Chairman  of  the  Board,  Pharmaceutical  Manufacturers  Asso- 
ciation, to  House  Interstate  and  Foreign  Commerce  Committee,  Au- 
gust 20,  1962. 
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Micro-Determination  of  SERUM  or  PLASMA 

Butanol-Extractable  Iodine 

A Modified  Extraction  Procedure 


Introduction 

The  butanol  - extractable  (hor- 
monal) iodine  procedure  is  a 
method  whereby  the  extraction 
of  thyroxine  or  thyroxine-like  compounds 
is  effected  from  plasma  or  serum  (acidified) 
by  n-butanol.  After  washing  the  extract 
with  strong  alkali  to  remove  inorganic 
iodine  and  mono-  and  diiodotyrosines,  the 
cleavage  of  the  iodine  atoms  from  the  thy- 
roxine molecule  is  accomplished  by  adding 
ceric  sulfate  in  acid  solution.  The  liberated 
iodide  is  then  recovered  from  the  butanol 
with  sodium  hydroxide.  Cerimetry  is  car- 
ried out  in  a conventional  manner. 

The  advantages  of  the  butanol-extractable 
iodine  (BEI)  over  the  protein-bound  iodine 
(PBI),  from  a clinical  point  of  view,  are 
many.  Primarily,  the  BEI  extracts  thy- 
roxine and  triiodothyronine,  but  the  non- 
calorigenic  iodoproteins  are  removed  as  is 
all  inorganic  iodine  such  as  Lugol’s  solu- 
tion and  the  countless  patent  preparations 
containing  iodine  available  to  the  public. 
As  far  as  has  been  determined,  the  only 
notable  exceptions  are  the  radiopaque  dyes 
containing  organic  iodine.  These  trouble- 
some compounds  can  only  be  obviated  by 
the  performance  of  the  basal  metabolic 
rate,  or  preferably,  the  measurement  of  the 
thyroxine-binding  by  serum,  utilizing  radio- 
active triiodothyronine. 

The  method  to  be  described  is  essentially 
that  of  Posnei’i  and  Mougey  and  Mason^ 
but  with  several  modifications.  An  excellent 
review  of  the  subject  of  BEI  has  been  pub- 
lished by  Man  and  Bondy.^ 

Apparatus 

1.  Burrell  Wrist-Action  Shaker  with 
clamps  for  sixteen  separatory  funnels. 

2.  Separatory  funnels,  Kimax,  sixty  ml., 
with  Teflon  stopcocks.  These  should 
be  of  a cylindrical  shape. 

3.  Teflon-lined  screw-capped  Kimax  or 
Pyrex  culture  tubes,  16x75  mm. 
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4.  Test  tube  rack  with  wide  piece  of 
sponge  rubber  to  hold  tubes  in  place 
during  extraction  of  the  thyroxine. 

5.  Centrifuge,  preferably  twelve  place 
or  greater. 

Reagents 

1.  n-butyl  alcohol. 

2.  Sulfuric  acid,  10  per  cent  volume  per 
volume,  and  0.35  N solutions. 

3.  Ceric  sulfate,  0.1  N in  5 N sulfuric 
acid. 

4.  Sodium  hydroxide,  4 N in  5 per  cent 
sodium  carbonate  (Blau’s  reagent). 

5.  Ceric  sulfate,  0.005  N,  prepared  by  a 
1 :20  dilution  of  reagent  No.  3 with 
0.35  N sulfuric  acid. 

6.  Sodium  hydroxide,  0.25  N. 

7.  HjAsOg,  0.3  N prepared  as  follows: 
14.84  grams  AS2O3  are  disolved  in 
500  ml.  water  and  28  ml.  of  concen- 
trated H2SO4  are  added.  The  mixture 
is  heated  in  a water  bath  and  shaken 
constantly.  After  dissolution  and 
cooling,  it  is  made  up  to  1000  ml.  with 
water. 

8.  Ceric  sulfate,  0.01  N,  prepared  by  a 
1 :10  dilution  of  reagent  No.  3 with 
10  per  cent  volume  per  volume  of  sul- 
furic acid. 

9.  Distilled  water,  iodine  free. 

10.  Sulfuric  acid,  25  ml.  of  reagent  No.  2 
made  to  1000  ml.  with  water. 
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Procedure 

1.  Into  16x75  mm.  teflon-lined  screw- 
capped  culture  tubes,  place: 

a.  Serum  or  plasma,  0.25  ml.,  from 
blood  with  added  oxalate,  heparin 
or  EDTA. 

b.  Ten  per  cent  sulfuric  acid,  0.4  ml. 

c.  n-butanol,  4.0  ml. 

2.  Cap  tightly  with  screw  caps,  place  in 
rack,  cover  with  sponge  rubber,  elastic 
or  other  suitable  material  and  shake 
vigorously  for  one  minute.  Allow  to 
settle  for  one  minute,  then  shake 
again  for  one  minute. 

3.  Centrifuge  for  ten  minutes  at  approx- 
imately 2650  RPM. 

4.  Run  standards  in  the  same  way  as 
unknowns  and  at  the  same  time : 

a.  Thyroxine  (free  acid),  100  mg. 
dissolved  in  about  750  ml.  0.02  N. 
sodium  hyroxide. 

b.  Make  to  1 liter  with  0.02  N so- 
dium hydroxide. 

c.  Dilute  0.08  ml.  to  100  ml.  with 

water : Concentration  equal  to 

0.08  gamma  thyroxine  per  ml. 
Twenty-five  hundredths  milliliter 
equivalent  to  13  gamma  iodine  per 
100  ml. 

d.  Run  four  standards : 0.25  ml. 

equivalent  to  13  gamma  per  cent; 
0.2  ml.  equivalent  to  10.4  gamma; 
0.1  ml.  equivalent  to  5.2  gamma 
per  cent  and  0.05  ml.  equivalent 
to  2.6  gamma  per  cent. 

e.  A blank  is  run  consisting  only  of 
the  10  per  cent  sulfuric  acid  and 
the  n-butanol. 

5.  After  centrifugation,  uncap  tubes  and 
invert  each  into  its  appropriate  fun- 
nel; permit  to  drain  for  5 minutes. 

6.  Add  4.0  ml.  reagent  No.  4 to  each 
funnel  after  removing  the  tubes. 

7.  Shake  at  full  amplitude  for  5 minutes. 

8.  Permit  phases  to  separate  for  10-15 
minutes. 

9.  Drain  off  most  of  lower  alkali-layer 
and  discard. 

10.  Repeat  two  more  times. 


11.  The  third  time,  allow  phase  separa- 
tion to  go  on  for  20  minutes,  then 
drain  off  all  of  the  lower  alkaline 
layer. 

12.  Add  2 ml.  water  to  each  funnel,  wait 
2 minutes,  then  drain  off  water  and 
discard. 

13.  Add  2 ml.  of  reagent  No.  5 to  each 
funnel,  replace  stoppers  and  shake  at 
full  amplitude  for  60  minutes. 

14.  Allow  phases  to  separate  (5-10  min- 
utes); drain  and  discard  lower 
(cerate)  layer. 

15.  Add  4 ml.  of  reagent  No.  10  to  each 
funnel;  shake  at  full  amplitude  for 
5 minutes;  allow  phases  to  separate 
(5-10  minutes)  and  drain  and  discard 
lower  layer. 

16.  Wash  funnel  stems  with  a stream  of 
water  from  a wash  bottle. 

17.  Add  3 ml.  of  reagent  No.  6 to  each 
funnel,  stopper  and  allow  to  shake  at 
full  amplitude  for  15  minutes;  allow 
phases  to  separate  for  20  minutes. 

18.  Add  1.5  ml.  of  reagent  No.  7 to  test 
tubes,  one  for  each  funnel. 

19.  Drain  lower  layer  from  funnels  into 
appropriate  test  tubes. 

20.  Place  test  tubes  into  37°  Centigrade 
water  bath  for  15  minutes  for  temper- 
ature equilibration.  At  the  same 
time  place  a tube  of  reagent  No.  8 into 
water  bath  so  that  the  cerate  also 
is  warmed  to  the  same  temperature 
as  the  tubes. 

21.  Add  0.5  ml.  of  reagent  No.  8 to  each 
tube  at  30  second  intervals. 

22.  Read  at  30  minutes  in  sequence  in  a 
19  mm.  Coleman  cuvette  at  400  milli- 
micra.  Read  in  percent  transmit- 
tance. 

23.  On  linear  graph  paper,  plot  per  cent 
transmittance  against  concentration 
of  standards  as  micrograms  of  iodine 
per  100  ml.  serum. 

24.  Unknowns  are  then  read  directly  from 
the  standard  curve. 

25.  It  will  be  found  advantageous  to  add 
a drop  of  n-butanol  to  each  ground 
glass  stopper  before  commencing  the 
analysis. 
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Residts 


(All  results  are  expressed  as  micrograms 
of  iodine  per  100  ml.  serum). 


Present 

Method 

Barker’s 

Method* 

Hycel 

Method** 

BMR  -- 

0.5 

0.9 

13.0 

17.0 

4.3 

4.9 

5.8 

6.1 

6.2 

6.2 

4.5 

5.2 

3.4 

6.2 

8.1 

9.4 

6.5 

9.4 

8.0 

9.4 

11.0 

16.5 

6.5 

12.2*** 

6.2 

6.4 

3.7 

5 2 

6.0 

6.1 

5.7 

5.8 

4.7 

5.0 

1.6 

3.8 

3.0 

4.6 

5.8 

11  3**** 

2.7 

2.7 

3.0 

rj 

2.37 

2.45 

1.3 

1.45 

2.4 

1.85 

5.1 

4.65 

4.0 

4.55 

1.7 

—27 

15.8 

-1-38 

*C.  R.  Jolliff,  B.S.,  Director  of  Clinical  Laboratory 
Section,  Lincoln  Clinic,  Lincoln,  Nebraska. 

**John  Ludden,  Clinical 
Lincoln,  Nebraska. 

Laboratory.  VA  Hospital. 

♦ ♦♦Patient  on  large  doses  of 
lower  cholesterol. 

d-thyroxine  in 

attempt  to 

'**Patient 

was  using  iodine 

solutions  on 

cuticles  of 

fingers. 

*****Tube  in  same  run  with  one  heavily  contaminated 
with  radiopaque  iodoproteins. 

Discussion 

The  micromethod  for  BE  I described  above 
has  proven  to  be  accurate  and  relatively 
trouble-free.  A series  of  triplicate  deter- 
minations revealed  a Standard  Deviation  of 
the  Mean  of  ± 0.19  micrograms  of  iodine 
per  100  ml.  serum.  This  figure  indicates 
a greater  degree  of  precision  for  this  meth- 
od than  for  the  method  of  Man,  Kydd  and 
Peters,^  which  requires  1 ml.  of  serum  and 
has  a Standard  Deviation  of  the  Mean  of 
± 0.42.  The  Standard  Deviation  of  the 
Mean  in  the  work  of  Mougey  and  Mason'-^ 
is  ± 0.15,  using  0.5  ml.  of  serum. 


Attempts  were  made  to  reduce  the  amount 
of  serum  necessary  to  perform  the  test. 
Preliminary  studies,  in  which  the  quantities 
of  butanol,  acid,  cerate,  and  so  forth,  were 
reduced,  were  unsatisfactory.  Reducing  the 
amounts  of  serum  only,  resulted  in  the  fol- 
lowing measures  of  precision  and  reprodu- 
cibility: with  0.1  ml.  of  serum.  Standard 
Deviation  of  Mean  ± 0.605;  with  0.15  ml. 
of  serum,  ± 0.49;  with  0.2  ml.  of  serum, 
± 0.32. 

The  comparisons  of  the  BEI  with  two 
methods  for  PBI  determinations  reveal  dif- 
ferences entirely  compatible  with  the  find- 
ings of  others.  The  use  of  0.25  ml.  of  serum 
appears  to  be  entirely  valid,  as  does  that 
using  0.2  ml.  Serum  in  the  amount  of 
0.15  ml.  produces  results  that  are  clinically 
acceptable,  and  that  using  0.1  ml.  of  serum 
would  appear  to  suffice  as  a screening  test 
in  the  event  that  larger  amounts  of  serum 
might  not  be  available. 

Approximately  600  BEI  determinations 
have  been  performed  in  our  laboratory 
using  0.25  ml.  of  serum.  Clinical  correla- 
tions have  been  very  satisfactory.  The  nor- 
mal range  has  been  found  to  be  3. 2-6. 4 micro- 
grams of  iodine  per  100  ml.  of  serum. 

Summary 

The  advantages  of  the  BEI  in  the  diag- 
nosis of  thyroid  function  have  been  enumer- 
ated. A valid  procedure  using  amounts  of 
serum  as  little  as  0.15  ml.  has  been  de- 
scribed. Comparisons  of  the  results  with 
two  methods  for  PBI  have  demonstrated 
the  same  differences  described  by  others. 
The  normal  range  has  been  found  to  be  3.2- 
6.4  micrograms  of  iodine  per  100  ml.  serum. 
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Chiari’s  Syndrome:  Hepatic  vein  thrombosis,  with  the  result- 

ing symptom  complex,  described  by  a nineteenth-century  German 
pathologist,  Hans  Chiari. 
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Whafs  New  in  Medicine 


SOME  of  the  articles  in  the  past 
year’s  literature  dealing  with 
gastroenterology,  hematology 
and  endocrinology  are  briefly  summarized 
below.  These  articles  particularly  interested 
me  and  I hope  will  give  your  curiosity  in 
these  fields  and  subjects  some  impetus. 

The  use  of  the  ice  pack  in  cases  of  appen- 
dicitis has  been  shown  experimentally  to 
prevent  an  increase  in  intraluminal  pres- 
sure of  the  obstructed  appendix.  This  old 
treatment  would  seem  helpful  in  any  case 
being  observed  or  having  deferred  surgery 
for  any  reason. ^ 

Extracts  from  a tumor  of  the  pancreas 
in  the  Zollinger-Ellison  syndrome  stimulated 
gastric  secretion.  When  a gastrin-antibody 
was  mixed  with  this  extract  from  the  tumor, 
its  secretory  stimulating  power  was  reduced. 
This  suggests  the  hormonal  substance  from 
these  tumors  may  be  gastrin.^ 

An  immediate  beneficial  effect  of  90  per 
cent  was  seen  in  340  patients  with  ulcerative 
colitis  being  treated  with  steroids.  Sus- 
tained beneficial  effect  was  noted  in  73  per 
cent,  and  a favorable  course  persisted  after 
withdrawal  in  57  per  cent.  Medical  treat- 
ment, including  steroids,  decreases  the  need 
for  operation  and  reduces  the  mortality.® 

The  presence  of  an  hepatic  friction  rub 
in  the  absence  of  recent  liver  biopsy  strong- 
ly suggests  the  possibility  of  a malignant 
tumor  in  the  liver.^ 

A patient  having  a right  colectomy  for 
extensive  carcinoma  also  had  the  superior 
mesenteric  vein  anastomosed  to  the  inferior 
vena  cava.  This  patient  has  remained  free 
of  ammonia  intoxication  despite  normal  diet. 
Urea  feeding  does  not  elevate  the  blood  am- 
monia level,  but  ammonium  chloride  will 
cause  immediate  elevation  and  intoxication. 
Apparently,  the  right  colon  is  the  site  of 
ammonia  formation  in  the  gut.® 

In  a review  of  110  cases  of  fatal  gastro- 
intestinal hemorrhage,  it  was  felt  that  faulty 
management  primarily  arose  from  reluctance 
to  take  positive  diagnostic  measures  (endo- 
scopy and  X ray),  overreliance  on  trans- 
fusions with  the  hope  that  bleeding  will  stop, 
and  procrastination  regarding  operative  in- 
tervention.® 


C.  R.  HANKINS,  M.D. 
Omaha,  Nebraska 


In  gastrointestinal  diseases,  a careful  his- 
tory with  special  reference  to  Where,  What, 
When  and  Why  is  the  basis  for  most  diag- 
noses. The  most  important  information  is 
found  in  answering  the  question  When. 
Supplementary  diagnostic  tests  are  correct- 
ly used  only  to  confirm  the  diagnosis.’^ 

Apparent  idiopathic  hypoproteinemia  may 
be  caused  by  loss  of  plasma  into  the  intest- 
inal lumen  by  a disorder  of  the  lymphatic 
vessels  of  the  small  intestine  and  mesentery, 
termed  lymphangiectasia.® 

A series  of  patients  with  gallstones  was 
studied.  The  overall  mortality  rate  for  the 
group  having  a complicating  diabetes  was 
five  times  greater  than  for  the  group  not 
having  diabetes.  In  the  critical  age  zone, 
51-65  years  of  age,  the  mortality  of  the  dia- 
betic group  was  almost  20  times  that  of  the 
other  group.  Early  elective  cholecystectomy 
in  the  diabetic  is  urged.® 

Cases  of  reflux  esophagitis  unsuccessfully 
treated  by  medical  management  are  candi- 
dates for  surgical  intervention.  When  cica- 
tricial stenosis  is  present,  simple  repair  of 
the  hiatus  hernia  is  not  adequate  in  most 
cases.  Removal  of  the  stenosed  portion  of 
esophagus  and  interpolation  of  a short  seg- 
ment of  colon  between  the  stomach  and  dis- 
tal esophageal  end  provided  relief  for  eight 
patients  without  mortality. 

Mortality  is  high  if  operation  is  neces- 
sary in  the  cirrhotic  patient  with  ascites. 
Ultrafiltration  dialysis  of  the  ascitic  fluid, 
with  removal  of  water  and  sodium,  and  re- 
infusion back  to  the  patient,  is  a practical 
method  of  performing  paracentesis  without 
protein  loss.  In  8 of  9 patients  with  refrac- 
tory ascites  on  whom  this  method  was  used, 
a diuresis  of  sodium  and  water  occurred 
without  reaccumulation  of  the  ascites. “ 

A group  of  patients  with  peptic  ulcer 
was  studied.  Half  of  the  group  was  given 
anticholinergic  drugs  and  antiacids  daily, 
the  other  half  being  given  a placebo  and 
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antiacid  therapy.  Follow  up  on  the  group 
ranged  from  two  to  five  years.  Results  in- 
dicated a recurrence  rate  of  eight  per  cent 
after  drug  therapy  versus  45  per  cent  recur- 
rence after  placebo  therapy.^^ 

Hypoproteinemia  in  patients  with  region- 
al enteritis  and  ulcerative  colitis  has  been 
shown  to  be  due  to  oozing  of  serum  from 
the  denuded  surfaces  into  the  intestine 
much  as  a burned  area  oozes  serum  and 
causes  hypoproteinemia.  Studies  also  show 
that  the  normal  intestinal  secretions  contain 
protein.  It  is  felt  that  the  protein  deficiency 
comes  from  two  sources,  the  bowel  oozing 
e.xcessive  amounts,  and  the  protein-contain- 
ing intestinal  fluid  not  being  properly  digest- 
ed and  reabsorbed. 

Experiments  with  dogs,  — measuring 
changes  in  myocardial  oxygen  during  manip- 
ulation of  the  gall  bladder  and  bile  ducts 
(pinching,  distending,  traumatizing),  pro- 
duced no  measurable  myocardial  ischemia. 
Even  when  the  hearts  were  made  ischemic, 
no  change  was  noted  from  manipulation  of 
the  biliary  tract.  However,  when  the  blood 
pressure  was  not  supported  duinng  these  ex- 
periments, ischemia  developed  in  the  heart. 
The  deduction  was  that  biliary  disease  does 
not  adversely  affect  coronary  blood  flow, 
and  that  operation  on  the  biliary  tract  un- 
dertaken solely  because  of  angina  pectoris 
or  myocardial  insufficiency  is  not  justi- 
fied. 

Abdominal  angina  is  a manifestation  of 
intermittent  gastrointestinal  ischemia  in  a 
manner  similar  to  the  relationship  between 
angina  pectoris  and  intermittent  myocardial 
ischemia.  Abdominal  pain,  frequently 
cramping  and  referred  to  the  back,  develops 
20-30  minutes  after  meals  and  lasts  1-2 
hours.  Pain  develops  during  the  maximal 
work  load  imposed  on  the  intestine  after 
meals.  Arteriosclerotic  narrowing  of  the 
orifices  or  first  2 cm.  of  the  celiac  and  su- 
perior mesenteric  arteries  is  the  cause. 
Surgery  is  mandatory  when  the  diagnosis  is 
established  by  aortogi’aphy,  to  prevent  the 
danger  of  fatal  mesenteric  thrombosis. 

Splenectomy  is  the  most  satisfactory  meth- 
od of  treating  chronic  idiopathic  thrombo- 
cytopenic purpura  when  definitive  therapy 
is  indicated.  Administration  of  adrenal 
steroids  may  be  useful  to  control  bleeding  for 
short  periods  in  the  acute  form;  but  steroid 
control  for  prolonged  periods  is  generally 
unsatisfactory. 


All  pregnant  women  should  be  given  iron 
supplements;  78  mg  of  elemental  iron 
daily  by  mouth  for  24  weeks  prevented  the 
appearance  of  iron  deficiency  during  preg- 
nancy in  a series  of  clinic  patients.  Routine 
administration  of  supplements  of  folic  acid 
and  of  vitamin  Bj,  is  indicated  in  pregnancy 
when  inadequate  dietary  intake  is  suspect- 
ed. 

Reasoning  from  the  observations  that 
polycjdhemia  occurs  primarily  in  males,  and 
that  testosterone  is  a known  potent  stimu- 
lant of  the  bone  marrow,  Wirth  treated  five 
polycjdhemia  patients  with  stilbestrol. 
With  no  other  treatment  he  obtained  good 
results  in  these  five  patients.  Further 
studies  must  be  made  to  establish  the  value 
of  this  treatment,  but  it  sounds  intriguing.^* 

The  picture  of  iron  deficiency  anemia  may 
be  mimicked  by  the  anemia  associated  with 
various  chronic  inflammatory  and  neo- 
plastic diseases  as  well  as  azotemia.  Simple 
examination  of  the  blood  smear  with  a hemo- 
globin determination  and  red  cell  count  can- 
not differentiate  these  etiologic  problems. 
The  differentiation  is  best  made  by  a simple 
stain  of  the  bone  marrow  for  iron  stores. 
This  differentiates  the  pseudo  - iron  defi- 
ciency from  the  true  iron  deficiency  ane- 
mia. 

Two  new  cases  have  been  added  to  seven 
previously  reported  by  one  group,  of  pa- 
tients with  microcytic  hypochromic  anemia, 
hemosiderosis  and  hyperferremia,  w h o 
showed  response  to  pyridoxine.^® 

Another  case  report  appears  of  idiopathic 
aplastic  anemia  in  an  eleven  j^ear  old  girl. 
She  had  been  supported  for  almost  two 
years  by  platelet  and  blood  transfusions  with 
no  improvement.  About  seven  months  after 
initiation  of  methyltestosterone  therapy, 
she  began  to  have  active  hematopoiesis  and 
correction  of  the  pancytopenia.  She  is  ac- 
tive, has  normal  activity,  and  does  not  re- 
quire blood  or  platelet  transfusions.^^ 

Megaloblastic  types  of  anemia  are  thought 
to  be  due  to  a failure  of  sufficient  conver- 
sion of  ribonucleic  acid  (RNA)  to  desoxy- 
ribonucleic acid  (DNA)  to  permit  the 
doubling  of  DNA  necessary  for  chromosome 
production  and  consequent  cell  division.  This 
is  most  directly  affected  by  deficiencies  of 
B,.  and  folic  acid,  and  to  a lesser  degi'ee 
by  deficiencies  in  uracil  and  thymine. 2- 

A case  report  is  made  in  which  there  were 
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beneficial  effects  from  heparin  therapy  in 
a case  of  autoimmune  hemolji:ic  anemia. 
Reference  is  made  to  two  other  reported 
cases  of  success  in  this  mode  of  therapy. 
The  Coombs  test  became  negative  while  this 
patient  was  on  therapy  with  heparin,  and 
it  is  suggested  that  heparin  interferes  with 
the  coating  of  the  red  cells  with  globulin.^^ 

In  a series  of  cases  of  infectious  mononu- 
cleosis with  pharyngeal  exudate,  direct 
smears  from  all  of  these  cases  stained  with 
Wright’s  stain  showed  atypical  lymphocytes. 
Exudates  from  throats  of  patients  with  Vin- 
cent’s Angina,  diphtheria,  or  streptococcic 
pharyngitis  failed  to  show  the  atypical  lym- 
phocytes. Thus,  a simple  office  test  is 
available  to  establish  the  diagnosis  of  in- 
fectious mononucleosis  quickly  in  a patient 
with  exudative  pharyngitis. 

A patient  presenting  absence  of  the  deep 
tendon  reflexes  of  the  lower  extremities 
without  obvious  cause  should  be  suspected 
of  having  diabetic  neuropathy.  Often  the 
urine  will  be  negative  for  sugar  and  the 
diagnosis  is  made  only  by  the  use  of  the 
postprandial  blood  sugar.  Therapy  should 
be  started  with  hopes  of  recovery  of  some 
of  the  neuronal  activity,  and  more,  to  pre- 
vent further  damage.^® 

The  development  of  diabetic  neuropathy 
is  directly  related  to  the  degree  of  diabetic 
control.  One  hundred  cases  of  growth-onset 
diabetes  were  studied,  ranging  in  age  from 
14  to  52  years,  and  in  duration  from  4 to  38 
years.  Seventy  eight  per  cent  showed  evi- 
dence of  retinopathy,  and  52  per  cent  showed 
neuropathy.  It  was  felt  that  angiopathy 
and  neuropathy  have  a different  etiological 
basis. 2® 

A modified  water-loading  test  is  described 
for  the  diagnosis  of  adrenal  insufficiency. 
Fasting  patients  receive  one  liter  of  water 
in  15  minutes,  and  diuresis  is  measured  dur- 
ing the  following  two  hours.  A normal  re- 
sponse excludes  adrenal  insufficiency,  but 
a subnormal  response  does  not  necessarily 
make  the  diagnosis  of  adrenal  insuffi- 
ciency 

Patients  with  myxedema  may  complain  of 
pain  or  paresthesias  in  the  hands.  Nine  pa- 
tients are  reported  who  had  the  carpal-tunnel 
syndrome  due  to  myxedema.  Return  to  the 
euthyroid  state  is  satisfactory  treatment  un- 
less muscle  atrophy  has  already  occurred. 2® 

Twelve  cases  of  myxedema  with  shock  and 


coma  are  reported.  The  syndrome  was 
characterized  by  myxedema,  coma,  hypoten- 
sion, low  serum  sodium  and  chloride,  and 
in  many  instances  by  cardiac  failure.  The 
precipitating  factor  was,  in  almost  all  cases, 
an  infection.  Treatment  consists  of  early 
administration  of  triiodothyronine,  corti- 
coids,  and  vasopressors,  as  well  as  the  use 
of  antibiotics  and  the  correction  of  electro- 
lyte and  fluid  imbalance.^® 

Any  degree  of  hypertension  in  the  pres- 
ence of  a reliable  and  preferably  repeated 
demonstration  of  hypokalemia  and  alkalosis, 
especially  when  accompanied  by  nocturnal 
polyuria,  paresthesias,  weakness,  and  head- 
aches, should  suggest  primary  aldosteron- 
ism.®® 

One  gram  daily  of  spironolactone  will  re- 
turn the  reduced  levels  of  potassium  to  nor- 
mal in  three  days  in  a patient  with  primary 
aldosteronism.  In  contrast,  this  same 
regime  does  not  alter  potassium  levels  in 
hypertensive  or  normal  subjects.®^ 

Review  of  11  cases  in  one  hospital,  and  47 
cases  in  the  literature,  show  the  coexistence 
of  hyperparathyroidism  and  pancreatitis, 
suggesting  an  etiological  relationship  be- 
tween the  two  diseases.  It  is  assumed  that 
correction  of  the  hyperparathyroidism  may 
be  expected  to  ameliorate  the  pancreatitis. 
Also,  pancreatitis  should  be  anticipated  as  a 
possible  and  lethal  complication  of  hyper- 
parathyroidism.®® 

Ludwig,  in  discussing  the  relationship  be- 
tween hyperparathyroidism  and  pancreatitis, 
postulates  the  development  of  pancreatitis 
in  the  following  ways:  (a)  excess  parathy- 
roid hormone  might  cause  necrosis  of  pan- 
creatic parenchymal  tissue  with  secondary 
calcification;  (b)  as  a result  of  hypercal- 
cemia, calcium  might  be  precipitated  in  the 
pancreatic  ducts  with  resultant  obstruction 
and  escape  of  pancreatic  enzymes;  (c)  ex- 
cess ionic  calcium  may  accelerate  the  cal- 
cium-dependent conversion  of  inactive  tryp- 
sinogen  to  trypsin.®® 

“In  1961,  the  diabetic  patient  may  con- 
fidently anticipate  blindness,  severe  neuro- 
pathic difficulties,  and  death  from  uremia 
within  from  15  to  30  years  after  onset  of 
the  disease.  Only  a handful  escape  much 
longer.’’®^ 

A survey  of  the  incidence  of  leukemia  de- 
veloping in  patients  treated  with  radio- 
active iodine  was  made  in  England.  Data 
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indicate  that  the  incidence  of  leukemia  in 
this  group  was  not  significantly  different 
than  in  the  general  population.^® 

Patients  with  the  adult  or  stable  type  of 
diabetes  who  are  not  well  controlled  on  Tol- 
butamide therapy,  may  respond  well  to  a 
combination  of  Tolbutamide  and  Phenfor- 
min  therapy.  A gi’oup  of  70  patients,  not 
previously  controlled,  were  placed  on  the 
combination  therapy  with  70  per  cent  show- 
ing a significant  reduction  in  the  blood 
sugar.®® 
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MEDITATIOXS  OF  MARCUS  AURELIUS:  iii,  1 
"We  ought  to  consider  not  only  that  our  life  is  daily  wasting 
away  and  a smaller  part  of  it  is  left,  but  another  thing  also  must 
be  taken  into  account,  that  if  a man  should  live  longer  it  is  quite 
uncertain  whether  the  understanding  will  still  continue  sufficient 
for  the  comprehension  of  things,  and  retain  the  power  of  contem- 
plation which  strives  to  acquire  the  knowledge  of  the  divine  and 
the  human.  For  if  he  shall  begin  to  fall  into  dotage,  perspiration 
and  nutrition  and  imagination  and  appetite,  and  whatever  else 
there  is  of  the  kind,  will  not  fail;  but  the  power  of  making  use 
of  ourselves,  and  filling  up  the  measure  of  our  duty,  and  clearly 
separating  all  appearances  . . . and  whatever  else  of  the  kind  ab- 
solutely requires  a disciplined  reason,  all  this  is  already  extinguished. 
We  must  make  haste  then,  not  only  because  we  are  daily  nearer  to 
death,  but  also  because  the  conception  of  things  and  the  understand- 
ing of  them  cease  first.” 
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SPECIAL  ARTICLE 


Blue  Shield  in  Retrospect* 


j rjRHROUGHOUT  the  history  of 

I I our  nation,  a succession  of  spe- 

JL  cific  events  has  significantly 
influenced  the  development  and  advance- 
j ment  of  our  democratic  system  of  govern- 
ment. Some  events  of  historic  moment 
have  even  marked  the  beginning  of  periods 
of  marked  prosperity  and  growth.  Such 
historical  events  as  the  signing  of  the  Dec- 
laration of  Independence  in  1776,  the  rati- 
fication of  the  Constitution  in  1787,  passage 
! of  the  Emancipation  Proclamation  in  1863, 

' the  formation  of  the  League  of  Nations  in 

1920,  the  adoption  of  the  United  Nations 
j Charter  in  1945,  and  the  launching  of  the 
first  U.S.  satellite  in  1958  are  representa- 
tive of  some  events  which  have  contributed 
greatly  to  the  formation  and  development 
of  the  United  States  as  a world  leader  and 
as  a nation  devoted  to  providing  its  citizens 
with  a high  standard  of  living  and  a guar- 
antee of  the  basic  freedoms  to  which  every 
man  is  entitled. 

In  the  field  of  medical  economics  and  vol- 
untary prepayment,  the  year  1946  witnessed 
a significant  event  that  represented  the  be- 
ginning of  a new  era  of  health  care  financ- 
ing. It  was  in  that  year  that  the  Council 
on  Medical  Services  of  the  American  Medi- 
cal Association  drafted  a constitution  and 
by-laws  for  the  establishment  of  Associa- 
tion Medical  Care  Plans  (now  the  National 
Association  of  Blue  Shield  Plans),  thus  lay- 
ing the  foundation  for  the  organization  of 
the  Blue  Shield  program  as  we  know  it 
today. 

Actually,  it  was  in  the  mid-1930’s  that  the 
American  Medical  Association  recognized 
the  growing  importance  of  medically  spon- 
sored prepayment  programs.  In  order  to 
provide  the  framework  for  the  development 
and  implementation  of  these  programs,  the 
AMA's  House  of  Delegates  adopted  ten  prin- 
ciples for  the  guidance  of  medical  service 
prepayment  plans,  among  the  more  impor- 
tant of  which  were  these: 

1.  All  features  of  medical  service  should 
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be  under  the  control  of  the  medical 
profession. 

2.  Third  parties  should  not  be  permitted 
to  come  between  the  patient  and  his 
physician  in  any  medical  relationship. 

3.  Free  choice  of  physician  should  be  as- 
sured. 

4.  The  confidential  nature  of  the  patient- 
physician  relationship  should  be  pre- 
served. 

5.  Medical  service  should  be  paid  for  by 
the  patient  in  accordance  with  his 
income  status  and  in  a manner  mu- 
tually satisfactory  to  the  patient  and 
physician. 

In  the  years  immediately  following  the 
adoption  of  these  principles,  a number  of 
state  medical  societies  throughout  the  coun- 
try developed  prepayment  programs.  A 
number  of  these  programs  provided  service 
'benefits  to  members  whose  incomes  fell 
below  specified  income  ceilings  established 
by  the  medical  society.  There  were  also 
programs  developed  with  physician  support 
on  an  indemnity  basis.  Recognizing  the  im- 
portance of  these  programs,  the  American 
Medical  Association  established  the  Council 
on  Medical  Service  to  stimulate  the  develop- 
ment of  voluntary  prepayment  programs  in 
the  United  States.  The  functions  of  the 
Council  were  directly  related  to  matters  in- 
volving the  provision  and  distribution  of 
medical  services. 

The  newly  created  Council  immediately 
developed  a preliminary  set  of  “Standards  of 
Acceptance  for  Medical  Care  Plans,”  and 
local  medical  care  plans  then  in  existence 
which  met  these  requirements  were  granted 
the  privilege  of  utilizing  the  seal  of  accept- 
ance of  the  Council  on  Medical  Service.  The 

•Presented  at  the  Third  National  Congress  on  Prepaid 
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standards  of  acceptance  included  the  follow- 
ing: 

1.  Approval  by  the  local,  state  or  county 
medical  association. 

2.  Responsibility  of  the  medical  profes- 
sion for  the  medical  services  included 
in  the  benefits. 

3.  Free  choice  of  physician. 

4.  Maintenance  of  the  confidential  pa- 
tient-physician relationship. 

5.  Maximum  benefits  consistent  with 
sound  financial  operation. 

6.  Benefits  in  terms  of  either  service  or 
indemnity. 

7.  Sound  enrollment  and  administrative 
practice. 

In  December,  1945,  the  House  of  Delegates 
of  the  American  Medical  Association  in- 
structed the  Trustees  and  the  Council  on 
Medical  Service  “.  . .to  proceed  as  promptly 
as  possible  with  the  development  of  a spe- 
cific national  health  program,  with  emphasis 
on  the  nationwide  organization  of  locally  ad- 
ministered prepayment  medical  plans  spon- 
sored by  medical  societies.  As  a means  of 
implementing  this  action,  the  American  Med- 
ical Association  appropriated  $25,000  to  fi- 
nance the  establishment  of  a central  co- 
ordinating office  for  medically  sponsored 
prepayment  plans.  Thus,  the  first  steps 
were  taken  to  establish  Blue  Shield  as  a com- 
munity oriented  program  dedicated  to  the 
provision  of  sound  medical  care  financing. 

Since  1946  Blue  Shield  has  established  a 
record  of  service  and  dependability  far  sur- 
passing the  expectations  of  its  early  foun- 
ders. In  1946,  for  example,  the  Blue  Shield 
program  was  represented  by  nine  Plans 
with  a combined  enrollment  of  IV2  million 
members.  Today  there  are  74  Blue  Shield 
Plans  with  a total  enrollment  of  over  50  mil- 
lion members.  This  record  in  itself  well 
might  be  cause  for  complacency  and  self- 
satisfaction  on  the  part  of  Blue  Shield  lead- 
ership. Certainly  the  tremendous  growth  in 
membership  registered  by  Blue  Shield  Plans 
throughout  the  United  States  attests  to  the 
wide  acceptance  of  these  progi-ams  by  the 
American  people  and  represents  an  over- 
whelming vote  of  confidence  for  our  vol- 


untary prepayment  system.  In  spite  of  its 
rapid  growth.  Blue  Shield  has  not  been  con- 
tent to  rest  its  case  on  past  successes.  It  is 
a recognized  fact  that  any  organization  dedi- 
cated to  community  service  must  continual- 
ly seek  new  avenues  for  the  development  and 
expansion  of  its  programs.  The  applica- 
tion of  the  Blue  Shield  concept  demonstrated 
that  broader  forms  of  coverage  could  be 
developed  and  that  an  extension  of  benefits 
could  be  achieved  as  more  was  learned  in 
applying  the  theory  and  concept  of  volun- 
tary prepayment. 

The  fact  that  approximately  140  million 
Americans  — 75  per  cent  of  the  population 
— currently  have  some  form  of  health  care 
protection  indicates  the  extent  to  which  the 
American  public  has  adopted  the  principle 
of  prepayment  as  a necessary  part  of  family 
security.  But  while  our  fellow  citizens  have 
recognized  the  true  value  of  health  care 
protection,  they  have  also  become  more  so- 
phisticated and  educated  in  their  demands 
for  broader  forms  of  coverage.  They  have 
demonstrated  their  willingness  to  pay  more 
for  their  health  care  protection  provided 
that  the  coverage  they  receive  is  comprehen- 
sive in  scope  and  provides  reasonable  guar- 
antee that  future  medical  bills  will  be  ade- 
quately covered. 

This  fact  was  overwhelmingly  evident  in 
1960  when  each  employee  of  the  Federal 
Government  was  given  the  right  to  choose 
health  care  coverage  for  himself  and  his 
family  from  among  approximately  30  health 
care  programs  made  available  through  the 
Federal  Employee  Health  Benefits  Program. 
At  that  time  Blue  Shield  undertook  the 
greatest  single  group  enrollment  effort  in 
its  history  in  order  to  provide  government 
workers  with  a solid  program  of  health 
care  coverage.  The  most  significant  aspect 
of  this  enrollment  was  not  that  it  repre- 
sented the  largest  single  employee  group 
ever  to  choose  a program  of  health  coverage. 
The  true  revelation  was  reflected  in  the 
choice  made  by  each  government  worker 
from  among  the  programs  offered.  Gener- 
ally speaking,  federal  employees  demonstrat- 
ed a strong  desire  for  service  benefits.  The 
frequent  choices  of  panel  programs  when 
they  were  available  is  further  evidence  of 
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the  desire  shown  for  service  programs. 
Further,  government  employees  indicated 
their  willingness  to  pay  for  a broader  scope 
of  benefits,  and  thus  chose  the  high  level 
benefits  program  by  a margin  of  four  to 
one  even  though  the  employee  himself  had  to 
pay  the  entire  difference  in  cost.  The 
choice  of  the  government-wide  service  pro- 
gram clearly  reflects  a decided  preference 
for  service  programs,  and  demonstrates  the 
confidence  people  seem  to  have  in  the  pro- 
gram sponsored  by  physicians  through  local 
medical  societies.  Selection  of  high  level 
or  more  comprehensive  benefits  in  all  pro- 
grams where  they  were  available  is  com- 
pelling evidence  that  people  are  interested 
primarily  in  the  quality  of  coverage  pro- 
vided rather  than  the  cost  of  the  program. 

Has  Blue  Shield  continued  to  meet  the 
needs  and  desires  of  an  increasingly  so- 
phisticated public  by  offering  more  thor- 
ough benefit  programs  and  by  seeking  new 
ways  in  which  to  apply  the  service  concept 
of  coverage? 

If  we  go  back  about  five  years  we  can 
trace  a significant  trend  upward  in  the 
number  of  Blue  Shield  Plans  providing  cov- 
erage for  services  identified  as  essential  by 
public  demand.  For  instance,  in  1957,  92 
per  cent  of  Blue  Shield  Plans  provided  cov- 
erage for  in-hospital  medical  care,  whereas 
today  all  Blue  Shield  Plans  provide  this  pro- 
tection. In  1957,  89  per  cent  of  our  Plans 
covered  anesthesia ; today  97  per  cent  of 
Plans  cover  this  service.  Seventy-three  per 
cent  of  the  Plans  included  X-ray  coverage 
in  their  benefit  structure  in  1957.  Five 
years  later  91  per  cent  of  all  Plans  make  al- 
lowance for  such  coverage.  In  1957,  37  per 
cent  of  our  Plans  provided  coverage  for 
pathology-services;  today  73  per  cent  of 
Blue  Shield  Plans  provide  this  coverage. 
Five  years  ago  only  9 per  cent  of  all  Blue 
Shield  Plans  covered  home  and  office  med- 
ical services;  today  34  per  cent  of  Blue 
Shield  Plans  make  allowances  for  this  bene- 
fit. 

In  the  area  of  extended  benefits  and  ma- 
jor medical  coverage.  Blue  Shield  has  made 
rapid  progress  in  expanding  benefit  struc- 
tures to  include  this  protection.  In  1957, 


27  per  cent  of  all  Blue  Shield  Plans  provided 
some  form  of  major  medical  protection.  To- 
day approximately  57  per  cent  of  all  Plans 
cover  this  service,  and  the  remainder  are 
taking  steps  to  include  major  medical  pro- 
tection in  their  programs  of  coverage. 

Realizing  that  more  and  more  people  are 
demonstrating  a strong  desire  for  service 
programs.  Blue  Shield  Plans  during  the  past 
five  years  have  moved  ahead  in  this  area 
and  have  taken  steps  to  increase  service  in- 
come ceilings,  thus  enabling  more  subscrib- 
ers to  avail  themselves  of  service  benefits. 
As  an  example,  in  1957  five  Plans  were  pro- 
viding service  benefits  to  subscribers  with 
annual  family  incomes  of  from  seven  thou- 
sand dollars  to  eight  thousand  dollars.  To- 
day 12  Plans  provide  programs  of  service 
benefits  to  subscribers  within  these  income 
levels.  And  five  years  ago  only  two  Blue 
Shield  Plans  provided  service  coverage  to 
subscribers  in  the  eight  thousand  dollar  in- 
come range,  whereas  today  12  Plans  afford 
service  benefits  to  those  in  this  income- 
range. 

Blue  Shield,  then,  has  continued  in  its  ef- 
forts to  meet  the  demands  of  the  public  by 
broadening  its  programs  of  coverage  and  bv 
seeking  new  areas  in  which  to  apply  the 
service  concept  of  prepayment.  Since  1957, 
Blue  Shield  has  almost  doubled  claims  pay- 
ments on  behalf  of  its  members  and,  in 
1962,  paid  out  more  than  875  million  dollars 
in  benefits.  However,  it  is  clearly  evident 
that  much  remains  to  be  done  as  the  de- 
mands of  the  consumer  assert  themselves  to 
a greater  extent.  In  the  years  ahead.  Blue 
Shield  must  stand  ready  to  meet  new  and 
even  more  engaging  challenges.  Since  it  has 
dedicated  itself  to  community  service.  Blue 
Shield  can  have  no  other  goal  but  to  live  up 
to  the  responsibilities  this  principle  involves. 
Because  Blue  Shield  has  pioneered  a com- 
pletely new  socio-economic  concept  by  intro- 
ducing the  physician-sponsored  prepayment 
mechanism  to  America,  it  has  correspond- 
ingly been  entrusted  with  the  mission  of 
making  this  concept  work  for  the  betterment 
of  the  nation  as  a whole  and  as  one  of  the 
primary  instruments  for  assisting  medical 
science  in  its  efforts  to  continue  a tradition 
of  service  and  unparalleled  progress. 
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What  of  the  future?  Where  will  Blue 
Shield  be  ten  or  twenty  years  from  now? 
What  are  its  principle  assets  and  what  will 
be  its  most  imposing  challenges? 

In  the  beginning,  the  originators  of  the 
Blue  Shield  Plan  were  told  that  the  theory 
of  prepayment  could  never  work.  There 
were  too  many  so-called  unpredictable  fac- 
tors involved,  so  it  was  said,  and  the  pub- 
lic would  never  consent  to  prepaying  the 
cost  of  their  health  care.  But  the  doctors 
who  developed  Blue  Shield  went  quietly 
ahead  with  their  idea,  and  today  the  re- 
sults of  their  efforts  are  well  known.  To- 
day, Blue  Shield  must  continue  to  receive 
the  support  of  the  medical  profession  if  it 
is  to  continue  along  the  road  to  orderly  de- 
velopment. 

Every  physician  in  America  must  give  his 
Plan  full  support  and  cooperation  to  help 
make  certain  that  Blue  Shield  will  continue 
to  increase  its  efforts  in  expanding  its  pro- 
gram of  coverage  to  the  maximum  degree 
possible.  Only  the  physician,  because  of  his 
specialized  knowledge  and  personal  contact 
with  the  public  can  clearly  distinguish  the 
needs  of  the  public  with  regard  to  their  med- 
ical needs.  Thus,  the  physician  through  his 
development  of  Blue  Shield  can  help  materi- 
ally in  the  creation  of  prepayment  programs 
most  specifically  suited  to  the  health  needs 
of  the  community. 

Blue  Shield  and  the  medical  profession 
are  today  dedicated  to  a common  goal  — the 
preservation  of  our  voluntary  health  care 
system.  I cannot  emphasize  too  strongly 
the  challenge  confronting  us  as  we  seek  to 
preserve  the  freedom  so  necessary  for  the 
development  and  expansion  of  private  med- 
ical care.  This  year  the  Administration  will 
again  press  for  passage  of  Social  Security 


health  care  legislation.  We  will  be  con- 
fronted with  accusations  that  voluntary  pre- 
payment is  not  doing  an  adequate  job  in 
meeting  the  needs  of  our  senior  citizens.  In 
spite  of  the  fact  that  nearly  all  of  our  Blue 
Shield  Plans  are  now  providing  adequate 
protection  for  the  elderly,  and  even  though 
all  Plans  allow  the  subscriber  to  continue 
his  coverage  once  he  attains  age  65. 

So  we  must  work  together  in  telling  our 
story  to  the  public.  Every  physician  in  the 
United  States  must  take  it  upon  himself  to 
bring  the  facts  of  American  medicine  and 
voluntary  prepayment  before  the  public. 
For  only  through  a continuing  and  conscien- 
tious public  relations  effort  on  the  part  of 
every  physician  can  American  medicine  suc- 
ceed in  securing  for  this  nation  the  preserva- 
tion of  a system  of  medical  care,  with  true 
freedom  for  patient  and  physician. 

The  future  of  Blue  Shield  will  indeed  be 
bright  and  filled  with  promise  provided  we 
continue  to  work  in  the  spirit  which  charac- 
terized our  early  growth  and  development. 
Let  the  record  we  have  achieved  in  the  past 
symbolize  our  future  capabilities.  Admit- 
tedly, the  challenges  confronting  us  will  be 
great  and  will  tax  our  ability  to  the  utmost. 
But  if  every  physician  in  America  will  strive 
to  support  the  efforts  of  his  local  Plan,  and 
if  Blue  Shield  continues  to  maintain  the  level 
of  performance  that  has  characterized  its 
progress  thus  far,  then  we  can  be  certain 
that  our  goals  will  be  attained. 

Let  us  remember  that  we  have  more  to  lose 
now,  through  apathy  and  indifference,  than 
ever  before.  At  stake  is  the  very  existence 
of  a system  of  medical  care  which  has  at- 
tained a standard  of  excellence  unequalled 
in  the  history  of  mankind. 


“If  each  one  of  us  as  a physician  and  if  organized  medicine 
would  do  more  to  preseiwe  and  foster  the  traditional  image  of  the 
family  physician,  the  profession  as  a whole  would  be  held  in  higher 
esteem  and  the  voice  of  organized  medicine  would  be  more  effec- 
tive.” (Dr.  Max  Gentry  in  “What’s  New  in  General  Practice,”  in 
press). 
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SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Allergic  Disorders 

(Final  Installment) 


Less  Certain  Neuro-Allergic 
Reactions 

Leaving  the  above,  fairly  well- 
defined  groups  of  reactions, 
one  is  left  to  contemplate  a 
number  of  disorders  which  appear  to  be- 
long in  the  category  of  allergic  disorders 
but  which  demonstrate  one  or  more  of  the 
following  reservations : 

Are  rare,  sporadic 
Have  been  minimally  described 
Have  little  or  usually  no  pathologic  study 
Reveal  no  agreement  among  authorities 
Disclose  a clinical  picture  to  suggest  in- 
fectious etiology,  but  often  no  specific 
pathogen  can  be  found 
May  not  be  allergic  reactions 

Included  here  are  certain  reactions  as- 
sociated with  immunization,  angioneurotic 
edema  and  infectious  diseases. 

Immunizations 

Typhoid 

Poliomyelitis 

Influenza 

Diphtheria  (toxoid) 

Tetanus  (toxoid) 

Pertussis 
Rickettsia 
Yellow  fever 

It  is  well  to  recall  that  immunization 
materials  are  developed  in  animals,  hence 
contain,  incidentally,  other  allergenic  possi- 
bilities besides  those  of  the  specific  organ- 
ism 

Pertussis:  rabbit  serum. 

Rabies:  rabbit  brain,  duck  egg,  rabbit 
serum,  horse  serum. 

Poliomyelitis  (Salk) : monkey  kidney. 

Influenza:  chick  embryo 
Rickettsia:  yolk  sac. 

Yellow  fever:  chick  embryo. 

One  instance  of  severe  asthmatic  reaction 
following  typhoid  vaccination  was  traced  to 
silk  filter  which  contaminated  the  vaccine. 

Typhoid  — Neuroallergic  reactions  to  ty- 
phoid vaccination  are  rare.i®  These  occur  in 
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re-vaccination  or  after  the  second  injection 
by  a few  hours  to  14  days,  the  average  be- 
ing three  days.  Any  part  of  the  nervous 
system  may  be  outstandingly  involved.'^- n 
In  order  of  frequency,  the  following  syn- 
dromes may  appear: 

Cerebral:  diffuse  or  focal 

Landry’s  ascending  paralysis 

Radiculitis,  plexitis 

Mononeuritis 

Polyneuritis 

Guillain-Barre'  polyradiculitis 

Meningeal  reaction 

Myelitis 

Poliomyelitis  — With  millions  receiving 
Salk  vaccination  against  poliomyelitis  in  re- 
cent years,  the  relationship  between  vaccin- 
ation and  “reactions”  was  brought  under 
considerable  scrutiny.  The  following  pos- 
sibilities may  arise  and  must  be  considered 
with  every  post-vaccinal  reaction : 

1.  Vaccine  contains  live,  neurotropic  virus. 

2.  Allergic  response  to  virus  material. 

3.  Vaccination  lights  up  a dormant  virus. 

4.  Vaccination  incidental  to  unrelated  dis- 
ease. 

5.  Emotionally  engendered  reactions  following 
vaccination. 

6.  Belated  or  ineffective  vaccination  fails  to 
protect  individual  who  comes  down  with 
poliomyelitis  (especially  during  epidemic). 

7.  Allergic  or  toxic  reaction  to  incidental  com- 
ponents or  contaminants  of  vaccine. 

The  incidence  of  neurologic  complaints  ap- 
peared approximately  once  per  five  million 
injections.  Many  cases  reported  have  been 
regarded  as  due  to  allergic  phenomena  but 
this  is  not  always  clear.  This  vaccine  con- 
tains a number  of  possible  allergens:  virus 
material,  monkey  kidney,  animal  serum, 
antibotics.i*  Most  reactions  appear  follow- 
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ing  the  second  or  subsequent  injections. 
Most  commonly  recorded  have  beenr^® 
Poliomyelitis 
Meningeal  reaction 
Encephalitis 

Convulsions  without  other  evidence  of  acute 
cerebral  involvement.  Some  are  associated 
with  fever.  A number  disclose  EEG  ab- 
normalities. 

Myelitis  (not  poliomyelitis) 

Less  frequently  described  have  beeni^^ 

Motor  weakness,  limited,  not  poliomyelitis. 

Possibly  peripheral  nerve  involvement. 
Paresthesias 
VII  nerve  paralysis 
Syncope 
Labyrinthitis 
Peripheral  neuropathy 

Myeloradiculitis,  Guillain-Barre'  syndrome 
Landry’s  ascending  paralysis 

No  significant  EEG  changes  were  found 
in  a large  group  of  normal,  epileptic  and 
brain-damaged  patients  whose  EEG  trac- 
ings were  followed  through  three  injections 
of  Salk  vaccine  in  the  United  States.  A sub- 
sequent dissenting  report  from  France  de- 
scribes four  brain-injured  children  who  re- 
sponded with  seizures  and  progressive  de- 
terioration.20 

Reports  to  date  concerning  oral  (Sabin) 
vaccination  disclose  no  neurologic  reac- 
tions.21 

Influenza  — Rare  neuro-allergic  reactions 
have  been  documented  following  vaccination 
against  influenza.  These  may  be  due  consid- 
erably to  egg  protein  in  the  vaccine.  One 
case  of  purpura  has  been  described.  In  an- 
other case,  four  hours  after  injection,  the 
patient  developed  wheezing,  rhinorrhea, 
then  fever,  headache,  mental  confusion,  neck 
stiffness  and  stupor.  A slight  right  hemi- 
paresis  appeared,  accompanied  by  weakness 
of  right  IX  and  X cranial  nerves.  Spinal 
fluid  examination  revealed  nothing  un- 
usual. Recovery  occurred  in  a few  days. 22 

Diphtheria  toxoid,  tetanus  toxoid,  Schick 
and  Mantoux  testing  and  Rickettsial  vac- 
cination have  rarely  been  associated  with 
usually  transient  neuro-allergic  manifesta- 
tions.'^’ 22 

Pertussis  — Whether  the  rare  cerebral 
bral  reactions  following  pertussis  vaccina- 
tion are  a toxic  or  an  allergic  reaction 
awaits  clarification.  This  complication  may 


appear  with  one  or  two  convulsions  only  and 
no  sequelae;  or  a more  extensive  cerebral 
involvement  may  occur  with  convulsions, 
coma,  focal  cerebral  deficits  and  grave  se- 
quelae.'^- 2^  Male  children  appear  more  often 
affected.  Onset  of  neurologic  phenomena 
has  been  noted  to  appear  20  minutes  to  72 
hours  after  injection.  Most  appear  within 
24  hours.  Rare  instances  of  these  reactions 
appearing  up  to  28  days  after  injection  have 
been  reported,  but  these  pose  a number  of 
questions.  These  cerebral  reactions  have 
no  relation  to  age  of  patient  or  size  of  dose; 
but  they  may  be  more  common  in  epileptic 
or  brain-damaged  children  or  those  with 
heritable  neurologic  diseases. 

The  acute  illness  may  linger  over  two  to 
ten  days.  Mortality  of  15  per  cent  occurs. 
Thirty  per  cent  retain  sequelae:  epilepsy, 

paresis,  paralysis  or  mental  retardation. 

A slight  to  moderate  elevation  of  cells  and 
protein  is  often  noted  in  spinal  fluid. 

Yellow  fever  — Neurologic  reactions  fol- 
lowing vaccination  against  yellow  fever  may 
be  allergic  in  nature  or  due  to  infection  with 
occasional  strains  of  virus  with  enhanced 
neurotropism,  a phenomenon  that  appears 
only  with  artificially  prepared  and  injected 
yellow  fever  virus.  (This  latter  infection 
is  discussed  under  the  heading  of  Viral  In- 
fections). 

Angioneurotic  Edema 

Sporadic  reports  appear  concerning  neu- 
rologic involvement  with  angioneurotic 
edema.  None  of  these  have  been  confirmed 
by  pathologic  study  and  relationships  to  al- 
lergic etiology  is  not  always  clear. 

The  following  cases  have  been  described 

Edema  of  face  with  cerebellar,  VI  and  VII 
cranial  nerve  involvement. 

Edema  of  face  and  VII  cranial  nerve  involve- 
ment. (Numerous  cases,  referred  by  Scan- 
dinavian authors  as  Melkersson’s  syndrome). 

Edema  of  face  with  II  and  II  cranial  nerve  in- 
volvement, hemiplegia,  dysphasia. 

Edema  of  face  and  II  cranial  nerve  involve- 
ment. 

Edema  of  arms,  trunk,  face  with  severe  head 
pain  and  convulsions. 

Edema  of  face,  also  arms  and  trunk  with  recur- 
rent and  alternating  hemiplegia. 

Edema  of  limbs  and  trunk  with  II  and  VIII 
cranial  nerve  involvement,  hemiplegia  and 
bulbar  symptoms. 
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Infectious  Diseases 

While  some  neuro-allergic  syndromes 
are  associated  with  specific  infections,  oth- 
ers appear  with  infections  of  uncertain 
etiology. Some  of  these  have  been  assumed 
to  be  evanescent  bacterial  reactions,  others 
viral,  but  proof  is  awaited.  (One  is  remind- 
ed, too,  that  not  every  febrile  illness  is  of 
infectious  etiology).  Thus  one  sees: 

1.  Schoenlein-Henoch  purpura 

2.  Acute  disseminated  encephalomyelitis 

3.  Acute  hemorrhagic  leukoencephalitis 

4.  Guillain-Barre'  polyradiculitis 

Schoenlein-Henoch  pur'pura  is  due  to  an 
allergic  vasculitis  (small  arterioles,  capil- 
laries and  venules).  It  often  appears  to 
stem  from  infections  (such  as,  beta  hemo- 
lytic streptococcus,  undefined  upper  respir- 
atory infections)  or  from  drugs  (sulfa,  anti- 
biotics, anticonvulsants  and  sedatives  com- 
monly). At  times,  the  cause  is  obscure. 
Children  (ages  four  to  seven,  boys  more  fre- 
quent than  girls)  are  more  commonly  af- 
fected. The  complete  clinical  picture  in- 
cludes: 

Fever 

Arthralgia 

Purpura 

Edema 

Pleuritic  pain 

Subcutaneous  nodules 

Dermatitis 

Myalgia 

Urticaria 

Gastrointestinal  bleeding 

Laboratory  data  disclose: 

Elevated  sedimentation  rate 

Hematuria 

Albuminaria 

Elevated  serum  globulin 

Leukocytosis 

Slight  eosinophilia 

Renal  damage  may  be  extensive  and 
poses  the  most  serious  complication. 

Neurologic  features  appear  in  a small 
but  regular  incidence 

Peripheral  neurophathy  (usually  minor) 
Subarachnoid  hemorrhage 
Convulsions 
Chorea 

Transient  focal  cerebral  deficit 

These  are  likely  due  to  cerebral  vasculitis 
and  hemorrhage.  In  some  cases  cerebral 


symptoms  arise  secondary  to  renal  damage 
and  hypertensive  encephalopathy. 

Acute  disseminated  encephalomyelitis  is 
an  imprecise  diagnosis  employed,  of  neces- 
sity, with  certain  cases  which  present  with 
an  infectious  disease  picture,  then  demyelin- 
ization.  Unlike  those  which  may  follow  a 
specific  infection,  vaccination  or  medication, 
in  this  form,  the  diagnosis  is  made  by  exclu- 
sion, since  no  specific  infectious  or  allergic 
agents  have  been  determined  for  this 
group.  The  basic  pathology  discloses  fea- 
tures seen  in  multiple  sclerosis  and  specific 
post-infectious  and  post-vaccinal  encephalo- 
myelitis. Such  cases  tentatively  have  been 
considered  due  to  nonspecific  allergic  re- 
actions to  unidentified  infectious  antigens. 
This  disorder  may  have  considerable  fea- 
tures of  an  infectious  illness  or  appear  like 
acute  multiple  sclerosis.  In  many  (not  all) 
instances,  it  may  be  differentiated  readily 
from  multiple  sclerosis  by : 

Febrile  illness 

Higher  spinal  fluid  cell  count  (100  or 
several  100) 

Acute,  exten.sive  involvement 

Lack  of  recurrence  or  ultimate  (chronic) 
progression 

Cerebral,  brainstem,  or  spinal  symptoms 
may  predominate.  Continued  observation 
discloses  that  some  cases  are  multiple  scle 
rosis  (or  multiple  sclerosis-like)  with  re- 
currence or  chronic,  progressive  disability. 

Acute  hemorrhagic  leukonencephal- 
itis'i^o,  29  hag  been  regarded  by  some  workers 
as  one  of  the  more  severe  forms  of  infec- 
tious neuro-allergic  reactions,  with  Schoen- 
lein-Henoch purpura  representing  the  mild- 
est and  acute  disseminated  encephalomyeli- 
tis an  intermediate  in  severity.  Again  here, 
specific  infectious  and  antigenic  factors  may 
or  may  not  be  present.  Some  patients  have 
had  a respiratory  infection  or  influenza- 
like illness.  The  infectious  illness  soon  dis- 
closes major  neurologic  features  with  focal 
cerebral  deficits  outstanding,  as  well  as  a 
high  mortality.  Focal  or  generalized  con- 
vulsions, organic  mental  changes  and  stupor 
are  commonly  reported.  Brainstem  involve- 
ment is  occasionally  prominent. 

Spinal  fluid  frequently  reveals  several 
hundred  cells  (polymorphonuclear  cells  pre- 
dominant). Occasional  reports  of  cell 
counts  over  1000  are  known.  Protein  ele- 
vation up  to  100-200  mg.  may  occur.  Mild 
to  moderate  hemorrhage  may  be  in  evidence. 
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However,  in  some  cases,  spinal  fluid  dis- 
closes no  abnormal  findings. 

Cerebral  white  matter  bears  the  brunt  of 
alterations.  Edema  and  congestion  usually 
are  gi'ossly  evident.  Petechial  hemorrhages 
are  seen  particularly  in  centrum  semiovale, 
brainstem,  and  cerebellum.  ^Microscopic 
features  are; 

Xecrosis  of  vessel  walls  (small  veins  more  than 
small  arteries)  with  fibrin  exudate  into 
neighboring  tissue. 

Ball  or  ring  hemorrhages  often  centered  on  a 
thrombosed  capillary  or  necrotic  venule. 

Exudation  of  polymorphonuclear  cells  early; 
later  monocytic  forms. 

Zones  of  perivascular  demyelinization. 

Guillain-Barre'  poly-radicuUtis^^  is  con- 
sidered by  many  authorities  to  be  a neuro- 
allergic  manifestation.  Whether  every  case 
of  this  type  arises  from  infectious-allergic 
mechanisms  is  not  known  however.  Less 
involved  toxic  mechanisms  or  direct  radicu- 
lar involvement  with  pathogens  (virus?)  ap- 
pear possible  also  and  the  syndrome  may 
have  multiple  etiologies.  The  alteration  in 
Guillain-Barre'  syndrome  is  primarily  in 
nerve  roots.  While  vasculitis  may  be  the 
basic  lesion,  edema,  exudation  and  hmipho- 
cjdic  infiltration  are  most  prominent  in 
early  phases.  Demyelinization  is  an  out- 
standing subsequent  finding  in  neiwe  roots 
and  peripheral  nerves.  Multiple  nerve  roots, 
cranial  neiwes  and,  in  more  severe  cases, 
spinal  cord  (anterior  horn  cells)  and  brain- 
stem (cranial  neiwe  nuclei)  are  involved. 


Thus  the  disease  may  remain  limited  to 
neiwe  roots  (polyradiculitis) ; or  it  may 
spread  peripherally  into  nerve  trunks,  plex- 
us, or  peripheral  nerves  (polyradiculo-neu- 
ritis) ; or  it  may  spread  centrally  into  the 
spinal  cord  (polyradiculomyelitis)  or  med- 
ulla (polyradiculo-encephalitis). 

Experimental  Neuro- Allergic  Reactions 

Extensive  animal  experiments  have  dem- 
onstrated that  remarkable  neuropathologic 
changes  can  be  effected  by  parenteral  al- 
lergic means.  This  is  outstandingly  evi- 
dent when  an  animal  is  sensitized  to  brain 
or  spinal  cord  tissue,  whereupon  the  final 
provocation  sets  off  extensive  destruction  of 
its  nervous  system.  Demyelinization  is  a 
prominent  feature  and  appears  quite  sim- 
ilar to  that  seen  with  post-vaccinal  and  post- 
measles encephalitis  and  myelitis.^^ 

The  morphologic  similarities  of  these  ex- 
perimental lesions  as  well  as  those  of  post- 
vaccinal and  post-measles,  encephalomyelitis 
to  multiple  sclerosis  has  been  noted.^^  Like- 
wise the  resemblance  of  allergic  vasculitis  to 
the  vasculitis  observed  in  connective-tissue 
diseases  is  of  interest.®^  However  the  self- 
perpetuating,  chronically  progressive  nature 
of  multiple  sclerosis  and  many  of  the  con- 
nective-tissue diseases  distinguishes  these 
diseases  from  the  accepted  neuro-allergic 
disorders  as  we  know  them  today. 

(Bibliographic  data  will  be  available  from  the 
author). 


THE  MEDITATIONS  OF  MARCUS  AURELIUS:  v,  1 
“In  the  morning  when  thou  risest  unwillingly,  let  this  thought 
be  present  — I am  rising  to  the  work  of  a human  being.  Why 
am  I dissatisfied  if  I am  going  to  do  the  things  for  which  I exist 
and  for  which  I was  brought  into  this  world  ? Or  have  I been 
made  for  this,  to  lie  in  the  bedclothes  and  keep  myself  warm  ? — But 
this  is  more  pleasant.  — Dost  thou  exist  then  to  take  thy  pleasure, 
and  not  at  all  for  action  or  exertion  ? Dost  thou  not  see  the  little 
plants,  the  little  birds,  the  ants,  the  spiders,  the  bees  working 
together  to  put  in  order  their  several  parts  of  the  universe  ? And 
art  thou  unwilling  to  do  the  work  of  a human  being,  and  dost  thou 
not  make  haste  to  do  that  which  is  according  to  thy  nature  ?...’’ 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

March  2,  North  Platte,  High  School  Build- 
ing 

March  16,  Broken  Bow,  Elks  Club 

March  23,  Ainsworth,  Elementary  Grade 
School 

April  6,  Alliance,  Central  School  Building 
April  27,  Ogallala,  Elks  Club 

MID-WINTER  MEETING,  House  of  Dele- 
gates, Nebraska  State  Medical  Associa- 
tion— 10:00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, March  2 and  3,  1963. 

ORTHOPAEDIC  AND  REHABILITATION 
SEMINAR  — Saturday,  March  3,  1963; 
Younker  Memorial  Rehabilitation  Center, 
Des  Moines,  Iowa  (third  floor). 

NEBRASKA  CHAPTER,  American  College 
of  Physicians ; Seventeenth  Annual  Re- 
gional Meeting  — March  9,  1963,  Fon- 
tenelle  Hotel,  Omaha. 

THE  FIFTEENTH  ANNUAL  TEACHING 
SEMINAR  of  the  International  Academy 
of  Proctology  — March  16-21,  1963,  Las 
Vegas,  Nevada.  Jacob  Reichert,  MD, 
President-Elect,  Phoenix,  Arizona. 

GRADUATE  INSTRUCTIONAL  COURSE 
and  Nineteenth  Annual  Congress  Amer- 
ican College  of  Allergists  — March  24-29, 
1963;  Americana  of  New  York.  For  fur- 
ther information,  write  John  D.  Gillaspie, 
M.D.,  2141  Fourteenth  Street,  Boulder, 
Colorado. 

THIRTY-SIXTH  ANNUAL  SPRING  CON- 
GRESS IN  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY  — Gill  Memorial 
Eye,  Ear  and  Throat  Hospital,  Roanoke, 
Virginia.  April  1 through  April  5,  1963. 
The  profession  is  invited.  For  further 
information  write : Superintendent,  P.  0. 
Box  1789,  Roanoke,  Virginia. 

POSTGRADUATE  ASSEMBLY  on  “The- 
ory and  Practice  of  Ausculation,”  spon- 
sored by  Hahnemann  Medical  School  and 
Hospital  — Sheraton  Hotel,  Philadelphia, 


April  15-17,  1963;  Bernard  L.  Segal,  Sym- 
posium Director,  Hahnemann  Medical 
College  and  Hospital,  230  North  Broad 
Street,  Philadelphia  2. 

FIFTEENTH  ANNUAL  MEETING,  South- 
western Surgical  Congress  and  the  First 
Mexican-North  American  Surgical  Con- 
gress in  Mexico  — April  22nd  thru  27th, 

1963. 

AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

ANNUAL  MEETING  of  the  American  j 

Academy  of  Physical  Medicine  and  Re-  j 

habilitation  — August  26,  1963,  Shera- 
ton-Dallas  Hotel,  Dallas,  Texas.  Address: 

Doctor  Max  K.  Newman,  President,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 

POSTGRADUATE  STUDY,  ACP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians: 

Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 

Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

Medical  Care  Not  Authorized  by 
Medicare  Allowance — 

The  following  is  a list  of  services  of  a 
surgical  nature  often  desired  or  requested  by 
the  patient  which  are  not  authorized  for  pay- 
ment by  Medicare  under  any  circumstances 
unless  so  stated : 

1.  Cosmetic  surgery  for  improvement  or 
change  of  appearance  for  psychological 
reasons. 

2.  Congenital  defects  of  skeletal  and  cen- 
tral nervous  systems  which  are  readily 
identifiable  as  representing  chronic 
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long  term  conditions  and  responding 
poorly  to  surgical  intervention. 

3.  Sterilization  procedures  for  multiparity 
and  socio-economic  reasons. 

4.  Procedures  designed  to  correct  a state 
of  infertility  or  sterility  and/or  any 
tests  for  verification  of  same. 

5.  Removal  of  tatoos.  Removal  of  warts 
and  moles  unless  these  should  show 
signs  of  malignancy  of  bleeding. 

6.  Negative  tests  to  determine  pregnancy. 

7.  Rehabilitation  procedures  for  persons 
with  congenital  defects,  such  as  cere- 
bral palsy  or  poliomyelitis  (except 
when  related  to  surgery  for  the  im- 
provement or  the  restoration  of  func- 
tion). 

8.  Any  physical  aids  to  patients  such  as 
glasses,  hearing  aids,  crutches  or 
braces. 

9.  Domiciliary  care  such  as  sanitariums, 
nursing  homes,  or  homes  for  the  aged. 

10.  Reimbursement  for  gasoline  or  auto- 
mobile mileage  to  physicians  enroute 
to  a patient  in  another  city  or  county. 

11.  Ambulance  service  unless  absolute  dire 
emergency. 

12.  Office  visits  for  any  other  reason  than 
accident  or  maternity  care,  except  in 
the  case  of  X-ray  treatment  as  a fol- 
low up  from  hospitalization  and/or 
diagnostic  examinations. 

13.  Medications  or  prescriptions.  The  only 
allowance  is  for  injections  given  by  the 
attending  physican  in  the  case  of  an 
accident  or  for  maternity  care. 

Evaluation  by  the  Policy  Committee — 

There  are  manj’  cases  submitted  to  ]\Iedi- 
care  for  payment  which  must  be  reviewed 
and  adjudicated  by  the  Policy  Committee  of 
the  Nebraska  State  Medical  Association  be- 
fore they  may  be  processed.  After  the  Com- 
mittee has  reviewed  the  cases,  the  Office 
for  Dependents  IMedical  Care  in  Washing- 
ton, DC,  must  make  the  final  adjudication 
and  decision. 


The  following  list  is  an  example  of  the 
type  of  reports  which  require  evaluation  by 
the  Policy  Committee: 

1.  Tubal  ligations,  independent  procedure 
or  directly  following  maternity  deliv- 
ery. 

2.  Multiple  cuts  or  lacerations. 

3.  Any  large  and  deep  wound  of  the  per- 
son. 

4.  Subdural  taps  and  ventricular  taps 
performed  on  infants. 

0.  Plastic  operations  of  the  eyes,  ears,  or 
nose  for  the  purpose  of  well-being  to 
the  patient. 

6.  Complicated  removal  of  any  foreign 
body. 

7.  Removal  of  planter  warts  and  follow 
up  procedures  to  include  any  grafting 
performed. 

8.  Large  skin  gi’afts  for  burns. 

9.  Radical  mastoidectomy  or  tjunpano- 
plasty. 

10.  Canthoplasty  or  blepharoplasty. 

11.  Mammoplasty. 

In  order  for  the  Committee  to  make  a just 
evaluation,  they  must  have  the  information 
as  to  the  procedure  involved  and  its  reason. 
When  submitting  reports  of  this  nature,  a 
letter  of  explanation  should  always  be  at- 
tached to  the  claim.  A consultation  reports 
must  accompany  every  claim  for  tubal  liga- 
tion. 


THE  MONTH  IN  WASHINGTON 

President  Kennedy  submitted  to  Congress 
a proposed  new  multi-million  dollar  program 
to  combat  mental  illness  and  mental  retarda- 
tion calling  for  the  establishment  of  hun- 
dreds of  community  health  centers. 

The  program  would  be  financed  jointly 
by  the  federal  and  state  or  local  goveni- 
ments,  similar  to  the  Hill-Burton  program 
for  construction  of  hospitals.  It  was  esti- 
mated the  progi’am  would  cost  hundreds  of 
millions  of  dollars  eventuallj^  if  approved 
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by  Congress  and  fully  implemented  at  the 
state  and  local  level.  Congress  was  asked 
to  appropriate  $31.3  million  in  fiscal  1964 
for  the  program. 

Kennedy  listed  three  objectives:  (1)  de- 
termining the  causes  of  mental  illness  and 
mental  retardation  and  finding  effective 
treatments  for  them;  (2)  research  and  train- 
ing of  skilled  personnel;  (3)  strengthening 
and  improvement  of  programs  and  facilities 
for  treating  the  mentally  afflicted. 

“This  approach  is  designed,  in  large 
measure,  to  use  federal  resources  to  stimu- 
late state,  local  and  private  action,”  Ken- 
nedy said.  “When  carried  out,  reliance  on 
the  cold  mercy  of  custodial  isolation  will  be 
supplanted  by  the  open  warmth  of  commun- 
ity concern  and  capability.  Emphasis  on 
prevention,  treatment  and  rehabilitation  will 
be  substituted  for  a desultory  interest  in 
confining  patients  in  an  institution  to  wither 
away.” 

The  President  asked  for  prompt  Congi’es- 
sional  approval  of  legislation  that  would : 

1.  Authorize  grants  to  the  states  begin- 
ning in  fiscal  1965  for  establishment  of  com- 
prehensive community  mental  health  centers 
with  the  federal  government  providing  from 
45  to  75  per  cent  of  the  project  costs  and 
short-term  grants  for  initial  staffing  costs. 
The  federal  government  would  provide  up 
to  75  per  cent  of  operation  costs  in  early 
months  and  phase  out  such  support  in  about 
four  years. 

2.  Set  up  a five-year  program,  starting 
with  $5  million  in  the  next  fiscal  year,  for 
project  grants  to  stimulate  state  and  local 
health  departments  in  planning,  in  initiating 
and  developing  programs.  The  goal  would 
be  prevention  of  mental  retardation. 

3.  Establish  project  grants  to  states  to 
promote  public  planning  for  comprehensive 
state  and  community  action  on  retardation, 
plus  provision  of  federal  funds  for  up  to  75 
per  cent  of  the  construction  costs  of  mental 
retardation  research  centers. 

4.  Amend  the  Vocational  Rehabilitation 
Act  to  provide  additional  federal  financial 
assistance  for  services  to  the  mentally  re- 
tarded and  others  whose  vocational  rehabili- 


tation potential  is  difficult  to  determine. 
The  legislation  would  permit  rehabilitation 
services  to  a mentally  retarded  person  up  to 
18  months. 

The  Kennedy  Administration’s  budget  for 
fiscal  1964  calls  for  increases  for  all  activ- 
ities of  the  National  Institutes  of  Health 
with  a boost  of  nearly  50  per  cent,  to  $166 
million,  for  mental  health  work. 

The  estimated  expenditures  in  the  new 
budget  for  medical  research  through  NIH 
totalled  $850  million,  $113  million  more 
than  the  estimate  for  the  current  fiscal  year. 
The  total  was  somewhat  surprising  in  that 
Kennedy  expressed  dissatisfaction  last  year 
when  Congress  appropriated  $100  million 
more  for  NIH  than  he  had  requested. 

In  a special  message  to  Congress  “on 
improving  American  health,”  President  Ken- 
nedy renewed  requests  for  grants  for  medi- 
cal and  dental  schools,  air  pollution  control, 
health  research,  vocational  rehabilitation, 
encouragement  of  gi'oup  practice,  improv- 
ing maternal  and  child  care  and  health  and 
community  health  services. 

The  President  also  said  there  was  a “clear 
and  urgent  need”  for  tighter  control  over 
the  marketing  of  food,  drugs,  therapeutic 
devices  and  cosmetics. 

Kennedy  urged  a five-year  extension  of 
the  Hill-Burton  Act  providing  federal  aid 
for  construction  of  health  facilities,  due  to 
expire  June  30,  1964.  He  asked  an  addition- 
al $35  million  to  provide  financial  assist- 
ance for  modernizing  or  replacing  hospitals 
and  nursing  homes  under  the  law. 

He  said  the  need  for  “high  quality”  nurs- 
ing homes  would  be  “especially  great”  and 
urged  an  increase  in  the  budget  for  such  fa- 
cilities from  $20  million  to  $50  million  an- 
nually. 

The  President  asked  Congress  to  adopt 
legislation  to  abate  interstate  air  pollution 
along  the  lines  of  the  existing  water  pollu- 
tion control  enforcement  measures. 

The  AMA  again  supported  federal  aid 
in  construction,  expansion  and  moderniza- 
tion of  medical  school  facilities  — “a  one- 
time expenditure  of  federal  funds  . . . where 
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the  maximum  freedom  of  the  school  from 
federal  control  is  assured.” 

“If  the  high  standards  of  medical  educa- 
tion are  to  be  maintained,  increased  atten- 
tion must  be  given  to  the  adequacy  of  physi- 
cal facilities,  the  availability  of  qualified  in- 
structors and  the  availability  of  teaching 
material  and  patients  for  the  clinical  phases 
of  medical  education,”  Dr.  Dorman  told  a 
House  Committee. 

“Any  attempt  to  increase  the  number  of 
medical  students  without  regard  to  these 
conditions  will  result  in  a lowering  of  the 
standards  of  medical  education.  At  this 
time,  priority  should  be  given,  in  our  opin- 
ion, to  an  increase  and  improvement  in  the 
physical  facilities  available  for  medical  edu- 
cation.” 

The  Federal  government  is  investigating 
cancer  cure  claims  by  the  makers  of  kre- 
biozen,  and  checking  reports  that  the  drug 
was  being  illegally  sold. 

The  Food  and  Drug  Administration  set 
out  to  gather  clinical  records  on  patients 
who  had  been  treated  with  the  drug  and  who 
were  reported  to  have  been  helped  or  cured 
by  it.  The  FDA  planned  to  try  to  evaluate 
whether  krebiozen  “has  had  any  favorable 
influence  in  the  treatment  of  cancer.” 

Commenting  on  quackery  in  the  field  of 
cancer  in  a statement  at  a hearing  of  the 
Senate  Committee  on  Aging,  Dr.  Gerald  D. 
Dorman,  a member  of  the  AMA  Board  of 
Trustees,  said: 

“A  cancer  product  still  being  promoted 
at  this  time  is  ‘krebiozen,’  a product  of  ex- 
treme dilution,  being  one  part  of  whatever 
the  active  ingredient  is  supposed  to  be  to 
100,000  parts  of  light  mineral  oil.  This 
‘cure’  sells  for  S9.50  for  1 cc  ampule,  which 
is  about  one-fifth  of  a teaspoonful.  Com- 
petent micro-chemists  have  testified  to  their 
inability  to  find  anything  in  an  ampule  of 
this  product  but  the  mineral  oil.” 

An  offer  by  Krebiozen  Research  Founda- 
tion, Chicago,  to  bring  to  Washington,  pa- 
tients it  claims  were  cured  of  cancer  by  tak- 
ing krebiozen  was  rejected  by  the  Depart- 
ment of  Health,  Education  and  Welfare. 


“The  presentation  of  patients  to  give 
testimonials  without  any  opportunity  for 
further  study  of  their  complete  medical  rec- 
ords would  contribute  nothing  at  all  toward 
solution  of  the  scientific  question  of  kre- 
biozen’s  merit  as  an  anti-cancer  drug,” 
Boisfeuillet  Jones,  Special  Assistant  to  the 
HEW  Secretary,  said. 

Dr.  Robert  E.  Shank,  chairman  of  the 
AMA  Council  on  Foods  and  Nutrition  told 
the  Senate  Committee  on  Aging  that  the 
vitamin  industry  is  selling  people  pills  they 
do  not  need. 

“Perhaps  the  most  lucrative  deception  in 
quackery  is  perpetrated  by  nearly  every  dis- 
tributor of  vitamins  and  vitamin-mineral 
supplements,”  he  said.  “Americans  each 
year  are  spending  hundreds  of  millions  of 
dollars  on  (worthless  or  unnecessary)  pills, 
powders,  capsules  and  compounds  in  search 
of  a shortcut  to  health.” 


Medicine  in  the  News 

New  Center  for  Heart  Research  Assured — 

We  saw  in  the  World-Herald  (Jan.  12, 
1963)  that  Saint  Joseph’s  Hospital  in  Oma- 
ha has  been  assured  of  funds  to  construct  a 
two-story  building  near  the  hospital,  to 
house  a new  Cardiac  Research  Center.  It 
will  be  known  as  the  C.  W.  Renstrom  Heart 
Research  Center.  The  building  and  equip- 
ment will  cost  8145,000,  part  of  which  will 
be  given  by  i\Ir.  Renstrom  and  the  remain- 
der from  taxpayers’  funds  (commonly  spok- 
en of  as  “Federal  Funds”). 

Dr.  Robert  R.  Heaney,  Chairman  of  the 
Department  of  Medicine  at  Creighton,  and 
Dr.  Richard  Booth,  Cardiologist,  will  direct 
the  new  center. 

New  Towns  Added  to  Li.st  of  Clinics 
For  Crippled  Children — 

The  Lincoln  Star  (Jan.  12,  1963)  tells  us 
that  Dr.  George  E.  Stafford,  Medical  Direc- 
tor of  the  program  for  crippled  Children, 
has  announced  the  addition  of  three  more 
towns  to  the  list  where  periodic  clinics  are 
held  for  crippled  children.  These  new  addi- 
tions are:  Cozad,  Falls  City,  and  Sidney. 
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During  the  past  year  the  following  towns 
have  been  the  scenes  of  such  clinics : Lexing- 
ton, Wayne,  Scottsbluff,  Grand  Island,  Alli- 
ance, Norfolk,  Hastings,  Ogallala,  McCook, 
Chadron,  North  Platte,  Broken  Bow,  O’Neill, 
Kearney,  and  Ainsworth. 


Human  Interest  Tales 

Dr.  Frank  Klabenes,  Omaha,  was  elected 
president  of  the  medical  staff  of  Clarkson 
Hospital  in  January. 

Dr.  and  Mrs.  F.  P.  Sucgang,  Alliance,  are 
in  Los  Angeles  where  Dr.  Sucgang  is  taking 
a postgraduate  course. 

Dr.  Noe  Authier  has  arrived  in  Plainview 
where  he  is  associated  with  Dr.  R.  E.  Kopp 
at  the  Plainview  Clinic. 

Dr.  Lloyd  S.  McNeill,  formerly  of  Camp- 
bell, has  started  practice  in  Hastings  with 
offices  in  the  Weber  Clinic. 

Dr.  Paul  E.  Hodgson,  Omaha,  spoke  at  a 
meeting  of  the  District  Two,  Nebraska  State 
Nurses’  Association  in  January. 

Dr.  Leo  Weiler  is  joining  Dr.  John  Mc- 
Millan in  Hastings  as  a general  practitioner 
with  offices  in  the  Foote  Building. 

Dr.  A.  J.  Offerman,  Omaha,  has  been 
elected  president  of  the  Nebraska  Blue 
Shield  for  the  20th  successive  year. 

Dr.  Jack  Wisman,  North  Platte,  spoke  at 
the  Family  Night  program  of  the  Big 
Springs  Methodist  Church  in  January. 

Dr.  Joseph  David,  Lynch,  will  begin  a six 
month  residency  in  psychiatry  at  the  Ne- 
braska Psychiatric  Institute  on  July  1st. 

Dr.  Leo  T.  Heywood,  Omaha,  was  elected 
president  of  the  medical  staff  of  Creighton 
Memorial  St.  Joseph’s  Hospital  in  January. 

Dr.  Stanley  F.  Nabity,  Grand  Island,  was 
elected  president  of  the  St.  Francis  Hospital 
staff  at  the  annual  election  meeting  in  Janu- 
ary. 

Dr.  H.  M.  Hepperlen,  Beatrice,  spoke  to 
the  Lincoln  School  PTA  in  January,  on  the 
topic,  “Mental  Retardation  and  Mental  Ill- 
ness.’’ 


Drs.  Robert  E.  Quick  and  Lyle  H.  Nelson 
have  announced  plans  to  build  a joint  clinic 
in  Crete  after  their  release  from  the  armed 
forces. 

Dr.  Harvey  Anderson,  Grand  Island,  was 
elected  chief  of  staff  at  the  annual  meeting 
of  the  Lutheran  Memorial  Hospital  Medical 
Staff  in  January. 

Dr.  C.  M.  Foote,  Hastings,  was  guest 
speaker  at  a Chamber  of  Commerce  Wom- 
en’s Division  luncheon  at  Hastings,  with  his 
topic  being  the  SS  Hope. 

Dr.  John  J.  Hanigan,  Lincoln,  and  Dr. 
Paul  Goetowski,  Lincoln,  are  the  new  presi- 
dent and  president-elect  of  the  medical  staff 
of  St.  Elizabeth  Hospital. 

Dr.  Merle  M.  Musselman,  Omaha,  spoke 
to  the  Pennsylvania  Women’s  Medical  Col- 
lege before  attending  a meeting  of  the 
American  Board  of  Surgery. 

Dr.  Francis  J.  Hatch,  Scottsbluff,  has 
been  named  the  new  pathologist  and  labora- 
tory director  of  St.  Mary  Hospital,  Scotts- 
bluff, and  St.  Joseph  Hospital,  Alliance. 

Dr.  Willis  D.  Wright,  Omaha,  is  the  new 
president  of  the  Omaha-Douglas  Count> 
Medical  Society  and  Dr.  John  Gardiner, 
Omaha,  is  the  new  president-elect  of  the  so- 
ciety. 


Announcements 

Dr.  Robert  R.  Kierland  to  Speak — 

The  department  of  dermatology  of  the 
New  York  University  Schools  of  Medicine 
announces  the  fifth  Howard  Fox  Memorial 
Lecture  to  be  delivered  by  Dr.  Robert  R. 
Kierland,  head  of  the  section  of  dermatology 
of  the  Mayo  Clinic  and  professor  of  derma- 
tology, Mayo  Foundation,  Graduate  School, 
University  of  Minnesota,  Rochester,  Minne- 
sota, on  Tuesday,  April  30,  1963,  at  8:45 
p.m.  in  Classroom  B of  Alumni  Hall,  550 
First  Avenue,  New  York  16,  N.Y.  Dr.  Kier- 
land will  speak  on  “The  Collagenoses  with 
Particular  Reference  to  Transitional  Forms 
Between  Lupus  Erythematosus,  Scleroderma 
and  Dermatomyositis.” 
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A Postgraduate  Conference  on 
Pediatric  Hematology — 

A postgraduate  conference  on  “Pediatric 
Hematology-:  Hemolj-tic  Disease  of  Infants 
and  Children”  will  be  given  at  Childrens  Me- 
morial Hospital,  Omaha,  on  Friday,  May  24, 
1963.  Guest  speakers  will  be  Audrey  K. 
Brown,  MD,  of  the  University  of  Virginia 
and  William  H.  Zinkham,  MD,  of  Johns 
Hopkins.  Inquiries  should  be  made  to : Post- 
graduate Seminar,  Childrens  Memorial  Hos- 
pital, Omaha  5,  Nebraska. 

Fourth  Institute  on  Preventive  Psychiatry — 

The  fourth  Institute  on  Preventive  Psy- 
chiatry will  be  held  April  26-27  at  the  State 
University  of  Iowa,  Iowa  City. 

The  general  theme  of  the  institute  will  be 
“Creative  Approaches  to  Environmental 
Stresses.”  Participants  are  investigators 
and  practitioners  from  a wide  variety  of 
biological  and  psychosocial  areas. 

Requests  for  programs  and  other  inquiries 
may  be  directed  to  William  D.  Coder,  direc- 
tor of  conferences  and  institutes.  State  Uni- 
versity of  Iowa,  Iowa  City. 

Course  in  Nasal  Surgery  To  Be  Presented — 

An  introductory  course  in  “Expanded  Sur- 
gery of  the  Nasal  Septum  and  Closely  Relat- 
ed Structures”  will  be  presented  at  the  Medi- 
cal College  of  Virginia,  Richmond,  April  28- 
May  1. 

The  course  will  consist  of  lectures,  labora- 
tory and  surgical  demonstrations  emphasiz- 
ing primarily  the  maxilla-premaxilla  ap- 
proach to  nasal  septum  surgery,  examina- 
tion and  diagnosis  of  nasal  form  and  func- 
tion, variations  of  septum  operations,  medical 
and  lateral  osteotomies,  mobilizing  and  mod- 
ifying the  nasal  pyramid,  treatment  of  nasal 
fractures,  repair  of  septum  perforations,  and 
surgical  management  of  nasal  atrophy,  atro- 
phic rhinitis,  ozena  (endonasal  microplasty). 

The  program  will  be  under  the  sponsor- 
ship of  the  Department  of  Otolaryngolog>- 
with  the  cooperation  of  the  American  Rhin- 
ologic  Society.  Dr.  Peter  N.  Pastore,  pro- 
fessor of  otolaryngology  and  chairman  of 
the  department,  and  Dr.  Maynard  P.  Smith, 


associate  clinical  professor  of  otolaryngology 
(rhinologj-),  have  arranged  the  program. 

Dr.  Maurice  H.  Cottle,  professor  of  oto- 
rhinolaryngology-, Chicago  Medical  School, 
will  be  the  guest  director,  and  in  a series  of 
lectures  will  also  discuss  historical,  embryo- 
logical  and  anatomical  considerations. 

Annual  Otolaryngologic  Assembly, 

October  5-11,  1963— 

The  Department  of  Otolaryngology-  of  the 
University-  of  Illinois  College  of  Medicine 
and  the  Illinois  Eye  and  Ear  Infirmai-y  will 
offer  an  intensive  postgraduate  basic  and 
clinical  program  under  the  direction  of  Doc- 
tor Emanuel  M.  Skolnik.  This  Assembly 
for  practicing  otolary-ngologists  offers  a con- 
densed one  week  progi-am.  It  is  designed  to 
bring  to  specialists  basic  information  and 
a wide  variety-  of  current  advances  in  medi- 
cal and  surgical  management.  Basic  sci- 
ences are  reviewed  by  means  of  discussions 
augmented  by  visual  aids. 

Panel  sessions  have  been  designed  to  em- 
phasize otologic  and  reconstructive  surgery, 
tumors  of  the  head  and  neck,  otoneurology, 
and  audiology-.  Luncheon  chats  with  ques- 
tion and  answer  periods  are  an  important 
part  of  the  daily  instructional  program. 

Interested  physicians  should  direct  com- 
munications to  the  Department  of  Otolaryn- 
gology-, University  of  Illinois  College  of  Med- 
icine, 1853  West  Polk  Street,  Chicago  12, 
Illinois. 

International  Course  in  Nasal  Surgery  To  Be 
Presented  at  University  of  Leiden — 

Forty--five  specialists  in  rhinology-  from 
the  United  States,  Mexico,  Scotland,  Aus- 
tralia, Israel,  France  and  The  Netherlands 
will  constitute  the  invited  faculty  for  the 
5th  International  Postgraduate  Course  in 
Reconstructive  Surgery^  of  the  Nasal  Sep- 
tum and  External  Py-ramid,  to  be  presented 
at  the  University-  of  Leiden,  The  Nether- 
lands, July  14-27. 

The  course,  directed  by  Prof.  H.  A.  E. 
fvan  Dishoeck  of  the  univei-sity,  will  be 
presented  with  the  cooperation  of  the  Ameri- 
can Rhinologic  Society.  Dr.  Maurice  H. 
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Cottle,  professor  of  otorhinolaryngology  at 
the  Chicago  Medical  School,  will  be  the  guest 
professor. 

Among  the  distinguished  guests  will  be 
Sir  Victor  Negus  of  London,  consulting  sur- 
geon to  the  ear,  nose  and  throat  department 
of  King’s  College  Hospital,  and  Prof.  Dr.  C. 

I A.  Hamburger  of  the  Karolinska  Institute, 
Stockholm.  Specialists  from  all  parts  of  the 
world,  will  be  enrolled  as  student  partici- 
pants. 

The  course  will  include  lectures,  surgical 
demonstrations,  laboratory  exercises  and 
workshop  exhibits.  The  role  of  allergy  in 
nasal  surgery  will  receive  special  attention. 
English  will  be  the  official  language.  Class 
membership  is  limited. 

For  further  information  write  to:  (1) 
Prof.  Dr.  H.  A.  E.  van  Dishoeck,  University 
of  Leiden,  Academisch  Ziekenhuis,  Leiden, 
The  Netherlands,  or  (2)  American  Rhino- 
logic  Society,  530  Hawthorne  Place,  Chi- 
cago 13,  Illinois,  USA. 

Continuing  Eiducation  Courses  at  U.  of  N. — 

Two  “continuing  education”  courses  for 
Nebraska  doctors  are  scheduled  at  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
in  March  and  April,  as  follows: 

1.  Gastroenterology  — pancreas  and 
small  intestine;  March  14  and  15,  1963,  at 
Conkling  Hall  Postgraduate  Conference 
Room;  Coordinator,  Dr.  Frederick  F.  Faus- 
tian; faculty  both  local  and  guest. 

2.  Pediatric  Postgraduate  Course,  April 
15  and  16,  1963 ; Coordinator,  Dr.  Gordon  E. 
Gibbs ; faculty,  local  and  guest. 

For  further  information  write  Lawrence 
A.  Capiello,  HSD,  at  University  of  Nebras- 
ka College  of  Medicine,  Omaha  5. 

News  and  Views 

Even  in  the  “Ho-Hum”  Work — 

There  is  scarcely  anything  about  this  job 
of  editing  that  is  any  more  drab  than  trying 
to  correct  the  “Bibliography”  or  “List  of 
References,”  yet,  even  here  there  are  a few 
things  that  may  bring  a smile  rather  than 


a frown.  A few  days  ago  the  newer  idea  of 
leaving  out  all  punctuation  marks  where 
abbreviations  are  used  turned  up  the 
following  (JAMA  180:187):  JOURNAL 

AMERICAN  WOMEN’S  ASS,  NASH- 
VILLE. 

The  Tenure  in  Office  of  U.S. 

Medical  School  Deans — 

The  average  tenure  of  the  present  U.S. 
medical  school  deans  is  almost  7 years.  The 
median  tenure  is  a little  over  5 years.  The 
range  in  time  extends  from  1 month  to  al- 
most 27  years.  William  K.  Selden  reported 
in  1960  the  average  tenure  of  current  uni- 
versity and  college  presidents  (excluding 
acting)  as  8.1  years. 

Federal  Health  Benefits  Program 
Reaches  Saturation — 

The  Federal  Employees  Health  Benefits 
program  has  reached  the  saturation  point 
in  the  enrollment  of  employees  eligible  for 
its  coverage,  the  Civil  Service  Commission 
said  recently  after  a study  of  figures  com- 
piled from  the  October  1962  limited  open 
season.  Fewer  than  18,000  employees — less 
than  1 per  cent  of  the  total  enrollment  — 
came  into  the  program  at  that  time. 

The  Federal  Employees  Health  Benefits 
program  is  the  largest  employer-sponsored 
voluntaiy,  contributory  program  in  the 
world.  Premiums  amount  to  some  $350,- 
000,000  annually  of  which  more  than  90  per 
cent  is  available  for  benefits.  Of  this 
amount,  the  Government  pays  about  38  per 
cent  and  employees  62  per  cent. 

Blue  Cross  and  Blue  Shield  Lead  All 
Carriers  in  F.E.P.  Benefit  Payments — 

Blue  Cross  and  Blue  Shield  paid  out 
$188.2  million  in  benefits,  well  over  half 
the  total  amount  paid  by  all  other  carriers 
on  behalf  of  government  workers  enrolled 
in  the  Federal  Employees  Health  Benefits 
program,  during  the  first  16-month  con- 
tract period,  ended  October  31,  1961.  A 
total  of  almost  $338  million  in  hospitaliza- 
tion and  medical  care  benefits  was  expend- 
ed by  all  insuring  organizations  participat- 
ing in  the  program.  (From  National  Blue 
Shield  Neivsletter,  Jan.,  1963). 
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Five  Nebraska  Doctors  Receive  Honors 
From  American  College  of  Physicians — 

Nebraska  doctors  designated  as  Fellows 
of  the  American  College  of  Physicians  were : 
Dr.  Cletus  T.  Frerichs,  of  Beatrice,  and  Dr. 
Richard  E.  Ogborn,  of  Omaha. 

Elected  as  Associates  were;  Dr.  Charles 
W.  Landgraf,  of  Hastings;  Dr.  John  W. 
Bengston,  of  Lincoln;  and  Dr.  James  A. 
Mailliard,  of  Omaha. 

The  Fellowship  honors  will  be  formally  be- 
stowed April  4,  1963,  in  Denver,  Colo.,  at 
convocation  ceremonies  to  be  held  in  con- 
junction with  the  44th  Annual  Session  of  the 
American  College  of  Physicians. 

A Few  New  Post  Offices  in  Michigan 

\Ye  see  by  Human  Events  that  the  Govern- 
ment proposes  to  build  six  new  post  office 
buildings  in  six  communities  in  Michigan. 
The  largest  population  in  any  of  the  towns 
is  1800,  the  smallest,  706,  the  average,  1205, 
and  the  total,  7200. 

The  cost  of  the  six  post  offices  totals 
$1,053,800;  the  most  expensive  is  $181,200 
(for  the  community  of  867) ; the  lowest  cost 
$173,000  (for  community  of  706) ; the  aver- 
age, $175,623. 

Writing  about  this  and  begging  his  Sen- 
ator to  take  his  town  off  the  gift-list,  Carl 
D.  Block,  editor  of  the  Sanilac  County 
Jeffersonian,  says  “.  . . we  have  a nagging 
feeling  in  the  area  of  our  billfold  that  that 
money  will  have  to  be  replaced  from  the 
same  source.” 

A Defeat  in  the  Great  National  Sport — 
Malpractice  Suits — 

A Federal  District  Judge  in  Washington, 
D.C.,  has  ruled  in  favor  of  Parke,  Davis  & 
Company  in  a lawsuit  involving  the  firm’s 
product,  Chloromycetin. 

U.  S.  District  Judge  Alexander  Holtzoff 
directed  a verdict  in  favor  of  Parke-Davis 
and  Dr.  James  C.  Cawood. 

Lloyd  Stottlemire,  formerly  of  Washing- 
ton and  now  residing  in  California,  had  filed 
suit  in  1960  against  Parke-Davis  and  Dr. 
Cawood  for  $100,000  charging  that  his  four- 


year-old  daughter,  Bonnie  Ann,  had  died  in 
1957  as  a result  of  taking  the  antibiotic, 
Chloromycetin. 

The  court  ruled  at  the  conclusion  of  the 
plaintiff’s  case  that  as  a matter  of  law  there 
had  been  no  showing  of  malpractice  against 
the  physician  nor  any  negligence  or  breach 
of  warranty  on  the  part  of  Parke-Davis. 

A company  spokesman  said  the  firm  was 
“gratified  that  its  position  had  been  vindi- 
cated.” 

Standardized  Classification  of  Diseases 
For  Hospitals — 

A central  office  on  the  International  Clas- 
sification of  Diseases  Adapted  for  Hospitals 
will  be  opened  in  May  in  the  headquarters 
building  of  the  American  Hospital  Associa- 
tion, it  was  announced  recently  in  Chicago. 

The  office  will  be  sponsored  by  the  AHA 
and  the  American  Association  of  Medical 
Record  Librarians  by  agreement  with  the 
National  Center  for  Health  Statistics  of  the 
U.S.  Public  Health  Service.  (From  AHA 
News  Release). 

Teaching  Machines  in  Medical  Education — 

Can  “teaching  machines”  be  used  to  save 
time  and  effort  for  professors  in  medical 
colleges  ? 

Using  a $61,465  grant  from  the  United 
States  Public  Health  Service,  the  University 
of  Illinois  College  of  Medicine  in  Chicago  is 
working  on  an  answer  to  this  question. 

“Mechanical  teaching  devices  may  be  able 
to  free  instructors  from  routine  tasks  of  in- 
troductory instruction  and  allow  them  to 
devote  the  time  saved  to  individual  needs  of 
individual  students,”  according  to  Dr. 
George  E.  Miller.  Dr.  Miller,  who  is  super- 
vising the  grant,  is  director  of  Research  in 
Medical  Education  for  the  University  of 
Illinois. 

“It  is  wasteful,”  he  added,  “to  use  highly- 
skilled  professors  to  do  things  machines  may 
be  able  to  do  because  there  are  so  many 
things  that  only  teachers  can  do,  and  their 
time  is  precious.” 

The  first  of  the  teaching  machine  pro- 
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grams  completed  by  the  University  of  Illi- 
nois group  was  prepared  by  Dr.  Arnold  V. 
Wolf,  professor  and  head  of  the  Department 
of  Physiology,  in  collaboration  with  Norman 
Crowder,  a distinguished  figure  in  the  field 
of  educational  programming.  This  program 
on  body  fluid  metabolism  is  equivalent  to 
material  delivered  in  a series  of  five  lec- 
tures. It  will  be  tested  as  a substitute  for 
the  lectures  during  the  Spring  quarter  at  the 
University  of  Illinois  College  of  Medicine 
and  two  other  medical  schools  outside  the 
state. 

“When  reading  a standard  text  or  listen- 
ing to  a lecture,”  Dr.  Miller  said,  “a  student 
often  assumes  he  has  learned  the  material, 
but  frequently  finds  when  tested  that  he 
cannot  apply  what  he  has  learned.” 

Dr.  Miller  pointed  out  that  the  pro- 
grammed form  forces  the  student  to  use  the 
material  as  he  learns  it. 

The  machine  presently  being  used  by  the 
College  of  Medicine  looks  something  like  a 
compact  television  set.  It  is  called  the  Auto- 
Tutor  and  is  made  by  United  States  Indus- 
tries. The  unit  consists  of  a viewing  screen 
and  a row  of  vertical  buttons  that  activate  a 
microfilm  projector. 

The  student  sits  before  the  screen  and 
views  a written  page  of  script.  After  read- 
ing the  material,  he  finds  a question  at  the 
bottom  of  the  page  with  a choice  of  several 
answers.  He  pushes  that  button  which  cor- 
responds to  the  letter  identifying  the  an- 
swer he  has  selected.  A new  page  of  script 
now  appears. 

If  he  has  chosen  the  right  answer,  he  is 
given  additional  information  and  asked  to 
solve  another  problem  based  on  the  ma- 
terial he  has  learned. 

If,  on  the  other  hand,  his  answer  is 
wrong,  remedial  instruction,  which  will  help 
to  correct  his  error,  is  offered  and  he  is 
then  returned  to  the  original  sequence  to 
select  the  proper  response.  Each  page  leads 
the  student  to  more  questions  which  continue 
the  pattern.  Each  learner  can  thus  proceed 
at  his  own  rate  instead  of  that  of  a whole 
class. 

This  bi’anched  program  — in  which  the 


student’s  answers  determine  his  progress  — 
can  be  presented  on  a machine  like  the 
Auto-Tutor  or  in  booklet  form.  Both  meth- 
ods give  the  student  an  opportunity  to  learn 
through  error. 

There  is  also  a linear  method  of  program- 
ming which  differs  in  that  it  provides  in- 
formation in  smaller  amounts  and  takes  the 
student  through  material  in  short  steps  with 
no  remedial  aid. 

“The  branched  form  is  less  well  studied, 
but  seems  more  in  keeping  with  the  objec- 
tives of  medical  education,”  according  to  Dr. 
Miller,  because  it  does  force  the  student  to 
use  the  information  he  acquires  to  solve 
problems. 

Three  additional  courses  are  now  in  vari- 
ous stages  of  programming  for  the  branch 
method. 

One  covering  “Amino  Acids,  Polypeptides 
and  Proteins”  is  being  prepared  with  Dr. 
Terrell  C.  Myers,  associate  professor  of  bi- 
ological chemistry.  Another  in  “Endocrin- 
ology” is  being  prepared  with  Dr.  Robert 
J.  Ryan,  associate  professor  of  medicine.  A 
third  program,  on  “Kidney  Function,”  is 
being  prepared  with  Dr.  Lionel  M.  Bernstein, 
assistant  professor  of  medicine. 

Each  of  these  subject-matter  experts  is 
working  with  technical  experts  under  the 
direction  of  Dr.  Jerome  Allender,  research 
associate  in  the  office  of  Research  in  Medi- 
cal Education.  Technical  experts  include 
Dr.  Arthur  Elstein,  Dr.  Margaret  Littman, 
Mrs.  Grace  Hered,  Dr.  Wendel  Landmann, 
and  Dr.  J.  Walter  Giffee. 

As  each  program  is  completed,  it  will  be 
tested  against  more  traditional  forms  of  in- 
struction to  determine  the  relative  efficiency 
of  alternate  methods.  Although  the  pro- 
grams are  designed  primarily  for  instruc- 
tion of  undergraduate  medical  students  they 
may  also  be  useful  in  teaching  interns  and 
residents,  and  as  refresher  courses  for  physi- 
cians in  practice. 

Doctor  Annis  to  Speak  at  Alpha  Sigma  Nu 
At  Creighton  University — 

Dr.  Edward  R.  Annis,  president-elect  of 
the  American  Medical  Association,  will  de- 
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liver  the  1963  lecture  sponsored  by  the 
Creighton  University  chapter  of  Alpha  Sig- 
ma Nu,  Jesuit  honor  society. 

The  Miami,  Fla.,  surgeon  will  speak  at -4 
p.m.,  Sunday,  March  17,  in  the  Joslyn  Me- 
morial Art  Museum  Auditorium.  His  talk 
is  open  to  the  public  without  charge. 

Dr.  Annis  has  gained  recognition  in  sever- 
al capacities.  In  1958,  the  National  Confer- 
ence of  Christians  and  Jews  awarded  him  its 
annual  Brotherhood  Medal.  He  has  been  a 
leading  spokesman  for  the  AMA  in  its  oppo- 
sition to  the  Administration’s  Medicare  pro- 
gram. 

As  chairman  of  the  AMA  speakers  bureau, 
he  has  debated  with  Congressional  backers 
of  Medicare  in  several  nationally-televised 
programs,  including  NBC’s  “The  Nation’s 
Future,”  and  CBS’s  “Face  The  Nation.” 

The  50-year-old  native  of  Detroit,  Mich., 
obtained  his  M.D.  from  Marquette  School 
of  Medicine.  He  served  as  chief  of  the  de- 
partment of  surgery  at  Mercy  Hospital  in 
Miami  for  10  years.  Currently,  he  is  asso- 
ciated with  five  hospitals  in  the  Miami  area. 

The  Florida  State  Medical  Association 
cited  him  for  “outstanding  community 
service  by  a physician”  in  1961.  The  same 
year  the  South  Florida  Chapter  of  the  Young 
Americans  for  Freedom  gave  him  its  “Out- 
standing Citizens  Award  for  Contributions 
to  Resisting  Federal  Control  of  Medicine.” 

Dr.  Annis  is  chairman  of  the  Legislative 
Committee  of  the  Florida  State  Medical  As- 
sociation and  director  of  the  Senior  Citi- 
zens Division  of  the  Welfare  Planning  Coun- 
cil in  Miami. 

Medical  Research  Threatened — 

Antivivisectionists,  parading  as  “humane 
societies,”  are  again  threatening  the  future 
of  medical  research  as  they  ready  legisla- 
tion to  present  to  the  new  session  of  con- 
gress. 

They  are  better  organized,  more  sophisti- 
cated in  approach,  and  more  dangerous  in 
the  threat  they  pose  than  ever  before.  They 
are  now  preparing  grossly  restrictive  legis- 
lation following  their  sjTnpathetic  treatment 


when  testifying  on  the  Moulder  and  Grif- 
fiths Bills.  We  propose  to  counter  them 
with  meaningful,  progressive  bills  of  our 
own.  When  the  proposals  of  both  sides  are 
known,  you  will  be  alerted  since  all  possible 
help  is  needed  to  secure  the  future  of  sound, 
productive  medical  research. 

Old  Timers,  Smith  Kline  & French,  on  Beam 
Again  With  Medical  Television — 

Physicians  and  surgeons  at  16  medical 
meetings  this  year  will  view  demonstrations 
and  discussions  transmitted  by  Smith  Kline 
& French  Color  Television. 

For  surgical  presentations  the  firm’s  tele- 
vision crew  will  use  new  camera-mounted 
lights  which  are  a marked  improvement 
over  the  surgical  floor  lamps  used  previ- 
ously. Developed  by  video  engineers  at 
SK&F,  the  new  lights  are  cooler  and  more 
efficient  than  conventional  surgical  lamps, 
not  only  for  the  television  crew,  but  also  for 
the  surgeons. 

Newcomers  to  the  SK&F  Color  Television 
schedule  this  year  are  the  Royal  College  of 
Physicians  and  Surgeons,  the  Association  of 
Operating  Room  Nurses,  The  Congi-ess  of 
Neurological  Surgeons  and  the  Indiana  State 
Medical  Association. 

Last  year,  SK&F  Color  Television  pro- 
grams were  viewed  by  an  estimated  40,000 
physicians  and  surgeons  at  14  medical  meet- 
ings. 

Teen-Age  Glue  Sniffers — 

Dr.  Charles  Winnick,  reporting  in  Social 
Health  News  (Nov.,  1962)  reports  that  glue 
sniffing  has  become  a considerable  problem 
in  many  parts  of  the  US.  Most  addicts  are 
in  the  age-gi’oup  8 to  late  ’teens.  This  prac- 
tice is  detrimental  to  the  youngsters’  physi- 
cal condition  and  not  helpful  to  their  mental 
activity  while  they  engage  in  this  new  de- 
vice for  getting  a “kick.” 

Airplane  glue  and  plastic  cement  are  the 
favorites.  A dab  is  placed  on  a handkerchief 
and  sniffed  from  time  to  time.  It  produces 
a feeling  of  intoxication  and  well  being,  fol- 
lowed by  difficulties  in  speech  and  with  mus- 
cular coordination.  Ear  buzzing  and  diffi- 
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culties  with  vision  may  occur,  and  there  is 
occasional  loss  of  consciousness.  Sniffers 
may  fall  asleep  in  class  and  may  manifest 
loss  in  weight  and  appetite.  Serious  damage 
to  vital  organs  has  been  reported. 

A Slight  Increase  in  Postal  Costs — 

From  Life  Insurance  Neivs  Data  (Jan.  28, 
1963),  we  learn  that  the  increase  in  postal 
rates  that  became  effective  in  January  is 
expected  to  add  more  than  $500,000  to  the 
postal  bills  of  the  insurance  industry  this 
year.  This  will  boost  the  total  insurance 
postage  bill  for  this  industry  to  more  than 
$30  million  per  year. 

A good  postal  service  is  something  to  be 
highly  desired  and  quite  necessary.  It 
would  seem  that  the  budget  in  this  depart- 
ment of  government  might  be  balanced, 
eventually.  If  this  be  true  in  this  instance, 
there  will  be  but  little  criticism  of  costs, 
but  this  may  be  too  much  to  expect  in  a Gov- 
ernment devoted  to  deficits. 


What  Is  A>IWA?  — 

If  you  are  interested  in  medical  writing, 
in  educational  processes,  in  editing,  publish- 
ing, or  any  other  aspects  of  medical  com- 
munication — then  you  may  profit  by  be- 
coming a member  of  the  American  Medical 
Writers’  Association. 

AMWA,  now  20  years  old,  is  a national 
professional  society  of  people  who  are  en- 
gaged or  interested  in  medical  communica- 
tions. It  stages  an  annual  2-day  convention 
(Chicago  in  ’63;  Philadelphia  in  ’64);  pro- 
vides a medical  manuscript  editing  service 
and  a national  placement  service  for  mem- 
bers; grants  awards  and  certificates  for 
outstanding  accomplishments  in  medical 
writing  and  editing;  judges  medical  writing 
contests,  maintains  a roster  of  lecturers  on 
medical  writing,  and  offers  scholarships  for 
people  contemplating  a career  in  this  field. 

AMWA  publishes  a monthly  Bulletin  as 
well  as  pamphlets  on  various  aspects  of  med- 
ical writing.  Chapters  of  AMWA  are  ac- 
tive in  the  metropolitan  New  York,  Chicago, 
Philadelphia,  Washington,  Detroit  and  San 
Francisco  areas. 


AMWA  membership  embraces  editors  and 
publishers  in  the  field  of  medicine,  dentistry, 
nursing  and  allied  professional  groups; 
writers  and  editors  associated  with  hos- 
pitals, pharmaceutical  companies,  founda- 
tions, publishing  houses  and  advertising 
agencies  — and  many  physicians  who  are 
interested  in  problems  of  medical  communi- 
cations, or  who  just  want  to  write  more  ef- 
fectively. Dues  are  $10.00  a year.  AMWA’s 
national  office  is  at  250  West  57th  Street, 
New  York  19,  New  York. 

“Prescribe”  Seat  Belts  in  California 

California  doctors  are  alerting  the  public 
to  the  fact  that  seat  belts  are  their  best 
form  of  protection  against  disabling  in- 
juries and  death  from  auto  accidents  by 
means  of  a clever  seat  belt  prescription  form 
developed  by  California  Medical  Associa- 
tion’s committee  on  traffic  safety. 

The  4x5-inch  prescriptions,  titled  “RX 
Your  Prescription  for  Safety,”  are  available 
to  physicians  in  pad  form  for  easy  distribu- 
tion to  patients  or  for  insertion  in  patients’ 
financial  statements.  Dosage  prescribed  on 
each  blank  is  “one  seat  belt  for  each  member 
of  family;  to  be  used  whenever  the  automo- 
bile is  occupied.”  There  is  space  at  the  bot- 
tom of  the  form  for  printing  the  name  of  the 
county  society  that  distributes  the  prescrip- 
tion pads  and  for  the  individual  doctor’s  sig- 
nature. 

“Psychologically  we  think  the  forms  will 
have  the  effect  of  getting  seat  belts  into  the 
doctors’  cars  as  well  as  being  an  effective 
means  of  informing  the  public  of  the  value 
of  seat  belts,”  says  Californian  Committee 
Coordinator  Jack  Collins.  — JMSMS 

Recommended  Policy  on  Tetanus  Immunization 
In  Industry — 

The  Michigan  Department  of  Health  has 
made  a recommendation  for  the  active  im- 
munization of  employees  against  tetanus. 
Described  in  the  Journal  of  the  Michigan 
State  Medical  Society,  the  recommendation 
is  intended  to  help  each  employee  recover  as 
speedily  as  possible  from  any  injury  he 
might  sustain,  and  with  as  little  inconveni- 
ence as  possible.  The  medical  department  of 
each  industry  is  urged  to  make  active  im- 
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munization  against  tetanus  available  to  each 
employee  on  a voluntary  basis. 

It  is  suggested  that  the  policy  be  imple- 
mented by  starting  with  a new  employee, 
gradually  extending  the  opportunity  for  im- 
munization against  tetanus  to  those  return- 
ing from  sick  leave  or  having  annual  or 
special  medical  examinations,  or  coming  to 
the  medical  department  for  any  reason. 

It  is  recommended  that  tetanus  toxoid 
aluminum  phosphate,  adsorbed,  be  used  as 
follows : 

For  basic  immunization,  two  intramus- 
cular injections  of  0.5  ml  of  tetanus  toxoid 
should  be  given  four  to  six  weeks  apart, 
followed  by  a reinforcing  dose  after  six  or 
twelve  months,  and  maintained  by  a booster 
dose  of  0.2  ml  every  five  years. 


News  from  Our  Medical  Schools 

Creighton  University’s  first  class  of  four- 
year  nurses,  who  received  their  Bachelor  of 
Science  Degree  in  Nursing  last  June,  have 
as  a class  received  the  acclaim  of  Helen  C. 
Marsh,  Director  of  the  State  Board  of  Nurs- 
ing. 

The  initial  class  of  seven  nurses  main- 
tained an  average  well  above  both  the  state 
average  and  the  national  mean  in  profes- 
sional licensing  examinations,  the  state  nurs- 
ing director  revealed. 

They  copped  the  top  average  in  the  state 
in  three  of  the  five  examinations  given  and 
were  second  in  the  state  in  a fourth  examin- 
ation. 

The  areas  in  which  they  took  top  honors 
were  surgical  nursing,  nursing  of  children, 
and  psychiatric  nursing.  They  were  sec- 
ond in  the  state  in  obstetrical  nursing. 

“We,  of  course,  are  gratified  by  the  rec- 
ord set  by  this  first  class,”  said  Miss  Doro- 
thy Vossen,  Chairman  of  the  Department  of 
Nursing  at  Creighton.  “Our  goals  are  high, 
in  keeping  with  the  Creighton  concept  of 
higher  education.  The  rank,  statewide  and 
nationally,  set  by  the  first  graduates  of  our 
nursing  progi’am  should  prove  an  incentive 
for  the  classes  that  follow.” 


Deaths 

SMITH  — James  J.  Smith,  MD,  Heart- 
well.  Dr.  James  J.  Smith,  87,  died  in  Heart- 
well.  Born  in  1875,  he  began  his  practice 
in  Heartwell  in  1904,  after  gi*aduation  from 
the  Creighton  University  School  of  Medicine. 

SHUPTAR  — Daniel  Shuptar,  MD,  Lin- 
coln. Dr.  Daniel  Shuptar,  39,  died  January 
12,  1963  in  Lincoln,  Nebraska.  Born  in  Ir- 
vona,  Pennsylvania,  he  was  graduated  from 
Franklin  and  Marshall  College  and  Jeffer- 
son College  of  Medicine.  Dr.  Shuptar  began 
his  practice  in  Lincoln  in  August,  1962. 

SHEPHERD  — William  Shepherd,  MD, 
Falls  City.  Dr.  William  Shepherd,  70,  died 
January  10,  1963,  at  a Falls  City  hospital, 
having  been  in  failing  health  for  a year. 
Born  December  26,  1892  at  Rulo,  Nebraska, 
Dr.  Shepherd  gi’aduated  from  the  Univer- 
sity of  Nebraska  College  of  Medicine,  in 
1916.  He  went  into  the  practice  of  medicine 
with  his  father  in  Rulo  and  continued  to 
practice  there  until  opening  his  office  in 
Falls  City  in  1941. 

ROWE  — Edward  W.  Rowe,  MD,  Lin- 
coln. Dr.  Edward  W.  Rowe,  81,  died  Janu- 
ary 6,  1963.  Born  in  1881,  he  gi'aduated 
from  the  University  of  Nebraska  in  1901 
and  received  his  doctor  of  medicine  degree 
from  Northwestern  University  in  1905. 
After  internship  in  a Chicago  hospital  he 
began  to  practice  medicine  at  Wood  River 
and  opened  an  office  in  Lincoln  in  1908. 

BARTA  — F.  A.  Barta,  MD,  Napa,  Cali- 
fornia. Dr.  F.  A.  Barta,  75,  died  at  his 
home  at  Napa,  California,  January  10,  1963. 
Born  January  13,  1887,  in  Fairfax,  Iowa, 
Dr.  Barta  practiced  medicine  in  Ord,  Ne- 
braska for  43  years  before  retiring  and  mov- 
ing to  California  in  1953. 

HAYES  — Charles  B.  Hayes,  MD,  Lyons. 
Dr.  Charles  B.  Hayes,  63,  died  January  5, 
1963,  in  Lyons,  Nebraska.  Born  in  1899, 
Dr.  Hayes  graduated  from  the  Creighton 
University  School  of  Medicine  in  1924.  He 
practiced  medicine  in  Kansas  City,  Missouri, 
and  Kearney,  Nebraska,  before  moving  to 
Lyons  in  1947. 
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Abstracts  — 

The  following  abstracts  are  of  papers  pre- 
sented at  the  Annual  Clinical  Meeting,  Ne- 
braska Chapter,  American  College  of  Sur- 
geons, held  at  Hastings,  Nebraska,  Novem- 
ber 11,  1962: 

Biliary  Atresia:  R.  H.  Westfall,  MD,  and  Lloyd 

R.  Schultz,  MD,  University  Hospital,  University 
of  Nebraska  College  of  Medicine,  Omaha. 

Congenital  biliary  atresia  is  the  most 
common  cause  of  persistent  jaundice  in  the 
newborn.  The  prognosis  is  poor  unless  the 
condition  is  corrected  by  operation  before 
irreversible  liver  damage  occurs.  This  re- 
port describes  eleven  patients  with  confirmed 
biliary  atresia,  from  the  Childrens  Memorial 
and  the  University  Hospitals,  and  presents  a 
plan  for  early  diagnosis  and  treatment. 

Eleven  patients  with  biliary  atresia  were 
seen  in  these  hospitals  from  1951  to  1961. 
All  infants  had  jaundice  persisting  after 
two  weeks  of  age.  Each  of  these  patients 
had  a palpable  liver,  elevated  serum  bili- 
rubin, light  or  clay-colored  stools,  dark 
urine  and  absence  of  urobilinogen  in  urine 
and  stool.  At  operation,  seven  patients  were 
found  to  have  an  anatomically  correctable 
anomaly.  The  average  age  at  the  time  of 
operation  was  4.8  months. 

Early  diagnosis  and  treatment  are  most 
important  in  biliary  atresia.  Limited  celi- 
otomy, consisting  of  an  operative  cholangio- 
gram  and  a liver  biopsy  will  accomplish 
early  diagnosis.  Accurate  diagnosis  dictates 
early  and  accurate  treatment. 

Genetic  Factors  in  Congenital  Heart  Disease:  A 
Preliminary  Family  Investigation:  H.  T.  Lynch, 
MD;  P.  R.  Mooring,  MD;  R.  L.  Grissom,  MD, 
and  W.  Becker,  MD,  Departments  of  Internal 
Medicine  and  Pediatrics,  University  of  Nebraska 
College  of  Medicine,  Omaha. 

A review  of  the  literature  on  the  genetics 
of  congenital  heart  disease  has  shown  evi- 
dence for  a probable  underlying  hereditary 
factor  of  etiologic  importance.  Such  evi- 
dence stems  primarily  from  statistical 
studies,  selected  family  investigations,  and, 
more  recently,  from  cytogenetic  studies. 

A family  with  probable  congenital  heart 


disease  transmitted  through  two  generations 
and  known  congenital  abnomialities  of  the 
skeletal  system  through  three  generations  is 
being  investigated.  Abnormalities  on  EKG’s 
and  findings  on  cardiovascular  examination 
have  not  revealed  the  specific  cardiac  ana- 
tomic lesion.  Left  sided  cardiac  catheteriza- 
tion procedures  have  been  scheduled  for  se- 
lected individuals  in  the  family  for  the  pur- 
poses of  further  clarification.  X-ray  studies 
and  physical  examinations,  on  the  other 
hand,  have  revealed  an  interesting  assort- 
ment of  skeletal  anomalies  throughout  the 
family.  Findings  of  a markedly  high  arched 
palate  and  pectus  excavatum  have  been 
found  to  be  transmitted  through  three  gen- 
erations. Other  lesions  have  included  Spren- 
gel’s  deformity  with  the  Klippel-Feil  syn- 
drome in  one  individual,  while  findings  of 
hemivertebrae,  segmentation  and  fusion  of 
cervical  and  thoracic  vertebrae,  scoliosis,  and 
hyperteleorism  has  been  described  in  other 
family  members. 

An  analysis  of  the  pedigree  suggests  the 
presence  of  an  autosomal  dominant  gene  with 
complete  penetrance  for  the  skeletal  system 
and  with  pleiotropic  effects  accounting  for 
the  cardiovascular  defects.  Certain  embry- 
ologic  theories  have  been  appraised  to  ac- 
count for  the  gene-action  in  producing  con- 
current skeletal  and  cardiac  abnormalities. 
Further  genetic  analysis  in  this  family  must 
await  completion  of  proposed  diagnostic 
studies. 

Lymphangiosarcoma:  A Complication  of  Surgical 

Lymphedema  of  the  Extremities:  Elmer  E.  Glenn, 

MD,  and  Lloyd  R.  Wagner,  MD,  Hastings,  Ne- 
braska. 

Lymphangiosarcoma  is  a relatively  rare 
condition  which  develops  in  extremities  suf- 
fering from  lymphedema  caused  by  surgery. 
The  most  common  site  is  the  upper  extrem- 
ity which  develops  the  lymphedema  follow- 
ing radical  surgery  for  cancer  of  the  breast. 
The  condition  seems  to  attack  these  indi- 
viduals six  or  more  years  following  their 
original  procedures. 

A case  is  presented  which  demonstrates 
the  earliest  manifestation  of  the  disease, 
which  can  be  easily  misdiagnosed  as  the  ec- 
chymosis  of  a bruise.  Later  stages  might  be 
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misdiagnosed  as  metastases  of  the  original 
malignant  process.  The  disease  developed  in 
this  case  seven  and  one  half  years  after 
treatment  for  carcinoma  of  the  breast.  Di- 
agnosis was  made  from  a biopsy.  Treatment 
in  the  form  of  massive  radiation  was  used  in 
this  case.  A postradiation  ulcer  was  excised 
and  grafted.  A subsequent  biopsy  taken 
from  the  area,  and  studies  of  the  patient 
have  shown  no  recurrence  at  the  end  of  six 
months. 

Skin  From  the  Sole  to  Replace  Skin  From  the 
Palm:  G.  Wm.  LeWorthy,  MD,  Lincoln,  Ne- 

braska. 

Several  years  ago  Dr.  Jerome  Webster 
presented  to  the  American  Association  of 
Plastic  Surgeons  a paper  regarding  the  use 
of  full  thickness  grafts  from  the  instep  to 
resurface  parts  of  the  hand.  Subsequently, 
we  have  been  using  split  grafts  taken  from 
the  skin  of  the  sole  opposite  the  instep  of  the 
foot  for  partial  resurfacing  of  parts  of  the 
hand.  These  thin  grafts  are  taken  by  means 
of  an  electric  dermatome. 

Based  on  a small  series  of  cases,  it  is  our 
opinion  that  this  is  another  method  of  ob- 
taining skin  to  use  for  partial  resurfacing 
of  the  hand  or  fingers.  It  is  our  impression 
that  this  skin  is  less  prone  to  be  traumatized 
by  wear  because  it  is  the  same  type  of  skin 
noiTnally  found  on  the  palm.  It  has  the  ad- 
ditional advantage  of  not  further  scarring 
of  the  hand  in  any  way. 

There  has  been  no  difficulty  with  heal- 
ing of  the  donor  sites  or  scar  hypertrophy 
on  the  sole. 

This  paper  is  designed  as  a preliminary 
report  so  that  others  may  be  acquainted  with 
the  possibility  of  using  sole-skin  to  resurface 
parts  of  the  hands.  I feel  that  this  method 
has  merit  in  some  cases. 

Preoperative  Preparation  of  the  Colon  With  Anti- 
microbials: Richard  E.  Peters,  MD,  Omaha,  Ne- 
braska. 

This  report  is  a two-year  clinical  study 
to  ascertain  the  effectiveness  of  preopera- 
tive preparation  of  the  bowel  with  anti- 
microbials for  elective  colonic  surgery.  This 
was  accomplished  by  means  of  culture  and 


sensitivity  studies  obtained  from  intra- 
luminal bowel  content  at  the  operating  table. 
The  antimicrobial  regimen  was:  sulfasuxi- 
dine  two  gi'ams  initially  and  then  one  gi’am 
every  six  hours  for  five  days  preoperatively, 
and  neomycin  1.5  grams  with  nystatin 
(Mycostatin)  500,000  units  every  eight 
hours  for  three  days  preoperatively.  Fur- 
ther adjuncts  beginning  on  day  three  pre- 
operatively include:  full  liquid  diet,  milk 
of  magnesia  30  cc  twice  daily,  and  an  enema 
daily. 

From  June,  1960  to  June,  1962,  59  cases 
were  treated  with  this  regimen.  This  in- 
cluded inflammatory  diseases,  anoplasty,  and 
38  malignant  neoplasms.  Negative  cultures 
were  obtained  in  55  cases  (91.5%),  and  posi- 
tive cultures  were  obtained  in  four  cases 
(8.5%)  yielding  E.  coli  and  Proteus.  Dur- 
ing this  same  period,  32  other  cases  of  acute 
colonic  pathoses  were  unable  to  be  treated 
preoperatively  with  these  drugs,  and  a very 
much  higher  rate  of  morbidity  and  mortality 
resulted.  With  the  sulfasuxidine-neomycin- 
Mycostatin  bowel  preparation  there  were  no 
anastomosis  leaks,  fistula  or  sinus  forma- 
tions, and  no  deaths. 

The  antimicrobials  used  in  this  series  have 
proved  effective  and  safe  for  preoperative 
preparation  of  the  colon. 

Comments  on  Aneurysm:  Max  M.  Raines,  MD, 

North  Platte,  Nebraska. 

Aneurysms  are  uncommon  lesions.  They 
may  occasionally  present  difficulties  in  diag- 
nosis and  treatment,  particularly  intra-ab- 
dominal lesions.  The  most  common  location 
is  the  aorta.  The  area  about  the  Circle  of 
Willis  is  probably  the  next  most  frequent 
location,  followed  by  the  splenic  artery.  One 
may  classify  these  lesions  as  being  aortic, 
visceral,  or  peripheral  in  location. 

During  the  past  12  years  in  the  private 
practice  of  general  surgery,  I have  observed 
six  abdominal  aortic  aneurysms.  One  pa- 
tient is  well  following  excision  of  the  lesion. 
Two  died  during  surgery  for  rupture  of  the 
lesions.  One  patient  died,  apparently  from 
a ruptured  aneurysm.  Two  patients  have 
asymptomatic  lesions. 

Six  visceral  aneurysms  have  come  to  my 
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attention.  One  asymptomatic  splenic-artery- 
aneurysm  was  excised.  Another  patient 
had  a ruptured  aneurysm  of  the  left  renal 
artery  which  was  treated  successfully  by 
nephrectomy.  A ruptured  aneurysm  of  the 
left  gastric  artery  was  treated  successfully 
by  ligation,  as  was  a ruptured  aneurysm 
of  the  left  branch  of  the  hepatic  artery.  Two 
intracranial  aneurysms  were  diagnosed  at 
post-mortem  examination. 

I have  seen  one  peripheral-artery-aneu- 
rysm; it  was  in  the  popliteal  space,  and  re- 
quired AK  amputation. 

How  to  Help  Your  Tissue  Committee  Help  You: 

K.  F.  Kimball,  MD,  and  B.  R.  Bancroft,  MD,  Kear- 
ney, Nebraska. 

The  tissue  committee  of  Good  Samaritan 
Hospital  has  adopted  the  PAS  system  of 
chai't  review.  This  system  codes,  on  IBM 
cards,  information  taken  from  the  chart 
completed  by  the  record  office.  It  then 
prints  out  in  coded  form  the  pertinent  in- 
formation for  rapid  review  by  the  tissue 
committee.  This  makes  possible  a review 
of  every  chart  and  causes  gross  defects  in 
care  to  be  easily  noted.  The  committee  may 
thus  spend  its  time  in  areas  of  true  need  in- 
stead of  skimming  over  vast  numbers  of 
charts  with  no  specific  objective  in  mind. 

Potential  defects,  such  as  normal  tissue 
removed  at  operation,  lack  of  routine  lab- 
oratory work,  single  unit  transfusions,  lack 
of  consultation  on  certain  types  of  cases, 
diabetics  with  no  blood  sugar  or  urine  exam- 
ination, or  pneumonias  without  laboratory 
work  or  X rays  are  easily  noted  and  these 
charts  may  be  pulled  for  complete  review. 

This  system  has  been  well  received  in  our 
hospital  and  our  committee  not  only  meets, 
but  also  performs  a real  service  to  us  by 
pointing  out  areas  of  needed  improvement. 

Solid  Abdominal  Tumors  of  Childhood:  L.  R. 

Schultz,  MD,  Omaha,  Nebraska. 

At  the  Childrens  Memorial  Hospital  in 
Omaha,  a total  of  22  solid  abdominal  tumors 
have  been  seen  during  the  ten-year  period 
from  1952  to  1962.  Retroperitoneal  tumors 
were  the  most  frequent.  There  were  eight 
Wilm’s  tumors,  five  neuroblastomas,  one 


renal  liomyoma,  and  one  retroperitoneal  fi- 
brosarcoma. Seven  were  intraperitoneal  tu- 
mors, six  ovarian  and  one  hepatoma. 

Seventy-five  per  cent  of  the  Wilm’s  tu- 
mors occurred  before  two  years  of  age.  The 
average  age  of  occurrence  of  the  neuro- 
blastomas was  between  three  and  four  years 
and  the  ovarian  tumors  occurred  between 
eight  and  nine  years  of  age. 

The  most  common  clinical  manifestation 
in  all  of  these  tumors  was  a palpable  ab- 
dominal mass.  A helpful  diagnostic  aid  was 
the  roentgenogram.  Intrinsic  renal  dis- 
placement with  fine  calcification  was  char- 
acteristic of  the  neuroblastoma.  Only  one 
of  the  ovarian  tumors  showed  calcification, 
but  a pelvic  mass  was  confirmed  in  each 
case  by  the  roentgenograms. 

The  treatment  is  surgical  removal  of  the 
tumor.  A large  transperitoneal  incision  is 
recommended.  This  gives  better  exposure 
and  more  adequate  control  of  the  vascular 
supply  of  the  tumor  mass. 

Postoperative  treatment  with  radiation 
and  chemotherapy  may  be  helpful  in  some 
cases. 


The  Woman's  Auxiliary 

The  Woman’s  Auxiliary  of  the  Nebraska 
State  Medical  Association  will  have  their 
Mid-Year  Board  Meeting  on  Sunday,  March 
3rd.  It  will  be  held  in  Lincoln  at  the  Corn- 
husker  Hotel  and  will  start  at  9 :30  a.m. 

Mrs.  John  M.  Christlieb, 
President. 

Woman’s  Auxiliary  Fall  Conference, 

September  30th  - October  3rd — 

Auxiliary  leaders  from  every  state  includ- 
ing Alaska  and  Hawaii  met  together  for  the 
nineteenth  annual  conference  of  state  presi- 
dents, presidents-elect,  national  officers  and 
chairmen,  held  in  Chicago,  September  30- 
October  3,  1962. 

“Aim  for  Excellence  in  Achievement’’  was 
the  challenge  throughout  the  program.  New 
and  imaginative  methods  of  meeting  this 
challenge  were  presented  in  the  “How  To  Do 
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It  Sessions.”  Outstanding  authorities  in  the 
fields  of  rural  health,  mental  health,  physical 
fitness,  national  security  and  legislation 
addressed  the  group.  National  chaiiTnen 
and  medical  leaders  presented  basic  back- 
g round  information.  State  presidents 
shared  ideas  with  each  other. 

Our  own  former  Nebraskan,  Mrs.  C.  Rod- 
ney Stoltz,  President  elect,  was  the  presiding 
officer.  Her  enthusiasm  and  warm  person- 
ality provided  an  atmosphere  that  greatly 
enhanced  an  already  excellent  progi’am.  She 
summarized  the  conference  program  as  our 
opportunity  to  secure : 

Information  from  the  experts 

Guidance  from  the  chairmen 

Ideas  from  each  other 

At  the  opening  session,  F.  J.  L.  Blasin- 
game,  MD,  Executive  Vice  President,  Amer- 
ican IMedical  Association,  extended  greetings 
to  the  group.  He  emphasized  the  important 
role  of  physicians,  their  families  and  friends 
in  shaping  the  destiny  of  our  nation  in  health 
matters.  He  urged  auxiliary  members  to  be 
informed  and  able  to  offer  facts  and  guid- 
ance. We  owe  to  our  fellow  citizens  the 
benefit  of  knowledge  and  opinions  in  health 
matters.  We  must  carry  on  an  effective  edu- 
cational dialogue  with  the  public.  Turbu- 
lent times  are  with  us,  and  a restless  future 
is  likely  ahead.  With  the  courage  of  our  con- 
victions, Dr.  Blasingame  implores  that  we 
work  to  shape  the  times  in  which  we  live  — 
not  passively  drift  with  them. 

Of  special  interest  to  us  of  agricultural 
Nebraska  was  the  progi’am  presented  by 
Mrs.  C.  C.  Long,  Chairman  of  Rural  Health 
Committee.  Theme  of  her  committee  is 
“.Joining  Hands  for  Self  Help  in  Rural 
Health.”  Our  rural  neighbors  have  long 
helped  us  in  our  fight  against  socialized 
medicine.  They  in  turn  need  our  support 
in  their  stand  against  complete  government 
control  of  all  phases  of  farming.  The  Rural 
Health  Committee  is  just  coming  into  focus, 
so  there  will  be  a decided  increase  in  activ- 
ity in  this  committee  in  the  near  future. 

Guest  speaker  for  Rural  Health  was  i\Ir. 
T.  C.  Petersen,  Director,  Progi’am  Develop- 


ment Division,  American  Farm  Bureau  Fed- 
eration. He  reminded  us  emphatically  that : 

“Our  government’s  purpose  is  not  to  pro- 
vide welfare  from  cradle  to  the  grave.” 

“In  the  past  50  years  government  owner- 
ship has  increased  from  3 per  cent  to  30 
per  cent.” 

“Our  country  has  7 per  cent  of  the  world’s 
population  and  6 per  cent  of  the  area  of 
the  world,  yet  Russia  fears  our  Economic 
Power.” 

“We  cannot  have  nationalization  of  medi- 
cine, schools  and  agriculture  without  the 
consent  of  congress,  and  women  voters  can 
assure  the  election  of  a conservative  con- 
gress. If  we  are  to  retain  our  ‘free  enter- 
prise system’  we  must  be  willing  to  fight 
for  it.” 

“Are  we  equal  to  the  test  of  preserving 
what  we  have?” 

A panorama  of  AMA-ERF,  ‘Yesterday, 
Today  and  Tomorrow,’  outlined  the  aux- 
iliaries ten  years  of  participation  in  fund- 
raising for  medical  education.  During  the 
year  just  past,  strident  changes  have  tak- 
en place  in  the  American  Medical  Education 
Foundation  committee.  These  changes  will 
make  more  productive  our  efforts  to  aid 
medical  education.  AMEF  has  become  con- 
solidated with  the  American  Medical  Re- 
search Foundation  and  is  now  the  American 
IMedical  Association  Education  and  Research 
Foundation;  and  so  the  committee  is  the 
A]\IA-ERF  committee.  Being  aware  that 
the  socialization  of  medicine  can  be  realized 
through  medical  education  almost  as  read- 
ily as  through  legislation,  the  purpose  of 
the  foundation  is  dedicated  to  the  private 
support  of  medical  education  and  research  in 
this  country. 

In  1952  AMEF  became  a project  of  the 
woman’s  auxiliary.  TEN  YEARS  and  ONE 
and  ONE  HALF  MILLION  dollars  later,  we 
pause  to  take  stock  of  our  program.  We  are 
concerned  with  where  we  have  been,  where 
we  are,  and  where  we  are  going. 

YESTERDAY  — During  the  ten  - year 
period  the  woman’s  auxiliary  contribut- 
ed each  year  in  increasing  amounts. 
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TODAY  — Is  composed  of:  (T)ime  to 
(O)rganize  to  (D)ream  of  big  (A)c- 
complishments  this  (Y)ear. 

TOMORROW  — Holds  a challenge  for  all 
of  us.  This  year  we  gave  approximate- 
ly $2.95  per  capita.  If  each  one  would 
give  just  one  more  $5-donation  through 
a sympathy  card  or  a gift  it  would  triple 
our  per  capita  donation.  Let  us  make 
it  our  goal  this  year! 

If  future  doctors  are  well  trained  we  will 
continue  to  live  in  a land  of  happy  citizens. 
Let  us  work  to  keep  government  out  of  medi- 
cine. Through  contributions  to  AMA-ERF 
we  can  help  our  doctors  carry  on  the  great 
tradition  of  medicine  and  look  to  the  future 
with  faith  in  our  heritage. 

The  Community  Service  Committee 
brought  to  the  conference  a taped  message 
by  Charles  “Bud”  Wilkinson,  Consultant  to 
the  President  on  Youth  Fitness.  He  distin- 
guished between  the  two  basic  aspects  of  so- 
called  physical  fitness.  These  are:  (1)  the 
basic  health  or  medical  fitness  of  the  indi- 
vidual and  (2)  the  physical  performance 
capability  or  physical  achievement  of  the 
person.  Most  studies  indicate  that  our 
young  people  do  not  stack  up  as  well  in 
physical  performance  as  they  do  in  basic 
health.  The  President’s  Council  on  Youth 
Fitness  hopes  to  help  convince  school  admin- 
istrations, school  boards,  PTA’s,  and  citizens 
of  the  need  for  excellent  health  education 
in  all  of  our  schools. 

The  Youth  Fitness  Examination  Project 
is  the  Service  or  “working  project”  of  the 
Community  Service  Committee. 

Medical  Quackery  is  the  Education  or 
“talking  project”  of  the  Community  Serv- 
ice Committee. 

An  almost  direct  result  of  the  increasing 
public  awareness  and  interest  in  medicine, 
health  and  its  problems  is  the  fantastic  in- 
crease in  all  forms  of  medical  quackery. 
The  flourishing  of  medical  quackery  has 
become  exceedingly  easy  with  modern  com- 
munication and  transpoidation  media.  So 
easy,  in  fact,  that  it  has  cost  the  American 
people  an  estimated  one  billion  dollars  an- 
nually. The  auxiliary  has  an  obligation  to 


expose  quacks  and  to  educate,  if  possible, 
the  public  against  quackery.  Films,  pam- 
phlets and  exhibits  prepared  by  AMA  are 
available  and  auxiliaries  are  urged  to  em- 
ploy these. 

“Who’s  Doing  the  Job?”  was  the  query 
answered  by  Dr.  George  M.  Fister,  Presi- 
dent of  the  American  Medical  Association, 
during  his  address  at  the  Monday  lunch- 
eon. Dr.  Fister  heartily  commends  medi- 
cine’s two  most  influential  allied  groups,  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association  and  the  American  Association 
of  Medical  Assistants,  for  their  significant 
roles  in  support  of  American  medicine.  He 
pointed  with  pride  to  our  new  AMA-ERF 
program.  It  is  helping  to  provide  the  nation 
and  the  public  with  ample  and  continuing 
support  of  good  physicians  to  meet  the  de- 
mands of  our  expanding  population.  In  the 
new  guaranteed-loan  program  for  students, 
during  its  first  seven  months,  the  AMA 
guaranteed  loans  totaling  6I/2  million  dol- 
lars to  some  3,600  medical  students,  interns 
and  residents.  The  loan  program  has  gen- 
erated phenomenal  interest  among  medical 
schools,  hospitals  and  trainees  throughout 
the  country. 

More  good  news  from  another  private  en- 
terprise front  is  the  coverage  of  Americans 
under  private  health  insurance  plans.  For 
example,  the  most  rapidly  increasing  seg- 
ment of  insurance  coverage  in  this  country 
today  is  among  our  senior  citizens.  Today 
more  than  million  elderly  persons  cur- 
rently are  covered ; this  is  55  per  cent  of  the 
total  aged  population.  The  health  insur- 
ance people  are  confident  that  this  figure 
will  rise  sharply  in  the  next  few  years. 

Encouraging,  too,  is  the  record  of  Kerr- 
Mills.  In  two  years  42  states  have  imple- 
mented programs  to  care  for  those  elderly 
who  cannot  afford  private  insurance.  An 
estimated  I14,  million  persons  have  received 
help  during  a twelve  month  period  from 
Kerr-Mills. 

Despite  all  these  facts,  we  still  have  an 
administration  advocating  a system  of  lim- 
ited medical  care  for  the  aged  under  the 
social  security  system.  The  medical  profes- 
sion has  not  accepted  the  Administration’s 
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plan  of  health  care  for  the  aged,  and  they 
shall  not.  It  is  our  duty,  today  and  every 
day,  to  tell  to  the  people  the  real  story  be- 
hind the  administration’s  proposal  for  medi- 
cal care  for  the  aged,  and  the  great  stoiy 
of  voluntary  health  insurance  and  the  Kerr- 
Mills  law.  In  closing.  Dr.  Fister’s  earnest 
appeal  was  “Only  together  can  we  prevent 
the  federal  government  from  getting  its 
foot  in  the  door.’’ 

“This  is  the  day  of  verbal  communica- 
tion. In  the  world  today,  what  you  say  you 
do  and  how  you  say  it  is  almost  as  important 
as  what  you  really  do.  What  you  call  a thing 
is  almost  more  important  than  what  it  is.’’ 
Robert  A.  Lang,  PhD,  Executive  Secretary, 
Academy  of  Medicine  of  Cleveland  and  Cuya- 
hoga County  Medical  Society,  offered  this 
advise  in  his  speech,  Hoic  to  Hold  An  Audi- 
ence Without  a Rope.  “Opinion  polls  show 
that  in  spite  of  repeated  attacks  on  it,  the 
image  of  medicine  is  still  good.  If  it  is  to 
remain  bright  it  will  require  continual  pol- 
ishing by  auxiliary  members  who  must  be 
prepared  to  speak  out  against  fixed  ideas.’’ 
Dr.  Lang  urged  county  and  state  auxiliaries 
to  hold  speech  classes  and  clinics  to  help 
their  members  accomplish  this  task. 

On  Tuesday  morning,  presidents  and 
presidents-elect  met  for  “Sunrise”  group 
discussions.  Mrs.  Glenn  M.  Whitesel,  Idaho, 
was  leader  for  those  representing  auxiliaries 
with  memberships  under  1750.  Your  state 
president,  Mrs.  John  M.  Christlieb,  was  re- 
corder for  this  discussion.  Ideas  were  ex- 
changed on  the  following; 

Leadership  on  the  county-state  level 

Increase  of  active  auxiliary  member- 
ship 

Adapting  the  national  program  to 
smaller  auxiliaries 

Programs  for  members-at-large 

Demands  made  by  other  organizations 

Discussions  brought  forth  many  sugges- 
tions and  solutions  for  the  above  problems. 

“In  Auxiliary,  nearly  everyone  reads  the 
bulletin”  is  the  goal  that  our  Publications 
Committee  hopes  to  achieve.  Something  of 
interest  and  something  of  importance  for 


every  facet  of  auxiliary  membership  is  the 
slogan  of  the  publications  committee. 

OPERATION  HANDCLASP  was  present- 
ed by  the  International  Health  Activities 
Committee.  Four  major  areas  of  activity 
were  outlined. 

1.  HOW  TO  MAKE  FOREIGN  GUESTS 
WELCOME 

International  hospitality  can  be  a very 
interesting  and  pleasant  experience 
once  you  have  become  a part  of  it. 

The  AMA  would  like  us  to  give  as- 
sistance to  foreign  visitors  and  hos- 
pitality in  our  homes. 

2.  AGENCIES  THE  AUXILIARY  IS 
ENCOURAGED  TO  SUPPORT 

We  have  joined  hands  with  existing 
agencies  to  wield  more  powerful  help 
to  the  following: 

World  Medical  Relief,  Inc. 

Catholic  Mission  Board 

Leprosy  Relief  Fund 

3.  HOW  TO  SEND  SUPPLIES,  EQUIP- 
MENT 

4.  HOW  TO  SEND  MEDICAL  BOOKS 
OVERSEAS 

Details,  addresses  and  instructions  for 
any  of  the  above  activities  are  available 
from  your  State  Chairman. 

Special  prescriptions  for  all  doctors’  wives 
were  given.  One  Rx  might  be  SERVICE 
THROUGH  INFORMED  MEMBERSHIP. 
Effective  community  service  depends  on  an 
informed  membership.  What  group,  better 
than  the  auxiliary  itself,  can  be  responsible 
for  seeing  that  accurate,  up-to-date  informa- 
tion is  available  to  the  physician’s  wife? 
The  public  considers  her  knowledgeable 
concerning  health  matters  and  looks  to  her 
to  counsel  them  wisely.  Perhaps  now,  more 
than  ever  before,  the  physician’s  wife 
should  be  careful  that  she  merits  the  respect- 
ed position  she  holds  in  the  community  be- 
cause of  her  physician  husband.  An  in- 
formed member  serves  her  community  best. 

Another  Rx  for  doctors’  wives  reads 
TAKE  ONE  CHALLENGE  AND  DO  YOUR 
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BEST  WITH  IT.  A challenge  is  “a  call 
to  engage  in  a contest  of  skills  and  strength,” 
and  in  the  case  of  the  doctors’  wife,  the 
challenge  is  “a  contest  of  auxiliary  work.” 

Doctors’  wives  are  the  auxiliary’s  only 
resources.  (In  Nebraska  only  about  60  per 
cent  of  these  resources  are  auxiliary  mem- 
bers). It  is  up  to  the  doctors’  wife  to  take 
one  challenge  — the  one  you  accepted  when 
you  cast  your  lot  with  a doctor  — and  do 
your  best  with  it. 

It  was  indeed  a privilege  and  an  opportun- 
ity to  attend  these  conference  meetings.  I 
have  attempted  to  convey  to  you,  in  this 
brief  outline,  a representative  account  of 
the  outstanding  program  which  we  so  en- 
joyed. 

Mrs.  R.  B.  Rundquist, 
President-elect. 


Know  Your 
Blue  Shield  Plan 

(The  following  is  a copy  of  a resolu- 
tion adopted  by  the  American  Medical 
Association  House  of  Delegates  at  its 
November  26-28,  1962  Clinical  Meet- 
ing, commending  Blue  Shield  Plans  for 
their  efforts  in  providing  medical  care 
coverage  for  senior  citizens). 

Whereas,  Component  societies  of  the 
American  Medical  Association  have,  through 
their  sponsorship  of  local  Blue  Shield  Plans, 
developed  programs  that  represent  effective 
mechanisms  for  financing  the  health  care 
needs  of  all  segments  of  the  community ; and 

Whereas,  These  medical  societies  together 
with  their  local  Blue  Shield  Plans  have  ap- 
plied this  principle  of  prepayment  to  the 
development  of  special  forms  of  coverage  for 
senior  citizens  at  rates  consistent  with  the 
income  of  this  group;  and 

Whereas,  The  availability  of  these  pro- 
grams through  Blue  Shield  represents  a spe- 
cific response  to  the  joint  action  of  the 


AMA  Board  of  Trustees  and  officials  of  the 
National  Association  of  Blue  Shield  Plans 
in  January  of  this  year  calling  for  coopera- 
tive action  to  provide  coverage  for  senior 
citizens  through  Blue  Shield  Plans;  there- 
fore be  it 

Resolved,  That  the  House  of  Delegates 
of  the  American  Medical  Association  com- 
mend the  Board  of  Trustees,  the  component 
medical  societies,  and  the  National  Associa- 
tion of  Blue  Shield  Plans  for  developing  and 
sponsoring  programs  of  health  coverage  for 
senior  citizens;  and  be  it  fuither 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  urge  its 
component  societies  to  continue  their  efforts 
to  promote  aggressively  and  consistently  the 
development  of  Blue  Shield  senior  citizen 
programs  so  that  they  may  offer  a practical 
and  fiscally  responsible  means  for  meeting 
the  costs  of  the  health  needs  of  our  senior 
citizens  on  a continuing  basis. 


o4^cc>tf/^uy/  in 
*^ublic^^^elationA 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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Books 


Five  new  publications  sponsored  by  The  Ciba 
Foundation  are  now  available.  Probably  of  most 
interest  to  the  practicing  physician  is  the  “Sym- 
posium on  Pulmonary  Structure  and  Function” 
whose  participants  included  29  world  renown  au- 
thorities from  Austria,  Canada,  England,  France, 
Genuany,  Scotland,  Sweden,  and  the  U.S.A. 

Lectures  given  and  discussed  included  the  follow- 
ing: 

a.  Recent  advances  in  pulmonary  anatomy 

b.  Pulmonary  gas  exchange  measurements  using 
radioactive  gases 

c.  Physiological  and  biochemical  effects  of  pul- 
monary artery  occlusion 

d.  Techniques  used  in  the  study  of  lung  path- 
ology; the  anatomy  of  emphysema 

e.  Control  of  respiration  in  relation  to  lung 
pathology 

f.  Mechanics  of  respiratory  structures 

g.  Ventilation-perfusion  relationship 

This  symposium  will  provide  for  the  reader  the 
most  recent  concepts  of  normal  pulmonary  ventila- 
tion, how  this  ventilation  is  disturbed  by  various 
diseases,  and  what  takes  place  in  the  alveoli. 

“PULMONARY  STRUCTURE  AND  FUNC- 
TION” (A  Ciba  Foundation  Symposium)  edited 
by  A.  V.  S.  de  Reuck  and  Maeve  O’Connor. 
Published  in  November,  1962  by  Little,  Brown 
and  Company  of  Boston.  403  pages.  101  illus- 
trations. $11.50. 


In  the  Ciba  Foundation  Symposium  on  “Enzymes 
and  Di-ug  Action”  71  international  authorities  from 
Belgium,  Denmark,  England,  France,  Gennany, 
Scotland,  Spain,  Switzerland,  and  the  U.S.A.  dis- 
cussed the  evolving  concepts  in  biochemistry  which 
are  most  likely  to  be  of  importance  for  future  ad- 
vances in  pharmacology.  This  was  the  eighth 
symposium  in  the  series  organized  by  the  Co-or- 
dinating Committee  for  Symposia  on  Drug  Action. 
Subjects  discussed  included  the  following: 

a.  Acetylcholinesterase  and  carbonic  anhydrase 
(enzymes  as  primary  points  of  drug  action) 

b.  Active  transport  of  enzymes  (pinocytosis, 
mechanisms  of,  and  effects  of  drugs  on) 

c.  Multiple  mechanisms  (insulin,  digitalis,  cen- 
tral nervous  system  depressants) 

d.  Receptors  (induction  of,  relation  between  en- 
zymes and  receptors) 

e.  Altered  drug  metabolism  (adaptive  enzymes, 
drug  tolerance,  genetics  of  drug  sensitivity) 

f.  Drug  metabolism:  subcellular  aspects  (cel- 
lular injury  by  drugs,  protection  against  cel- 
lular injury  by  drugs) 

g.  Drug-enzyme  interaction  at  the  molecular 
level  (models  of  active  centers,  events  at  the 
cell  membrane) 


h.  Interaction  at  the  subcellular  and  cellular 
levels  (subcellular  particles,  antihistamines 
and  membrane  permeability,  microsomal  en- 
zymes, endoplasmic  reticulum,  transaminase 
and  GABA,  and  drug  interaction) 

“ENZYMES  AND  DRUG  ACTION”  edited  by 
J.  L.  Mongar  and  A.  V.  S.  de  Reuck.  Pub- 
lished in  November,  1962  by  Little,  Brown  and 
Company  of  Boston.  556  pages.  90  illustra- 
tions. $12.50. 

“The  Exocrine  Pancreas,”  another  Ciba  Founda- 
tion Symposium,  presents  papers  and  discussions 
by  28  international  authorities  from  England, 
France,  Germany,  Hungary,  Scotland,  Sweden  and 
the  U.S.A.  These  investigators  have  discussed  their 
work  on  such  topics  as  electrolyte  and  enzyme  se- 
cretion, the  morphology  of  the  exocrine  pancreas, 
and  the  metabolic  aspects  of  pancreatic  diseases. 

Papers  given  and  discussed  included  the  follow- 
ing: 

a.  The  ultrastructure  and  histochemistry  of  the 
exocrine  pancreas 

b.  The  influence  of  diet  on  the  enzyme  content 
of  the  pancreas 

c.  The  pancreatic  secretion  of  fluid  and  elec- 
trolytes 

d.  Nervous  and  hormonal  regulation  of  pan- 
creatic secretion  (secretin,  cholecystokinin, 
pancreozymin) 

e.  The  measurement  of  pancreatic  secretory 
function 

f.  Normal  and  abnormal  digestive  function 

g.  Pancreatic  regeneration 

h.  Pancreatic  biopsy 

“THE  EXOCRINE  PANCREAS”  — (Normal 
and  Abnormal  Functions  of),  edited  by  A.  V.  S. 
de  Reuck  and  Margaret  P.  Cameron.  Pub- 
lished in  November,  1962  by  Little,  Brown  and 
Company  of  Boston.  390  pages.  91  illustra- 
tions. $11.50. 

Another  distinguished  volume  in  the  now  famous 
Ciba  Foundation  Colloquia  on  Endocrinology  is 
Volume  14  entitled  “Immunoassay  of  Hormones.” 
This  is  the  record  of  a symposium  participated  in 
by  28  world  authorities  from  Canada,  England, 
Scotland,  Sweden,  Switzerland,  and  the  U.S.A. 
This  book  is  a virtual  chronicle  of  progress  in  basic 
endocrinology,  representing  both  immunologic  and 
endocrinologic  thought,  and  shedding  light  on  the 
whole  complex  problem  of  detection  and  assay  of 
hormones  by  immunochemical  means. 

A sampling  from  the  table  of  contents  indicates 
the  scope  of  this  volume: 

a.  Some  aspects  of  immunochemical  methods 
for  the  characterization  of  protein  hormones 
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b.  Immunological  studies  with  human  growth 
hormone 

c.  Immunoassay  of  serum  growth  hormone  in 
diabetes  mellitus 

d.  Immunological  studies  of  insulin 

e.  Endogenous  and  pancreatic  insulins 

f.  Demonstration  of  the  hormonal  status  of  en- 
dogenous glucagon 

g.  Some  studies  with  antiserum  to  thyrotropin 

h.  Immunobiological  studies  of  thyrotropin 

i.  Studies  with  antisera  to  corticotropin  (ACTH) 

j.  Determination  of  gonadotropins  in  urine  by 
a hemagglutination  inhibition  reaction 

k.  Immunological  studies  with  pituitary  hor- 
mones 

l.  Lactogenic  hormone  (prolactin) 

“IMMUNOASSAY  OF  HORMONES”  (Vol- 
ume 14  of  the  Ciba  Foundation  Colloquia  on 
Endocrinology).  Eited  by  G.  E.  W.  Wolsten- 
holme  and  Margaret  P.  Cameron.  Published  in 
November,  1962  by  Little,  Brown  and  Com- 
pany of  Boston.  419  pages.  85  illustrations. 
$10.75. 


The  Ciba  Foundation  Study  Group  No.  12  has 
had  their  papers  and  discussions  published  in  the 
small  book  entitled  “Curare  and  Curare  - like 
Agents.”  19  international  authorities  from  Brazil, 
England,  France,  Italy,  Scotland,  Sweden,  Switzer- 
land, and  the  U.S.A.  read  papers  which  included 
the  following  subjects: 

a.  The  fate  of  curare  during  curarization 

b.  Influence  of  curare  on  uptake  and  release  of 
a neuromuscular  blocking  agent  labelled  with 
radioactive  iodine 

c.  Drug-receptor  interactions  at  the  neuromus- 
cular junction 

d.  Structure-action  relations  throwing  light  on 
the  receptor 

e.  Experimental  hazards  and  artefacts  in  the 
study  of  neuromuscular  blocking  drugs 

Group  discussions  followed  the  presentation  of 
each  paper,  and  are  included  in  this  book. 

“CURARE  AND  CURARE-LIKE  AGENTS,” 
edited  by  A.  V.  S.  de  Reuck.  Published  in  No- 
vember, 1962  by  Little,  Brown  and  Company 
of  Boston.  103  pages.  26  illustrations.  $2.95. 


Just  off  the  press,  and  arriving  just  in  time  for 
this  review  to  meet  the  printing  deadline  for  this 
issue,  is  the  latest  book  published  by  the  C.  V. 
Mosby  Company  — “Synopsis  of  Pediatrics”  writ- 
ten by  James  G.  Hughes,  MD,  Chairman  of  the 
Department  of  Pediatrics  at  the  University  of  Ten- 
nessee College  of  Medicine  in  Memphis,  with  the 
collaboration  of  twenty  of  his  faculty  colleagues. 

This  book  gives  compact  yet  comprehensive  ma- 
terial on  the  pediatric  problems  with  which  the 
physician  comes  in  contact  most  frequently.  It  is 
an  ideal  reference  for  use  in  daily  practice.  Ori- 
ented to  an  explanation  of  the  fundamental  mechan- 
isms of  disease  so  as  to  correlate  clinical  manifes- 
tations with  underlying  body  processes,  its  em- 


phasis is,  however,  on  treatment.  Forty-one  tables 
are  included,  vai-ying  in  length  from  one  short 
paragraph  to  thirty-nine  pages,  the  latter  being 
an  especially  valuable  “Table  of  Pediatric  Dosages” 
for  all  of  the  commonly  used  drugs  now  on  the 
market.  This  table  lists  the  drugs  by  generic 
names  and  trade  names  and  informs  the  reader 
as  to  what  forms  of  the  drugs  can  be  obtained. 
Another  very  useful  table  is  entitled  “Selection 
of  Diagnostic  Microbiologic  Specimens,”  and  this 
table  covers  nine  pages  of  the  text.  One  has  only 
to  look  up  the  suspected  infection  and  by  reference 
to  this  table  the  physician  can  determine  what  speci- 
men is  needed,  how  to  handle  it,  and  what  labor- 
atory tests  should  be  requested. 

There  is  a table,  six  pages  in  length,  listing  the 
normal  values  for  the  chemical  constituents  and 
physician  properties  of  the  blood  of  infants  and 
children,  listing  differences  to  be  expected  in  dif- 
ferent age  groups.  Chapter  headings  include  the 
following: 

a.  Immunization  procedures 

b.  Pediatric  ophthalmology 

c.  Pediatric  surgery 

d.  Pediatric  orthopedics 

e.  Mesenchymal  diseases  in  childhood 

f.  Mental  retardation 

g.  Common  fluid  and  electrolyte  problems  in 
pediatrics 

h.  Pediatric  cardiology 

i.  Pediatric  hematology  and  disorders  of  coagu- 
lation 

It  is  a pleasure  to  refer  to  this  straight-forward, 
well-organized  presentation  which  offers  helpful 
and  up-to-the-minute  practical  advice,  and  this  re- 
viewer recommends  it  to  anyone  actively  engaged 
in  giving  medical  care  to  children.  It  is  obtainable 
on  a 30-day  approval  basis,  but  I warn  you  — you 
won’t  want  to  return  it. 

“SYNOPSIS  OF  PEDIATRICS”  by  James  G. 

Hughes,  MD.  Published  in  February,  1963  by 

C.  V.  Mosby  Company  of  St.  Louis.  1031  pages 

with  63  illustrations.  Price  $9.85. 


TUBERCULOSIS  ABSTRACTS 

RESPIRATORY  ABNORMALITIES  IN 
EOSINOPHILIC  GRANULOMA 
OF  THE  LUNG 

- Lt.  Commander  Lee  Hoffman  (MC)  USNR  : Jerome  E. 

Cohn,  MD.  and  Edward  A.  Gaensler,  MD,  The  New  Eng- 
land Journal  of  Medicine,  September  20,  1962. 

Five  cases  of  this  lung  condition,  which  is 
rare  but  on  the  increase,  w’ere  followed  by 
physiologic  studies  for  from  two  to  nine  years. 
Mechanics  of  breathing  were  normal  in  most 
of  the  subjects,  but  there  was  severe  impair- 
ment of  diffusing  capacity  and  marked  ven- 
tilation-perfusion discrepancies.  Diagnosis  can 
be  made  with  certainty  only  by  lung  biopsy. 

Interstitial  and  perivascular  granulomas,  sur- 
rounded by  eosinophiles  and  histiocytes,  scattered 
at  random  throughout  the  lung  parenchyma,  con- 
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stitute  the  pathologic  pattern  of  pulmonary  eosino- 
philic granuloma.  The  expected  physiologic  de- 
rangements would  be  alterations  in  intrapulmonaiy 
distribution  of  gas  and  blood,  impaiiTnent  of  gas 
diffusion  across  the  alveolocapillary  membrane,  and 
alterations  in  the  mechanical  properties  of  the 
lungs. 

The  present  report  is  based  on  study  of  five 
cases  of  eosinophilic  granuloma  confined  to  the 
lungs  in  which  extensive  clinical  and  physiologic 
measurements  were  made  at  intervals  up  to  nine 
years. 

FUNCTION  TESTS 

Spirograms  were  recorded  and  from  these  the 
fast  vital  capacity  (VC)  and  its  subdivisions  and 
the  maximum  midexpiratory  flow  (MMEF)  were 
obtained.  The  maximum  breathing  capacity  (MBC) 
was  measured  also. 

Pulmonary  compliance  was  calculated  from  simul- 
taneous records  of  volume  and  intraesophageal 
pressure. 

All  blood  and  gas  collections  were  made  during 
steady-state  conditions,  with  the  subject  supine  after 
resting  for  at  least  20  minutes,  and  during  exercise 
on  a treadmill.  Diffusing  capacity  was  measured 
by  0=  and  CO  methods,  both  by  single  breath  and 
during  steady  breathing. 

Observations  were  made  at  inteiwals  of  four 
weeks  to  eight  and  five-tenths  years. 

CHARACTERISTIC  LESIONS 

Lesions  found  in  all  five  cases  were  character- 
istic. Small,  gray-white,  firm  nodules  were  scat- 
tered throughout  the  parenchyma  of  the  lungs. 
Histologic  patterns  varied  considerably,  depending 
upon  the  stage  of  the  disease.  Most  of  the  granu- 
lomas occurred  in  interstitial  tissue.  Arteriolitis 
was  common  and  focal  involvement  of  small  air- 
ways was  also  noted.  In  one  case  “bronchiolitis” 
was  more  prominent  than  in  the  other  cases.  In 
some  specimens  areas  of  fibrosis  were  interspersed 
with  active  granulomas,  and  focal  emphysema  sur- 
rounded these  areas. 

One  case  provided  an  opportunity  to  study  two 
stages  of  eosinophilic  granuloma  of  the  lung. 
In  1955  nodular  parenchymal  lesions  and  many 
subpleural  blebs  were  found  by  lung  biopsy.  The 
microscopical  anatomy  was  typical  of  eosinophilic 
gi’anuloma  although  fibrous  tissue  was  prominent. 

Two  years  later  the  pattern  found  at  autopsy 
was  vastly  different.  The  lung  was  stiff  and  non- 
collapsing. Whole-lung  sections  demonstrated  an 
irregular  pattern  of  air  spaces  varying  in  size  up 
to  1 cm  in  diameter,  interspersed  with  blood  ves- 
sels of  many  sizes.  Thick  bands  of  mature  fibrous 
tissue  separated  dilated  air  spaces  and  vascular 
channels.  The  cystic  spaces,  lined  with  respiratory 
epithelial  cells  of  fibrous  tissue,  may  have  repre- 
sented dilated  bronchioles,  coalesced  alveolar  spaces 
or  newly  formed  sacs.  No  unequivocal  evidence  of 
eosinophilic  granuloma  was  found  at  this  stage. 
The  hilar  lymph  nodes  were  normal.  No  lesions 
were  found  in  the  hypothalamic-hypophyseal  sys- 
tem. 
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Without  the  previous  biopsy  a specific  cause  for 
the  widespread  alteration  of  lung  architecture 
could  not  have  been  ascertained,  and  this  is  the 
stage  of  disease  called  “honeycomb  lung”  by  J. 
Gough  and  others.  The  suspicion  of  eosinophilic 
granuloma  arises  then  only  if  the  patient  also  had 
diabetes  insipidus. 

PATHOPHYSIOLOGY 

The  physiologic  observations  can  be  considered 
in  terms  of  the  pathologic  findings.  The  earliest 
documented  phase  of  pulmonary  eosinophilic  granu- 
loma is  characterized  by  a diffuse  infiltrative  pro- 
cess encroaching  upon  air  spaces  and  small  blood 
vessels.  This  leads  to  decrease  in  lung  compliance 
and  diminished  lung  volumes.  As  the  process 
clears  the  lung  compartments  enlarge.  Normal 
mechanics  of  breathing  was  a characteristic  find- 
ing in  nearly  all  subjects  in  serial  studies. 

Only  one  case  had  some  decrease  in  expiratorj" 
flow  rates  initially.  In  the  final  stage  of  the 
disease  the  terminal  airways  were  markedly  dis- 
torted. However,  the  supporting  structures  of 
these  conduits  were  not  lost  as  they  are  in  em- 
physema. Thus,  airway  resistance  remains  low 
and  ventilatory  capacity  high. 

Impaired  alveolocapillary  diffusion  in  eosino- 
philic granuloma  may  result  from  two  distinct  but 
often  associated  processes.  During  the  active  phase 
of  the  disease  interstitial  lesions  may  thicken  the 
membrane  and  increase  the  barrier  to  gas  exchange. 
Damage  to  pulmonary  arterioles  may  decrease  the 
number  of  effective,  perfused  capillaries  and  there- 
by reduce  the  surface  area  of  effective  alveolo- 
capillary membrane  available  for  gaseous  diffusion. 

INCIDENCE 

The  incidence  of  eosinophilic  granuloma  is  un- 
known. Cases  have  been  reported  with  increasing 
frequency  in  recent  years.  This  may  be  the  result 
of  more  common  use  of  lung  biopsy  in  the  diag- 
nosis of  diffuse  lesions  of  the  lung.  There  are  no 
pathognomonic  clinical,  radiographic,  or  physi- 
ologic features.  The  disease  usually  occurs  in  white 
men  between  20  and  40  years  of  age.  Although 
the  course  is  usually  benign  and  self-limited,  pul- 
monary insufficiency  of  varying  degrees  may  en- 
sue. Nonspecific  pulmonary  fibrosis  may  be  a con- 
sequence of  eosinophilic  granuloma. 

Histological  examination  of  lung  tissue  is  essen- 
tial for  diagnosis.  Scalene  adenectomy  has  proved 
useless  in  cases  reported.  An  assumed  association 
between  proved  eosinophilic  granuloma  of  bone  and 
a pulmonary  infiltrate  seen  on  X-ray  study,  al- 
though reasonable,  can  be  misleading.  About  28 
per  cent  of  all  cases  have  had  one  or  more  episodes 
of  spontaneous  pneumothorax,  and  diabetes  insipi- 
dus has  been  reported  in  21  per  cent  of  cases  but 
was  not  found  in  this  series. 

One  patient  treated  with  large  doses  of  adreno- 
corticosteroid  drugs  showed  marked  improvement 
in  all  modalities  of  function  and  rapid  clearing  of 
the  roentgenogram  of  the  chest.  In  3 other  pa- 
tients X-ray  clearing  was  less  well  related  to  func- 
tional changes,  and  clinical  improvement  occurred 
during  periods  without  treatment.  Radiation 
therapy  in  1 case  caused  no  improvement. 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Browm,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
4202  Harney  Street,  Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 

Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary' 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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brand  of  propantheline  bromide 


r • peptic  ulcer 
in  A • gastritis 

biliary  dyskinesia 

Prompt,  positive  control  of  excess  gastroin- 
testinal acidity  and  motility  has  earned  for 
Pro-BanthIne  the  widest  acceptance  as  the 
standard  anticholinergic  medication. 

Authorities  in  pharmacology  and  therapeu- 
tics recognize  the  beneficial  actions  of  Pro- 
BanthIne.  Clinicians  prescribe  it  more  often 
than  any  other  drug  of  its  class. 

In  patients  with  peptic  ulcer  or  other  con- 
ditions characterized  by  hyperfunction  of  the 
enteric  tract,  Pro-Banthine  relieves  pain, 
suppresses  excessive  secretion  and  motility, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-BanthIne”  when  anti- 
cholinergic medication  is  indicated. 


• spastic  colon 

• pylorospasm 

• functional  gastrointestinal  disorders 

Pro-Banthine  is  supplied  in  seven  forms 
and  combinations  for  every  clinical  need. 

Pro-Banthine  Tablets  of  15  mg. 

Pro-Banthine  Ampuls  of  30  mg. 

Pro-Banthine  p.a.®  (Prolonged  Acting)  Tablets  of 
30  mg. 

Pro-Banthine  (Half  Strength)  Tablets  of  7.5  mg. 

Pro-Banthine®  with  Dartal®  Tablets,  contain- 
ing 15  mg.  of  Pro-BanthIne  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

Pro-BanthIne  with  Phenobarbital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno- 
barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
Banthine  and  15  mg.  of  phenobarbital. 

6.D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 
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WHAT  WOULD  HAPPEN  TO  YOUR 
PRACTICE  ...  IF  NO  PATIENT  EVER 
CAME  TO  SEE  YOU  AGAIN? 

If  you  are  hospitalized,  or  disabled,  for  a long 
time  — the  results  could  be  much  the  same! 

PROTECT  YOURSELF  against  “Loss  of  Time” 
with  the  broad  new  protection  available  from 
“The  Doctors’  Company”.  Send  coupon  below 
TODAY  for  full  information. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 
“The  Doctors’  Company” 
Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
1 1 5 So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time”  policy. 

NAME AGE 

ADDRESS 

CITY STATE 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


241 S **0"  St^  LiacelBl,  Nebraska 

AUTHORIZED  CONTRACT  AGENT 


Current  Comment 

Laboratory  Tests  At  AMA  Meeting — 

About  one-seventh  of  the  14,000  MB’s  at- 
tending the  annual  AMA  convention  last 
June  had  clinical  pathology  tests  made  at  the 
exhibit  laboratoiy  conducted  in  connection 
with  the  “Annual  P.E.  for  eveiy  M.D.” 

Seventeen  separate  tests,  selected  for  their 
applicability  to  health  evaluation  of  men 
between  30  and  65  years  of  age,  were  per- 
formed on  2000  visitors  in  five  daj’s,  accord- 
ing to  a report  in  the  Journal  of  the  Michi- 
gan State  Medical  Society. 

Dr.  Thomas  M.  Peery,  George  Washing- 
ton University  School  of  Medicine,  Washing- 
ton, DC,  was  chief  of  the  planning  commit- 
tee and  in  charge  of  14  supervisors  and  a 
technical  staff  of  30,  mostly  Registered 
IMedical  Technologists.  The  technologists, 
though  aided  by  the  most  advanced  instru- 
ments and  products,  had  to  work  a few  12- 
hour  days  to  turn  out  the  approximately 
34,000  answers  reported  to  physicians  on  the 
mornings  following  collection  of  their  speci- 
( Continued  on  page  38- A) 


You  told  me  to  take  one  pill  4 times  a day. 
I took  one,  and  couldn’t  get  it  up  again. 
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—stops  pain,  too 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


CUSACK-HARMON 

COMPANY 

for 

Physician's  and  Hospital  Supplies 
Physical  Therapy  Equipment 
Sick  Room  Supplies 
Surgical  Supports 
Laboratory  and  X-ray  Supplies 

in  Omaha,  Nebraska 

111  South  17th  St.  Medical  Arts  Bldg. 


Decorator  Consultant,  Mrs.  Dorothy  Gleason,  A.I.D. 


FREE  ESTIMATES 


Equipment 
plans  for 
new  clinics 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Car  Spaces 

You  and  your  pa- 
tients con  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Choir  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Incpuries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Laboratory  Tests  At  AMA  Meeting — 

(Continued  from  page  36-A) 
mens.  Twenty-five  pathologists  from  Chi- 
cago and  nearby  were  on  hand  in  relays  to 
consult  with  physicians  on  results  of  their 
tests. 

The  laboratory  was  sponsored  by  the  AMA 
Section  on  Pathology  and  Physiology.  Co- 
operating in  the  staffing  and  financing  were 
the  American  Society  of  Clinical  Patholo- 
gists, College  of  American  Pathologists, 
American  Society  of  Medical  Technologists, 
Heart  Disease  Control  Program  of  the  U.S. 
Public  Health  Service,  and  manufacturers 
of  equipment  and  products  used. 

Tests  performed  were : 

Blood  — glucose,  cholesterol,  uric  acid, 
transaminase,  alkaline  and  acid  phosphatase, 
urea  nitrogen,  protein,  albumin,  hemato- 
crit, leukocyte  count,  sedimentation  rate,  and 
serological  test  for  syphilis. 

Urine  — protein,  glucose,  bilirubin,  and 
occult  blood.  Results  as  recently  reported, 
were:  Elevated  blood  cholesterol  was  found 
in  533  (30  per  cent)  of  the  physicians  tested. 


elevated  uric  acid  in  632  (36  per  cent),  and 
elevated  blood  glucose  in  378  (21  per  cent). 

Four  urinalysis  procedures  yielded  122 
abnormalities,  three  hematologic  procedures 
also  revealed  122  abnormalities,  and  a sero- 
logic test  revealed  five. 

Explains  New  Tax  Regulations — 

The  installation  by  the  Internal  Revenue 
Service  of  an  automatic  data  processing  sys- 
tem which  uses  modern  high-speed  electron- 
ic equipment  necessitates  the  use  of  numbers 
in  addition  to  names  to  identify  taxpayers 
in  electronic  and  other  records.  In  order  to 
give  effect  to  this  new  system.  Congress  en- 
acted legislation  last  year  providing  for  tax- 
payer-identifying numbers  on  Federal  tax 
returns  and  related  documents,  effective  for 
the  tax  year  1962  and  thereafter.  And,  in 
this  connection.  Congress  authorized  the 
Commissioner  of  Internal  Revenue  to  pre- 
scribe regulations  requiring  taxpayers  and 
payers  of  income  to  obtain  and  use  identify- 
ing numbers.  Such  regulations  have  recent- 
ly been  adopted. 
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Current  Comment 

Smoking  Facts  for  Teen-Agers — 

Noting  that  physicians  have  no  hesita- 
tion in  actively  pushing  preventive  measures 
in  fields  such  as  poliomyelitis  or  smallpox, 
an  editorial  in  the  Texas  State  Journal  of 
Medicine  urges  a real  effort  to  teen-agers 
of  the  effect  of  cigarette  smoking. 

Of  25  studies  made  here  and  abroad  on 
the  relation  between  smoking  and  cancer 
of  the  lung,  none  have  been  negative.  Chron- 
ic bronchitis,  emphysema,  and  bronchiecta- 
sis are  related  to  chronic  irritation  of  the 
lung  and  cripple  before  they  kill.  Earlier 
death  and  also  chronic  and  crippling  lung 
diseases  are  related  to  the  irritating  effect 
of  cigarette  smoking. 

It  is  too  late  to  teach  new  tricks  to  old 
dogs  but  an  effort  should  be  made  to  inform 
teen-agers  of  the  facts,  and  let  them  make 
up  their  own  minds.  Most  of  them  are  in- 
telligent enough  to  come  to  sensible  conclu- 
sions about  smoking,  even  if  their  parents 
are  not. 


“Just  a second,  lady,  and  I’ll  fix  that  ‘poor 
circulation’.” 
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DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  tO  words.  Advertise* 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
fellow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing:, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

RETIRING  CREIGHTON  GRADUATE  presents 
opportunity  for  American  educated  M.D.  competent 
to  assume  large,  lucrative  general  practice  in  Chi- 
cago. Fully  equipped  office  and  two  competent 
nurses.  Requirements:  Evidence  of  permanency 
and  good  faith.  Write  Box  22,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 

ST.  LOUIS,  MISSOURI  — RESIDENTS  — 
OPENING  IMMEDIATE  AND  ALSO  JULY  1,  1963, 
Yearly  contract,  ECFMG  certification,  permanent 
visa;  new,  voluntary,  general  hospital  JCAH  ac- 
credited; 150  beds,  near  medical  schools;  super- 
vised resident  program;  living  accommodations 
available,  liberal  salary.  Write:  Box  23,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 


GENERAL  PRACTICE  — Available  July  1st, 
Omaha.  Fully  equipped  office.  Leaving  for  resi- 
dency. Write  Box  25,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

USED  RADIUM  NASAL  APPLICATOR  — Ap- 
proximately 50  milligrams,  in  excellent  condition. 
Also  2 treatment  chairs,  2 treatment  tables,  an 
examining  table,  and  a Mayo  stand.  Call  Lincoln, 
Nebraska,  432-1127  or  432-6601. 


INTERNIST  OR  PHYSICIAN  — With  Internal 
Medicine  interest  to  be  associated  with  four  estab- 
lished men  in  group  practice  in  Western  Nebraska. 
Recreation  and  industrial  center.  Paifnership  in 
one  year.  Write  Box  24,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 


ASSOCIATED  GENERAL  PRACTITIONER 
WANTED  — An  established  practice  with  a new 
office  building  in  a growing  town  of  3000  near 
Kansas  City,  Mo.  Plans  for  a partnership  agree- 
ment when  mutually  desired.  Contact  A.  W.  Ek- 
lund,  M.D.,  Pleasant  Hill,  Mo. 


INTERNIST  — Fourteen  man  Iowa  group  has 
opening  for  Board  qualified  Internist.  City  of  30,- 
000,  new  Clinic  Building,  complete  laboratory  and 
X ray.  Partnership  in  two  years  — salary  open. 
Write  Box  21,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska. 
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Current  Comment 

Puerto  Rico  Plan  Broke — 

A financial  crisis  is  forcing  radical 
changes  in  Puerto  Rico’s  medical  associa- 
tion-sponsored health  insurance  plan. 

Covering  more  than  100,000  persons  in 
the  commonwealth,  the  plan  faces  a loss  of 
$1.2  million  by  the  end  of  this  year.  A 
stockholders’  meeting  — the  group  is  con- 
trolled by  its  777  physician-  and  211  den- 
tist-members— has  voted  unanimously  to  ab- 
sorb the  loss  by  charging  only  20  per  cent 
of  regular  fees  from  September  through 
December.  August  services  were  free. 


British  Health  Costs  Soar — 

The  cost  of  running  the  British  National 
Health  Service  in  1960-61  went  up  11.5  per 
cent,  which  Enoch  Powell,  Britain’s  Mini- 
ster of  Health,  says  represents  “an  unusual 
increase.”  Expenditure  during  the  y e a r 
was  $2.3  billion  compared  with  $2  billion 
in  the  previous  year. 


in  OMAHA.  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 


In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visif  fhe  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 
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Splint  & Brace 
SHOP ... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 


•VXERTIFIED 


We  Moke  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 
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urine 

tests 


as 

basic 


your 

stethoscope 


Oacetest* 

urine  ketones 

0 clinitest 

urine  sugA 

O ictotest 

urine  bilirubin 

ialbustix' 

I — I urine  protein 

clinistix' 


urine  glucose 


hemastix' 

hepnaturia!  hetnoglobinuria  ^ I 

ketostix' 

urine  ketones 

phenistix' 

• uritie  bhen\lketones 


Ames  products  are  available 
through  your  regular  supplier. 
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& tension 
Librium 

The  singular  specificity  of  Librium  in  controlling  anxiety  and  tension 
has  proven  to  be  an  advantage  in  a wide  range  of  disorders  character- 
ized by  anxiety  of  varying  degrees.  Notably  effective  in  patients 
whose  symptoms  are  primarily  emotional,  Librium  is  equally  valuable 
when  organic  disease  is  aggravated  or  prolonged  by  accompanying 
anxiety.  Coupled  with  its  efiectiveness  is  an  outstanding  record  of  safety. 
Librium  has  few,  if  any,  of  the  unwanted  side  effects  associated  with 
tranquilizers  and  daytime  sedatives  — no  extrapyramidal  effects,  no 
autonomic  blocking,  and  no  dulling  of  mental  alertness.  Consult  liter- 
ature and  dosage  information,  available  on  request,  before  prescribing. 

the  successor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  — 7-chloro-2-methylamino-5*phenyh3H-l,4-benzodiazepine  4-oxide  hydrochloride 
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in  severe  respiratory  infections 
refractory  to  other  measures 

CHLOROMYCETII^ 

(chloramphenicol,  Parke-Davis) 


for  established 
clinical  efficacy  against 
susceptible  organisms 


jin  Friedlander’s  Pneumonia®*’’ 

\lthough  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
3 good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated, 

|ln  Hemophilus  Influenzae  Pneumonia®’'*'”’’'* 

I 

‘Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
jn  pneumonias  caused  by  H.  influenzae. 

jin  Staphylococcal  Pneumonia’  ®’” 

;HL0R0MYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and- 
alone  or  in  combination  with  other  antibiotics-should  be  considered  when  other  antistaphylococcal 
jrugsare  ineffective. 

jin  Acute  Epiglottitis'*’’®^” 

This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

'in  Pneumonias  Due  to  Gram-negative  Bacilli® 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

jin  Staphylococcal  Empyema’^ 

[The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Posfgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L.: 
New  England  J.  Med.  253:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 


PARKE-DAVIS 


fAIIKC.  DA  US  A COUAANY.  Dtlioit  11.  M,ct,lg,n 


1:230,  1959. 


THE  NEBRASKA  STATE 
MEDICAL  JOURNAL 


APRIL.  1963  VOL.  48.  NO.  4 


EDITOR— 

GEORGE  W.  COVEY.  MD 
2900  Jackson  Drive.  Lincoln  2 


2900  Jackson  Drive,  Lincoln  2,  Nebraska 
Phone  423-2197 


CONTENTS: 

EDITORIALS- 

Teach  and  Learn  165 

Business  Management  for  Doctors: 

Another  Viewpoint  166 

Emergency  Oxygen  Supply  167 

President's  Page  168 

ORIGINAL  ARTICLES- 

Intermittent  Peritoneal  Dialysis  in 

Acute  Renal  Failure  169 

C.  F.  Gutch,  MD 
S.  C.  Stevens,  PhD 
F.  L.  Watkins,  RN 


ASSOCIATE  EDITORS— 

FREDERICK  M.  NEBE.  MD 
Review  Editor 

943  Stuart  Building.  Lincoln  8 

RICHARD  L.  EGAN.  MD 
St.  Joseph’s  Hospital,  Omaha 

C.  R.  HANKINS,  MD 

822  The  Doctors  Building,  Omaha  31 

J.  MARSHALL  NEELY,  MD 
924  Sharp  Building,  Lincoln  8 

W.  MAX  GENTRY,  MD 
1720  Tenth  Street,  Gering 

GEORGE  E.  STAFFORD,  MD 
800  South  13th  St.,  Lincoln  8 

B.  R.  BANCROFT,  MD 

Kearney  Medical  Arts  Building,  Kearne) 

JAMES  J.  O’NEIL,  MD 

612  Medical  Arts  Building.  Omaha  2 

FRANK  P.  STONE.  MD 
2300  South  13th.  Lincoln  2 

ROBERT  J.  STEIN,  MD 
430  Stuart  Building,  Lincoln  8 

J.  H.  BARTHELL,  MD 

1012  Sharp  Building,  Lincoln  8 


The  Physician's  Responsibility  for  Total 

Rehabilitation  of  His  Patients  173 

Harold  N.  Neu,  MD 

A Report  of  Four  Patients  with  Systemic 

Lupus  Erythematosus  178 

Jack  M.  Stemper,  MD 

An  Integrated  Study  of  Hearing  in  Children; 

The  Results  of  a Screening  Program  for 

7,000  School  Children  180 

Thomas  Timothy  Smith,  MD 
Robert  E.  Hawkins,  MD 
John  A.  McGee,  MA 


H.  A.  HANSEN,  MD 

48th  and  A Streets,  Lincoln  6 

H.  V.  MUNGER,  MD 

140  South  27th  St.,  Lincoln  10 

BERNARD  F.  WENDT,  MD 

735  South  56th  Street,  Lincoln  6 

FRANK  COLE.  MD 

2430  Lake  Street.  Lincoln  2 

FRANK  H.  TANNER.  MD 

1835  South  Pershing  Road,  Lincoln  2 

K.  D.  ROSE,  MD 

University  Health  Service,  Lincoln  8 

KEN  NEFF,  Business  Manager 
1315  Sharp  Building,  Lincoln 
Telephone  HEmlock  2-7585 


SUBSCRIPTION  RATE 


Value  of  Cervical  Cytology  in  a 

General  Surgical  Practice  184 

Robert  J.  Fitzgibbons,  MD 

SPECIAL  CONTRIBUTION- 


$5.00  Per  Year  Single  Copies  50c  Each 


The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 


Neurologic  Manifestations  of  Hematologic 


Disorders  188 

John  A.  Aita,  MD 

ORGANIZATION  SECTION- 

Coming  Meetings  194 

Medicare  in  Operation  194 

The  Month  in  Washington  195 

Human  Interest  Tales  196 

Announcements  197 

News  and  Views  198 

Deaths  200 

Abstracts  200 

The  Woman's  Auxiliary  . 200 

Know  Your  Blue  Shield  Plan  201 

Tuberculosis  Abstracts  201 

Books  203 

Organizations,  National  203 

Organizations,  State  204 


Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
(SY2  by  11  in.)  white  paper.  Wide  margins 
(at  least  1V4  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Joumara 
address. 

Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1963  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 


4A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


I 


For  dramatic  restoration 


WINSTROL 

brand  of  STANOZOLOL 


Oral  anabolic  therapy  with  the  new 
physiotonic  WINSTROL  results  in 
the  restoration  of  the  patienVs 
positive  protein  metabolism; 
confidence,  alertness  and 
sense  of  well-being. 

WINSTROL  combines  highest  potency*  with 
outstanding  tolerance,  stimulates  appetite 
and  promotes  weight  gain . . . restores  a posi- 
tive metabolic  balance.  WINSTROL  reverses 
the  catabolic  effects  of  concomitant  corti- 
costeroid or  ACTH  therapy.  WINSTROL  re- 
builds body  tissue  while  it  builds  strength, 
confidence  and  a sense  of  well-being. 

Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or 
with  meals;  young  women,  I tablet  b.i.d.;  children 
from  6 to  12  years,  up  to  I tablet  t.i.d.;  children 
under  6 years,  V2  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  Winstrol  with  a high  protein  diet. 

Side  Effects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible.  In  patients  with  impaired 
cardiac  and  renal  function,  there  is  the  possibility 
of  sodium  and  water  retention.  Liver  function  tests 
may  reveal  an  increase  in  bromsulphalein  reten- 
tion,  particularly  in  elderly  patients.  In  such  cases,  i 

therapy  should  be  discontinued.  Although  Winstrol 
has  been  used  in  patients  with  cancer  of  the  pros-  t 

tate,  its  mild  androgenic  activity  is  considered  by  , 

some  investigators  to  be  a contraindication. 

With  Winstrol,  patients  look  better 
...feel  stronger — because  they  are 
stronger! 

*ANIMAL  DATA 

Winthrop  Laboratories,  New  York  18,  New  York 
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Lifts  depression 


1 


“I  feel  like  my  old  self  again!”  Thanks  to  your 
balanced  Deprol  therapy,  her  depression  has  lifted  and  her  mood 
has  brightened  up  - while  her  anxiety  and  tension  have  been  calmed  down. 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest 
have  replaced  her  emotional  fatigue. 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


IVhile  energizers  may  stimulate  the  patient 
i^hen  she  is  depressed  — i/iey  often  aggravate 
er  anxiety,  tension  and  insomnia. 

tnd  although  tranquilizers  may  help  the 
tatient  when  she  is  tense  and  anxious  — they 
>ften  deepen  her  depression  and  emotional 
atigue. 

’hese  “seesaw”  effects  are  avoided  with 
Deprol.  It  lifts  depression  as  it  calms  anxiety— 
i balanced  action  that  brightens  the  mood,  re- 


laxes tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Exceptionally  ivell  tolerated.  In  four  years  of 
clinical  use  no  liver  toxicity,  hypotension,  psy- 
chotic reactions  or  changes  in  sexual  function 
have  been  reported  with  Deprol. 

Compatible  with  therapy  for  physical  diseases. 
Deprol  does  not  complicate  specific  therapies 
for  cardiovascular,  G.I.  and  upper  respiratory 
conditions. 


Energizers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
lecessary,  this  may  be  increased  gradually  up  to  3 
ablets  q.i.d.  With  establishment  of  relief,  the  dose 
nay  be  reduced  gradually  to  maintenance  levels. 
Composition:  1 mg.  2-diethylaminoethyl  benzilate 
lydrochloride  (benactyzine  HCl)  and  400  mg. 
neprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Vrite  for  literature  and  samples. 


^Deprol^* 


WALLACE  LABORATORIES /CranftMry,  N.  J. 


CO'739 


for 

inflamed, 
infected, 
itching 
skin  lesions 


‘CORTISPORIN’ OINTMENT 

brand 

anti-inflammatory  / bactericidal  / antipruritic 


• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against 
most  gram-positive  and  gram-negative 
organisms,  including  Pseudomonas 
aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflam- 
mation or  infection  occurs  and  is  acces- 
sible for  topical  therapy,  as  in  burns, 
wounds,  skin  grafts;  and  plastic,  proc- 
tologic, gynecologic,  or  general  surgi- 
cal procedures. 

Dermatologic  Indications:  Atopic,  con- 
tact, stasis,  infectious  eczematoid,  and 
lichenoid  dermatitis;  neurodermatitis, 
eczema,  pyoderma;  anogenital  pruritus; 


primary  dermatoses  with  or  without  sec- 
ondary infection;  external  otitis. 
Caution:  As  with  other  antibiotic  prep- 
arations, prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. 

Available:  In  tubes  of  V2  oz.  with  appli- 
cator tip  and  Vs  oz.  with  ophthalmic  tip. 
Although  the  Vs  oz.  tube  is  intended  for 
ophthalmic  use,  it  may  be  used  topically. 

Each  gram  contains: 

'Aerosporin'®  brand 

Polymyxin  B*  Sulfate 5,000  Units 

Zinc  Bacitracin  400  Units 

Neomycin  Sulfate  5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone  lOmg.  (IV0) 

Special  White  Petrolatum q.s. 

*U.S.  PAT.  NOS.  2,565.057  AND  2,695,261 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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FOR  PROFESSIONAL 


RECOMMENDATION  ONLY 


THE  NEW  LEDERLE 
NON-PRESCRIPTION  SYMBOL 


This  new  symbol  is  used  to  distinguish  Lederle  products  your  patients  may  purchase  without 
prescription  but  which  we  believe  should  have  your  professional  recommendation.  Today,  with 
the  cost  of  medical  care  often  the  subject  of  discussion,  it  is  imperative  that  only  highest  quality 
products  be  recommended  so  that  the  purchaser  receives  ^1  value.  For  ^1  value  recommend 
Lederle  products  because  Lederle  quality  control  goes  far  beyond  ordinary  minimums. 

This  symbol  represents  a long-standing  Lederle  policy  and  is  your  assurance  that  Lederle 
products  are  promoted  only  in  an  ethical  manner.  It  identifies  Lederle  non-prescription  prod- 
ucts, some  of  which  are  GEVRAL®  Capsules  Vitamin- Mineral -Nutritional  Supplement 
GEVRABON®  Geriatric  Vitamin-Mineral  Supplement,  STRESSCAPS®  Stress  Formula  Vitamins  and 
FERRO-SEQUELS®  Sustained  Release  Iron  Capsules. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Now  you  can  have  oxygen  available  any  time,  anywhere 


. . . if  you  keep  the  new  portable 
LINDE  Emergency  Oxygen  Unit 
on  hand.  It  provides  a steady, 
controlled  flow  of  oxygen  at  a 
rate  of  6 liters  per  minute  for 
approximately  15  minutes. 

Assembled  in  seconds,  this 
easy-to-use  unit  comes  com- 
plete with  oxygen  supply  cylin- 
der, pre-set  oxygen  regulator, 
oxygen  tube  and  mask,  instruc- 
tion booklet  and  handy  carrying 
case.  Only  $19.95. 

If  you  or  any  member  of  your 
family  suffers  from  a lung  or 
heart  condition,  or  any  disorder 
that  involves  difficulty  in  breath- 
ing, ask  your  physician  about  the 
LINDE  Emergency  Oxygen  Unit. 

Lincoln  Welding  Supply  Co. 

216  SOUTH  7TH 
LINCOLN,  NEBRASKA 
PHONE  432-4293 
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solid  results! 


This  is  the  kind  of  response  you  can  expect  with 
Robinul  therapy. 

Because  Robinul’s  anticholinergic  action  is  so 
specific,  so  intense,  and  so  consistent,  it  pro- 
vides a favorable  internal  environment  for  ulcer 
healing. 

Positive  suppression  of  gastric  acid  volume. 

Moeller^  demonstrated  that  2 mg.  of  Robinul  de- 
creases the  volume  of  HCI  secreted  by  73%  within 
one  hour  and  85%  within  two.  Epstein^  described 
Robinul’s  “intensive  antisecretory  action”  as  “ex- 
emplary.” 

Significant  increase  in  gastric  pH.  In  his  studies 
comparing  the  effect  of  anticholinergics  on  gastric 
pH,  Sun^  found  that  the  optimum  effective  dose  of 
Robinul  ". . . produced  suppression  of  gastric  acidity 
to  pH  4.5  or  higher  in  all  16  patients  examined.” 
Posey'*  reported  “an  excellent  reduction  of  gastric 
acidity  ...  in  12  of  15  patients ” 

Desirable  antimotility  effect.  Young  and  Sun^  found 
that  although  Robinul  (given  subcutaneously)  dem- 
onstrated its  ability  to  suppress  antral  motility,  a 
2 mg.  oral  dose  “did  not  affect  gastric  emptying  or 
intestinal  transit  time”  in  six  patients  with  duodenal 
ulcer. 


New  freedom  from  side  effects.  Robinul  has  shown 
that  an  anticholinergic  need  not  be  plagued  with  a 
high  percentage  of  side  effects.  Of  1705  patients 
in  clinical  investigations,  many  of  whom  were 
studied  on  above-normal  doses,  fewer  than  7% 
experienced  side  effects  of  a moderate-to-severe 
degree,  with  only  3%  requesting  discontinuance  of 
the  medication. 

PRESCRIBING  INFORMATION: 

Robinul  and  Robinul-PH  have  provided  good  to  excellent 
results  in  83.1%  of  795  reported  cases  of  peptic  ulcer. 
SIDE  effects:  Dryness  of  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  seldom  troublesome  and 
may  generally  be  controlled  by  reduction  of  dosage.  Other 
unwanted  effects  such  as  rash  have  been  reported,  but 
only  very  rarely. 

precautions:  Administer  with  care  to  patients  with  incip- 
ient glaucoma.  Contraindicated  in  acute  glaucoma,  pros- 
tatic hypertrophy,  and  in  presence  of  urinary  bladder  neck 
obstruction  or  pyloric  obstruction  or  stenosis  with  signifi- 
cant gastric  retention.  Robinul-PH  is  contraindicated  in 
patients  sensitive  to  phenobarbital  or  with  advanced 
hepatic  or  renal  disease. 

references:  l.  Moeller.  H.C.:  Ann.  New  York  Acad.  Sc.  99:158, 
Feb.  28,  1962.  2.  Epstein,  J.  H.:  Am.  J.  Gastroent.  37:295,  1962. 
3.  Sun,  D.C.  H.:  Ann.  New  York  Acad.  Sc.  99:153,  Feb. 

28,  1962.  4.  Posey,  E.  L.,  Jr.:  Am.  J.  Digest.  Dis.  7:863, 

1962.  5.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann.  New  York 
Acad.  Sc.  99:174,  Feb.  28,  1962. 

A.  H,  Robins  Co.,  Inc.  Richmond  20,  Virginia 


ANTICHOLINERGIC 


Robinul 
Robinul-PH 


Brand  of  glycopyrrolate,*  1 mg.  per  tablet 


ANTICHOLINERGIC/SEDATIVE 


Glycopyrrolate,  1 mg.,  and  phenobarbital,  Vt  gr.  per  tablet 


*U.  8.  PATENT  NUMBER  2.956.062 


It  you  don^t  have  fluoride 
in  your  water... 
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• • • you  should  know  ubout  new 
Vi^Duylin^  w /Fluoride  with  entrupped  fluvor 


The  evidence  is  in.  More  than  8,000  pubiished  reports  verify  the  effectiveness  and  safety  of  fluoride  as 
prophylaxis  against  dental  caries.  Yet  most  communities  today  are  still  without  water  fluoridation. 

If  you  are  in  such  an  area,  new  Vi-Daylin  w/Fluoride  is  an  almost  ideal  means  of  supplementation 
for  children.  For  three  reasons: 

1.  Each  tablet  contains  the  equivalent  of  1 mg.  fluoride.  This  is  the  amount  suggested  for  children 
three  and  over  by  the  American  Dental  Association.*’-* 


2.  As  in  regular  Vi-Daylin  Chewable,  your  patient  gets  the  benefit  of  entrapped  flavor.  This  ingenious, 
double-coating  process  permits  complete  entrapment  of  raw  vitamin  tastes  and  odors— and  keeps 
delicate  flavoring  oils  fresh  until  the  moment  of  use.  Result:  A tablet  that  tastes  like  citrus  candy. 


3.  Sweetened  with  sugar-free  Sucaryl®.  Because  Sucaryl  is  non-nutritive,  it  will  not  react  with 


bacteria  to  form  acids  in  the  mouth. 

Cost?  No  more  than  regular  Vi-Daylin  Chewable  in  economical  bottles  of  100. 

1.  Prescribing  Supplements  of  Dietary  Fluorides,  Council  of  Dental  Therapeutics,  J.A.D.A.,  56:591,  April,  1958. 

2.  Fluoride  Compounds,  Accepted  Dental  Remedies,  27th  Ed.:139,  1962. 

VI-DAYLIN  w/FLUORIDE— Multivitamins  with  Fluoride.  SUCARYL— Abbott's  Non-Caloric  Sweetener. 


*ln  areas  where  drinking  water  is  substantially  devoid  of  fluoride. 


304213 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablished  1927 


Current  Comment 

The  Practicing  Student — 

Almost  everyone  in  or  near  the  medical 
world  is  giving  his  opinion  on  the  continuing 
education  of  the  practicing  physician.  A 
cursory  glance  at  other  organizational  pub- 
lications shows  that  this  is  true  in  other 
geographic  and  scientific  areas. 

An  editorial  in  The  Pennsylvania  Medical 
Jo2i7'nal  notes  that  these  courses  offer  a wide 
variety  of  opportunities  to  study  basic  sci- 
ences, to  learn  new  techniques,  to  review 
small  and  large  segments  of  medicine,  and 
to  bring  one’s  education  up-to-date.  The  op- 
portunities come  in  a great  variety  of  ways 
— short,  “one-shot”  courses,  longer,  one-day- 
a-week  courses,  and  prolonged,  continuous 
instruction.  It  is  apparent  that  something 
of  value  is  close  to  each  of  us  — close  in 
time  and  close  in  geography. 

The  courses,  themselves,  are  offered  by 
renowned  organizations,  are  planned  by 
skilled  administrators  and  taught  by  ex- 
perts. This  is  to  be  expected  in  view  of 
(Continued  on  page  22-A) 


W.  B.  SAUNDERS  COMPANY  features 
the  following  new  editions  in  their  full 
page  advertisement  appearing  elsewhere 
in  this  issue: 

REED  - COUNSELLING  IN  MEDICAL 
GENETICS 

An  up-to-date  book  telling  you  ex- 
actly what  you  want  to  know  about 
the  chances  of  a hereditary  disability 
being  passed  from  parent  to  child. 

NADAS  - PEDIATRIC  CARDIOLOGY 

A practical  text  covering  the  entire 
field  of  heart  disease  in  children. 

HINSHAW  and  GARLAND  - DISEASES 
OF  THE  CHEST 

A u s e f u I book  unsurpassed  for 
vividness  of  illustration  and  com- 
pleteness of  coverage. 
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Put  your 
low-back  patient 
1 back  on  the  payroll 

i 

Soma  relieves  stiffness 
—stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity— often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study;  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  DOSAGE: 
1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


all  things  considered 

in  bronchitis— Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 
involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory/cardiac  function ...  physicians  often  include  DECLOMYCIN  demethylchlor- 
tetracycline  in  the  course  of  therapy. 

DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines ...  at  lower 
dosage... and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 


the 

fteeision 
18  /or 


This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 

Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMYCIN  provides  the 
“extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 


H 


CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  N.  Y. 


Trocinate 


Brand  of  Thiphenamil  HCI. 


FOR  DIVERTICULITIS,  MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA,  IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


o' rocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito-urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HCI. 

Usual  Dosage  ; 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 


Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 


Manufacturers  of  ethical  pharmaceuticals  since  1856 
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SAUNDERS 

BOOKS 


Net^  (2nd)  Edition! 

Nadas  — 

Pediatric  Cardiology 

Here  is  penetrating  insight  into  the  differences  and 
peculiarities  of  diagnosis  and  treatment  of  heart  disease 
in  children  as  opposed  to  adults.  Primary  emphasis  is 
on  effective  office  management.  Topics  range  from  an- 
giocardiography to  anesthesia  for  children  with  heart 
disease.  Differential  diagnosis  of  murmurs  is  extensively 
covered.  For  such  disorders  as  acute  rheumatic  fever, 
atrial  septal  defects,  etc.,  you’ll  find  details  on;  in- 
cidence, anatomy,  physiology,  pathology,  clinical  picture, 
course  and  prognosis,  differential  diagnosis,  plus  every 
aspect  of  treatment.  For  this  New  (2nd)  Edition  recent 
refinements  in  diagnostic  techniques  are  fully  covered. 
Revised  criteria  for  surgical  intervention  and  recently 
developed  surgical  techniques  are  presented.  New,  im- 
proved electrocardiograms  are  included  among  the  new 
illustrations. 

By  Alexa.nder  S.  Nadas,  M.D.,  F.A.C.P.,  Assistant  Clinical  Professor  of 
Pediatrics,  Harvard  Medical  School;  Cardiologist.  The  Children’s  Hos- 
pital; Physician,  Sharon  Cardiovascular  Unit,  Children’s  Medical  Cen- 
ter, Boston.  About  768  pages,  x 9%"^  with  about  529  hgures. 

About  $16.00.  Neic  (2nd)  Edition  — Ready  May! 

New  (2nd)  Edition! 

Hinshaw  and  Garland  — 

Diseases  of  the  Chest 

In  this  fully  revised  New  (2nd)  Edition,  chest  diseases 
are  presented  concisely  and  understandably  to  give  you 
thorough  step-hy-step  details  of  management.  Under 
each  disease  the  authors  discuss : background,  incidence, 
statistical  distribution,  diagnosis,  symptoms,  pathology 
and  classification,  radiologic  appearance,  treatment  and 
prognosis.  Important  sections  cover  topics  ranging  from 
bronchial  asthma,  bacterial  and  viral  pneumonia,  etc., 
to  foreign  bodies  in  the  larynx  and  tracheobronchial 
tree,  and  coccidioidomycosis.  In  this  new  edition  you’ll 
find  a completely  new  section  on  Pulmonary  Function 
and  a marked  expansion  of  the  material  on  Carcinoma 
of  the  Lung.  Many  new  chest  films  have  been  added. 
Chapters  on  bronchitis  and  emphysema  are  extensively 
re-written  and  expanded.  The  entire  book  is  up-dated 
throughout. 

By  H.  Corwin  Hinshaw,  M.D.,  Ph.D.,  D.Sc.,  Clinical  Professor  of 
Medicine;  and  L.  Henry  Garland,  M.B.,  B.Ch.,  MD.,  Clinical  Pro- 
fessor of  Radiology,  University  of  California  School  of  Medicine,  San 
Francisco.  About  800  pages,  7"  x 10^',  with  about  650  illustrations  on 
312  figures.  About  $20.00.  New  (2nd)  Edition — Ready  May! 


New  (2nd)  Edition! 

Reed — Counseling  in 
Medical  Genetics 

This  up-to-date  New  (2nd)  Edition  is  packed  with  spe- 
cific answers  for  the  questions  your  patients  ask  you 
about  heredity.  Thousands  of  physicians  profited  from 
the  first  edition  of  Dr.  Reed’s  book.  He  gives  you  con- 
cise facts  on  the  chances  of  a disease  or  abnormality 
being  transmitted  from  parent  to  child.  Almost  every 
chapter  is  devoted  to  a common  genetic  problem. 

You’ll  find  lucid  advice  on  the  problems  of  mental 
retardation,  mongolism,  club  foot,  obesity,  convulsive 
seizures,  the  schizophrenias,  harelip  and  cleft  palate, 
the  central  nervous  system  syndrome,  disputed  patern- 
ity, allergies,  genetic  effects  of  radiations,  heart  diseases, 
skin  color,  etc.  Illustrative  examples  show  how  the 
information  is  used  in  actual  practice.  They  show  types 
of  requests  for  genetic  information  which  have  come  to 
the  author  from  agencies,  physicians,  parents,  etc.  The 
reply  given  to  the  questioner  and  the  follow-up  infor- 
mation obtained  later  is  included. 

Major  attention  is  paid  to  diseases  or  abnormalities  that 
appear  with  a frequency  of  better  than  one  in  1,000 
births.  The  Appendix  lists  practically  all  traits  that  may 
be  transmitted  to  children.  Dr.  Reed  gives  a reference 
for  each  one — usually  the  most  recent  authoritative 
article  known  to  him.  You’ll  find  listings  of  such  traits 
as:  adrenal  hyperplasia — Dandy-Walker  syndrome  — 

pancreatitis — retinal  aplasia  — Urns’  tumor  — etc. 

Recent  advances  in  the  area  of  medical  genetics  have 
required  a complete  rewriting  for  this  revision.  New 
chapters  cover  Cancers,  The  Chromosome  Break- 
through, and  the  Environment.  The  wealth  of  counsel- 
ing experience  available  to  the  author  has  grown  to 
over  2500  “cases,”  all  handled  at  the  Dight  Institute 
for  Human  Genetics. 

By  Sheldon  C.  Reed,  Pb.D.,  Director,  Dight  Institute  for  Human  Ge- 
netics, The  University  of  Minnesota.  278  pages,  5%"  x 8".  About  $5.50. 

New  (2nd)  Edition — Just  Ready  I 


To  Order  Moil  Coupon  Below! 


W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 


Please  send  when  ready  and  bill  me: 


□ Reed — Counseling  in  Medical 

Genetics About  $5.50 

□ Hinshaw  & Garland — Diseases 

of  the  Chest About  $20.00 

□ Nadas — Pediatric  Cardiology About  $16.00 
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I SJC  4-63  I 

I I 


from  sodoku  in  India 


I 


to  pharyngitis  in  Nebraska 


Whether  treating  sodoku  or  a host  of  other  infections,  physicians  throughout  the  world  continue 
to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness  and  excellent  tolerability.  Not  a 
single  case  of  phototoxic  reaction,  blood  dyscrasia  or  neurologic  disturbance  directly  attributable  to 
Terramycin  has  been  reported  in  more  than  3,000  clinical  papers  in  the  last  12  years.  In  your 
practice,  the  next  infection  you  see  will  very  likely  be  “Terra-responsive.” 

Sodoku  is  a synonym  for  the  type  of  rat-bite  fever  occurring  in  the  heavily  populated  Far  East.  The 
causative  organism  is  Spirillum  minus,*  a flagellated  spirochete  easily  identified  in  dark-field  prep- 
arations by  its  quick,  darting  motility.  Besides  the  bandicoot,*  indigenous  to  India  and  Ceylon, 
other  rodents,  ferrets  and  cats  spread  the  disease.  During  the  incubation  period,  which  lasts  from 
five  to  sixty  days,  the  bite  wound*  heals,  only  to  become  inflamed  and  edematous  with  the  onset  of 
the  acute  stage.  Fever,  malaise,  and  a characteristic  purplish  maculopapular  rash  mark  the  erup- 
tion of  the  disease.  Without  treatment,  relapses  may  recur  periodically  for  four  to  six  weeks. 

*illustrated 


IN  BRIEF  \The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad-spectrum  antibiotics,  overgrowth 
of  nonsusceptible  organisms  may  develop.  If  this  occurs,  discontinue  the  medication  and  institute  appro- 
priate specific  therapy  as  indicated  by  susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin 
are  rare.  For  complete  information  on  Terramycin  dosage,  administration,  and  precautions,  consult  pack- 
age insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


WOULD  YOUR  OFFICE  RENT  STOP  . . . 
IF  YOU  WERE  HOSPITALIZED  FOR 
SIX  MONTHS? 

Of  course  not!  That’s  just  one  of  the  reasons 
why  wise  physicians  and  dentists  take  ad- 
vantage of  broad  new  benefits  available  in 
our  “Loss  of  Time”  policy. 

We  pay  YOU  each  month  when  you  are  hos- 
pitalized or  disabled. 

For  full  details,  at  no  obligation,  simply  send 
the  coupon  below. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 

“The  Doctors  Company” 

Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
1 1 5 So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time"  policy. 

NAME AGE 

ADDRESS 

C I T Y ST  AT  E 


Splint  & Brace 
SHOP ... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 

•^CERTIFIED 

We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


The  Practicing  Student — 

(Continued  from  page  14-A) 

the  benevolent  intent  of  the  organizations; 
they  are  interested  in  elevating  the  level 
of  performance  of  the  practitioner. 

However,  it  has  not  been  sufficiently  em- 
phasized that  the  recipient  of  all  this  instruc- 
tion is  radically  different  from  the  regular 
object  of  the  attentions  of  the  teacher  of 
medicine  in  our  medical  colleges.  The 
“pupil”  has  changed  a good  deal  since  he 
sat  in  the  amphitheatre  of  his  undergradu- 
ate days.  He  has  taken  what  he  had  learned 
as  an  undergraduate  and  has  entered  into 
practice  — a practice  which  is  his  own  and 
in  which  he  has  developed  his  own  abilities 
and  special  skills.  He  has  learned  the  value 
of  experience  and  the  meaning  of  practice  in 
acquiring  education,  but  he  has  also  devel- 
oped special  needs,  and  special  areas  in 
which  he  must  brush  up  to  become  a better 
physician. 

He  would  likely  feel  that  the  outlook  of 
those  planning  his  education  should  not  be 
that  of  the  educator  who  is  outlining  the 
fundamental  training  of  future  physicians. 


The  whole  situation  has  changed,  because 
the  “student”  is  now  in  a position  to  know 
his  needs  and  the  whole  subject  of  electives 
takes  on  a new  meaning.  His  courses  ought 
to  be  one  hundred  per  cent  elective!  He  is 
more  than  ever  in  need  of  skilled  teaching 
by  the  man  in  the  front  rank  of  medicine  and 
especially  in  its  scientific  aspects.  He  is 
more  than  ever  in  need  of  professional  plan- 
ning of  the  way  he  gets  his  schooling.  But 
he  can  now  advise  the  faculty  as  to  what 
and  how  he  should  be  taught. 

Because  of  the  changed  character  of  the 
man  in  the  benches,  it  behooves  the  man 
planning  the  courses  to  acquire  a new  out- 
look. And  because  of  the  huge  variety  of 
the  needs  of  the  practitioners,  let  us  rejoice 
at  the  multiplication  and  differentiation  of 
our  educational  opportunities. 

AM  A — Fallacies  and  Facts — 

For  more  than  a decade,  a number  of  fal- 
lacies about  the  American  Medical  Associa- 
tion have  appeared  in  the  press,  in  speeches, 
or  have  been  aired  on  radio  and  television. 

(Continued  on  page  26-A) 
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For  your  elderly  arthritic  patients 


A.- c . vv 


', ' ’’ii.  'i  at ;!<  >.  ■•  '?  -. 


AN  EFFECTIVE 

GERIATRIC 

ANHARTHRITIC 
WITH  ESSENTIAL 

lFETY  IbACTORS 


safely  indicated 
-even  in 

the  presence  of 

HYPERGLYCEMIA 

Pabalate-SF  may  be  prescribed  with  confidence  to  elderly  arthritics— even  in  the  presence 
of  hyperglycemia  — because  of  its  widely  recognized  Safety  Factors:  (1)  its  potassium  salts 
cannot  contribute  to  sodium  retention;  (2)  its  enteric  coating  assures  gastric  tolerance;  and 
(3)  its  use  is  free  from  the  serious  reactions  in  diabetic  patients  sometimes  noted  during 
therapy  with  steroids  or  pyrazolone  derivatives.  As  for  effectiveness,  it  has  been  found 
“superior  to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders.”^ 

Each  persian-rose  enteric-coated  tablet  contains:  potassium  salicylate,  0.3  Gm.;  potassium 
para-aminobenzoate,  0.3  Gm.;  ascorbic  acid,  50  mg. 

1.  Ford,  R.  A.,  and  Blanchard,  K.  P.:  J.-Lancet  78:185, 1958. 


Precaution:  Occasionally,  mild  salicylism  may  impairment,  care  should  be  taken  to  avoid  ac- 
occur,  but  this  responds  readily  to  dosage  cumulation  of  salicylate  and  PABA.  Supply: 
adjustment.  In  the  presence  of  severe  renal  Bottles  of  100  and  500  enteric-coated  tablets. 

Pabalate- 

(the  new,  convenient  way  to  prescribe  Pabalate-Sodium  Free) 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 


Calms  the 


and 

anxious 

patient 


‘Miltown’  is  a known  and  dependable  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for 
either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate  (‘Miltown’) 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  seven  years  of  clinical  use 

Outstanding  Record  of 
Effectiveness  and  Safety 

Relieves  anxiety  and  anxious  depression  in  a 
broad  spectrum  of  clinical  conditions.  Doesn’t 
leave  patients  “too  groggy”  to  work  or  think 
or  learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves 
physical  tension  as  well  as  emotional  stress. 

Toxicity  is  low  and  side  effects  are  few.  Does  not 
cause  liver  damage  or  Parkinson-like  effects. 


1 

2 

3 


USUAL  DOSAGE:  One  or  two  400  mg.  tablets  t.i.d. 
SUPPLIED:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  Meprotabs®  —400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
cap.sules  as  Meprospan®-400  and  Meprospan®-200 
( containing  respectively  400  mg.  and 
200  mg.  meprobamate ) . 


Miltown* 

meprobamate  (Wallace) 

WALLACE  laboratories/ Cranbury,N.  J. 


CM«e6M 


1220  DEWEV  AVENUE  WAUWATOSA  1 3,  WISCONSIN 

A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
Tei.  No.:  Biuemound  8-2600 


AM  A — Fallacies  and  Facts — 

(Continued  from  page  22-A) 

Most  of  these  false  statements  have  been 
written  or  spoken  because  of  misunderstand- 
ing, misinformation,  or  lack  of  knowledge 
about  the  AMA,  comments  an  Editorial  in 
The  Journal  of  the  Michigan  State  Medical 
Society. 

Here  is  one  of  the  most  persistent  fallacies 
about  the  AMA  — and  the  facts : 

Fallacy  — The  AMA  is  always  “against” 
everything  and  never  “for”  anything. 

Fact  — The  AMA  has  compiled  a long, 
distinguished  and  enduring  history  of 
achievement  in  advancing  the  science  and  art 
of  medicine.  All  of  these  accomplishments 
are  a part  of  the  printed  record.  No  one, 
who  has  perused  the  record,  would  hint  that 
such  achievements  could  be  accomplished  by 
a regressive  attitude. 

In  fact,  the  record  shows  AMA  often  sug- 
gested public  health  legislation  10  to  20  years 
before  it  became  law.  The  AMA  through 
the  years  has  been  against  a lot  of  things  — 
anything  which  in  the  collective  judgment  of 


the  physicians  who  are  in  the  AMA  would 
retard  the  advancement  of  medicine,  would 
damage  the  quality  of  medical  care  in  Amer- 
ica or  would  hinder  or  destroy  the  free  prac- 
tice of  medicine.  Nevertheless,  the  AMA 
has  been  for  much  more  than  it  has  been 
against.  Medical  progress  proves  it  and  so 
does  the  congressional  record.  The  Kerr- 
Mills  Medical  Aid  for  the  Aged  Law  passed 
by  Congress  last  year  is  one  of  the  many 
measures  supported  by  the  AMA.  In  the 
85th  Congress,  700  bills  affecting  medicine 
directly  or  indirectly  were  introduced.  The 
AMA  testified  on  28  measures,  supporting 
19  and  opposing  6.  Testimony  on  the  others 
was  purely  informational.  More  than  700 
such  bills  were  introduced  in  the  86th  Con- 
gress. The  AMA  submitted  43  statements 
on  25  bills.  Only  6 statements  on  4 bills 
were  in  opposition,  11  were  informational 
and  26  were  in  support  of  legislation.  A 
negative  record  ? Hardly. 

Insurance  Coverage  Grows — 

An  estimated  55  per  cent  of  the  total 
noninstitutionalized  aged  population  are  pro- 
( Continued  on  page  30- A) 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 

by  reducing  the  anxiety  and  fear 
that  intensify  pain 

by  potentiating  analgesics — enabling 

. ® . I 1 , you  to  reduce  narcotic  dosage  by 

Inorazme  is  not  an  analgesic  50  to  75% 

brand  of  chlorpromazine  and  by  controlling  nausea  and  vomiting. 

Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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FORMULA: 


DOSAGE: 


SUPPLIED: 


Each  15  cc.  (tablespoon)  contavis: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F. 225  mg. 

Kaolin  3 Gm. 


Opium  tincture  U.S.P.  ...0.08  cc. 
(equivalent  to  2 cc.  paregoric) 

Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 


EFFECTIVE 


ill  iiitli/wb 

l/^lABORATORIESj 
New  York  18,  N.  Y, 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


Bottles  of  16  fl.  oz.  (raspberry  flavor,  pink  color) 
Exempt  Sarcotic,  Available  on  Prescription  Only. 


HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 


The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York 


You  can  enl  ancc  the  \aluc  of  youi  own  Journal  by  patronizing  its  advertisers 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 

axton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


Insurance  Coverage  Grows — 

(Continued  from  page  26- A) 
tected  now  with  health  insurance.  This  adds 
up  to  more  than  nine  million  persons  65  and 
over  who  have  health  insurance,  including 
some  4.75  million  elderly  covered  by  insur- 
ance companies. 

More  than  200  insurance  companies  are 
actively  issuing  health  insurance  policies  to 
the  aged,  and  several  of  these  companies 
also  offer  paid-up-at-65  policies.  Seven  of 
every  ten  workers  covered  under  group 
health  insurance  policies  issued  by  insur- 
ance companies  during  1961  have  the  right 
to  retain  their  coverage  when  they  retire. 

Confreres  of  the  Cloth — 

Should  a patient  be  told  his  illness  is 
fatal?  What  do  you  say  to  the  parents  of  a 
child  whose  life  has  slipped  away?  How  do 
you  prepare  an  anxious  family  for  an  event 
they  fear,  yet  hope  won’t  happen?  These 
and  similar  questions  are  foreign  to  no  doc- 
tor’s practice.  Yet  when  it  comes  to  con- 
fronting the  patient  or  his  family  with  the 
(Continued  on  page  36-A) 


“I  didn’t  ask  for  mustard.  I was  telling 
you  about  my  mastoid  operation.” 
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n dealing  with  the  chronic  stress  of  arthritis  the  physician 
)ften  faces  the  problem  of  nutritional  Imbalance.  High 
)otency  B and  C supplementation  is  needed  for  rapid 
epienishment  of  tissue  stores  of  these  water-soluble  vl- 
amins.  STRESSCAPS  meet  this  need  and  help  support 
he  natural  metabolic  defenses  in  the  disease.  Supplied  in 
lecorative  "reminder"  jars  of  30  and  100. 

.EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


Each  capsule  contains : 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS* 

Stress  Formula  Vitamins  Lederle 


Solfotori 

for  mild^  continuous  sedation 


($ach  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications:  identical 
to  those  of  T+  gr.  phenobarbital. 


Poythress,  White  Section,  Page  808  {1963  edition) 
and  Product  Identification  Section 


COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


TEACH  AND  LEARN 

Part  of  the  letter  head  of  the  Bulletin  of 
the  Governmental  Research  Institute,  Inc., 
of  the  University  of  Nebraska  is  composed 
of  these  lines,  “A  man’s  judgment  is  no  bet- 
ter than  his  information.”  Where  better 
could  this  aphorism  be  applied  than  to  the 
profession  of  medicine,  where  judgments  af- 
fecting life  must  be  made  many  times  each 
day.  The  sense  of  responsibility  to  improve 
one’s  medical  knowledge  is  endowed  with 
the  degree,  and  each  medical  graduate  goes 
forth  firmly  committed  to  the  task  of 
maintaining  his  proficiency  and  capability 
by  continued  professional  refreshment  in 
the  diverse  ways  open  to  him. 

Attrition  begins  on  this  committment  al- 
most instantly,  constantly  chipping  away  at 
resolves  until  little  remains  to  remind  one 
of  that  inner  promise  made  in  the  bloom 
of  commencement.  Heavy  practice  and  so- 
cial responsibility  contribute  much  to  that 
attrition,  in  the  small  town  and  the  large, 
in  general  practice  and  specialty  practice. 
This  it  is  that  in  the  eternal  conflict  for 
time,  where  patient,  family,  civic  responsi- 
bility, personal  health,  and  organizational 
duties,  all  vie  for  a portion  of  the  day,  it  is 
that  bit  of  reading  in  the  Journal,  the  Ar- 
chives, the  Proceedings,  that  loses  its  voice. 
As  resolve  slips,  substitutes  for  extensive 
reading  appear  on  the  horizon  as  if  attempt- 
ing to  vindicate  this  miscarriage  of  purpose. 
Medical  “newspapers,”  abstract  thro  w- 
aways,  compulsory  sectional  staff  meetings 
(ill  attended),  medicosocial  trips  to  Israel 
and  the  Orient,  taped  regurgitations,  and 
meetings,  meetings,  meetings,  attended  by 
compulsion  and  deficient  in  desire  to  learn. 
Over  and  above  it  all  hovers  the  spectre  of 
becoming  lost  in  the  spectacular  expansion 
of  medical  knowledge  attending  this  scien- 
tific era,  an  apparition  which  grows  with 
time  and  linear  distance  from  a center  of 
medical  learning. 

The  Oath  of  Hippocrates  contains  these 
words  to  which  a physician,  whose  ideals 


have  not  been  too  deeply  eroded  by  exposure 
to  society,  should  continue  to  subscribe;  “To 
consider  dear  to  me  as  my  parents  him  who 
taught  me  this  art  ...  to  teach  . . . this  art 
without  fee  or  written  promise;  ...  to  im- 
part to  . . . the  disciples  who  have  enrolled 
themselves  and  have  agreed  to  the  rules  of 
the  profession  . . . the  precepts  and  the  in- 
struction . . .”  It  is  amazing  the  number  of 
physicians  who  consider  this  an  anachro- 
nism, yet  rigidly  hold  to  the  concept  that 
the  precepts  laid  down  by  our  forefathers  in 
the  constitution  be  kept  inviolate.  The  truth 
is  that  both  are  as  valid  today  as  when  they 
were  propounded.  They  are  both  monu- 
ments to  man’s  attempts  to  live  with  him- 
self, ageless  and  everlasting.  The  only  an- 
swer to  the  problem  of  postgraduate  educa- 
tion is  that  those  who  know  continue  striving 
to  dispense  that  knowledge  to  those  who  do 
not  know.  I am  not  so  naive  as  not  to  rec- 
ognize the  complexities  inherent  in  that  sim- 
ple and  almost  trite  statement.  The  first  re- 
quirement is  to  accept  the  reality  that  de- 
grees of  knowledge  exist,  and  that  one  must 
teach  the  other.  The  second  is  that  one  must 
be  taught  by  the  other.  This  implies  listen- 
ing, attentively  and  with  humble  recognition 
that  knowledge  can  be  gained.  The  pathetic 
attendance  at  most  of  the  lectures  at  the 
Nebraska  State  Medical  Convention  attest 
to  the  lack  of  this  simple  attribute.  At  the 
same  time  it  implies  that  one  who  teaches 
must  be  a teacher  in  every  sense  of  the 
word. 

One  cannot  endorse  the  statement  made 
recently  by  one  of  our  local  physicians  that 
he  was  “damned  if  he  would  go  out  in  the 
state  to  teach  those  doctors”  knowledge 
about  his  specialty.  Having  conscientiously 
tried  this  before  and  having  met  with  the- 
open-door-but-empty-hall  treatment,  he  was 
disillusioned,  and  rightly  so.  But  he,  at  the 
same  time,  stood  ready  to  condemn  one  of 
“those  doctors”  for  having  missed  a diag- 
nosis. A let-the-other-fellow-do-it  attitude 
is  not  in  keeping  with  the  Hippocratic  Oath. 
At  the  same  time,  neither  can  one  endorse 
the  action  of  a physician  whose  pride  was  so 
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great  that  he  could  not  recommend  consulta- 
tion even  when  his  capabilities  were  obvi- 
ously inadequate  to  the  task.  There  is  little 
excuse  for  making  the  patient  a foil  in  a 
dual  between  generalist  and  specialist.  This 
dichotomy  of  purpose  must  cease  to  exist  if 
we  are  to  continue  as  a noble  profession 
whose  chief  purpose  is  to  cure  the  ill.  Al- 
ready internal  dissentions  have  exposed  a 
vital  weakness  where  our  foundations  are 
being  washed  away.  If  the  specialties  con- 
tinue to  be  jealous  of  their  knowledge  and 
suspicious  of  the  generalist,  under  the  guise 
of  protecting  the  patient  and  improving  the 
quality  of  American  medical  service;  and  if 
the  generalist  continues  to  be  jealous  of  the 
specialist,  purloining  his  knowledge  for  the 
purpose  of  flaunting  this  incompletely  un- 
derstood information  before  his  patients 
rather  than  for  increasing  his  diagnostic 
acumen,  then  this  puerile  conflict  can  end, 
but  only  in  disaster.  It  is  the  patient  who 
suffers,  and  already  his  knight-errant,  the 
Government,  is  coming  to  his  aid. 

In  my  desk  for  ready  referral  there  lies 
a cartoon  strip,  “Peanuts,”  clipped  from  the 
Omaha  World-Herald  of  July  9,  1961.  Linus 
has  just  missed  a stimulating  panel  discus- 
sion by  a physician,  a philosopher,  a theo- 
logian and  a dentist.  The  physician  and  the 
dentist  got  into  a big  fight  over  where  Cain 
got  his  wife.  The  philosopher  and  the  theo- 
logian agreed  that  a preschool  medical 
check-up  was  very  wise.  I suggest  that, 
important  as  medical  parliamentarianism  is, 
some  effort  be  made  to  return  to  the  prob- 
lems surrounding  the  practice  of  medicine, 
not  the  least  of  which  is  the  need  to  improve 
and  distribute  medical  information  so  that, 
as  a corallary,  judgments  (e.g.  diagnosis 
and  treatments)  might  be  universally  im- 
proved. The  logical  place  for  this  is  at  the 
annual  meeting  of  the  Nebraska  State  Med- 
ical Association,  soon  to  be  with  us.  Let  the 
social,  the  political,  and  the  purely  organiza- 
tional aspects  of  our  annual  meeting  be  mini- 
mized, that  it  may  return  to  its  original  pur- 
pose, a nucleus  for  the  dissemination  of  cur- 
rent knowledge  on  the  prevention  and  treat- 
ment of  illness. 

— K.D.R. 


BUSINESS  MANAGEMENT  FOR 
DOCTORS: 

ANOTHER  VIEWPOINT 

Under  the  title,  “Business  Management 
For  Doctors,”  an  editorial  was  published  in 
the  October,  1962,  issue  of  the  Jouryuil  (Ne- 
braska Med  J 47:557).  Only  one  Nebraska 
doctor  commented  adversely  on  this  editori- 
al but  he  declined  an  invitation  to  express 
his  opinions  editorially. 

Recently,  however,  by  way  of  the  tele- 
phone and,  later,  by  letter,  there  came  ob- 
jections to  portions  of  the  editorial  referred 
to  above.  These  communications  came  from 
representatives  of  The  Society  of  Profes- 
sional Business  Consultants.  Assuming 
there  are  Nebraska  doctors  who  are  inter- 
ested in  business  management  and  who  merit 
an  opportunity  to  hear  the  “other  side”  of 
the  questions  raised  in  the  original  editorial 
we  are  publishing,  below,  the  full  text  of  the 
letter  from  William  D.  Huntington,  Presi- 
dent of  The  Society  of  Professional  Business 
Consultants. 

It  is  strongly  suggested  that  correlation  of 
the  contents  of  the  two  documents  will  be 
more  successful  if  the  reader  first  reviews 
the  editorial  that  led  to  the  letter,  which 
follows : 

February  22,  1963 

George  W.  Covey,  M.D.,  Editor 
Nebraska  State  Medical  Journal 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Doctor  Covey: 

The  purpose  of  this  letter  is  to  present  an  analysis 
of  your  October  2,  1962  editorial,  “Business  Man- 
agement for  Doctors,”  the  other  viewpoint. 

Because  I am  currently  the  president  of  The 
Society  of  Professional  Business  Consultants,  it 
is  my  desire  to  speak  on  behalf  of  the  firms  men- 
tioned in  your  article,  as  w’ell  as  for  other  manage- 
ment firms  throughout  the  country. 

The  apparent  criticism  of  Professional  Manage- 
ment groups  connected  with  the  recent  Las  Vegas 
meeting  was  that  management  consultants  were  try- 
ing to  sell  their  services. 

This  meeting  was  held  because  we  found  a need 
and  a demand  for  the  type  of  information  fur- 
nished. As  a result  of  this  meeting,  we  have  been 
asked  by  medical  groups  to  present  further  educa- 
tional progi’ams.  I am  enclosing  tabulated  results 
of  that  conference  which  you  may  use  as  you  see 
fit. 

One  of  the  major  criticisms  that  we  have  is  the 
following  direct  quotation  from  your  editorial; 
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“How  then  is  ‘Business  Management’  to  be 
paid  ? There  is  really  only  one  logical  answer 
to  the  question  propounded  above:  increased 

fees,  collected  by  ‘hard-boiled’  methods,  by  the 
‘third  party,’  the  Business  Management.  In 
other  words,  a parasitic  business  management 
gets  its  money  from  the  patient  by  way  of  the 
Doctor.’’ 

This  broad  sweeping  condemnation  of  our  profes- 
sion is  not  only  unwarranted,  but  also,  it  is  not  based 
upon  factual  information.  We  challenge  your  quali- 
fications to  make  statements  of  this  sort  for  two 
reasons: 

1.  By  your  own  admission,  you  have  never  used 
or  been  asked  to  use,  by  a management  firm, 
the  services  you  condemn.  You  have  no  first 
hand  knowledge  on  the  subject. 

2.  By  your  own  admission,  you  have  not  been 
engaged  in  active  practice  for  two  years  and 
have  not  sought  the  opinion  of  your  colleagues 
on  the  subject  of  Business  Management  for 
Doctors.  On  what  logical  grounds,  then,  do 
you  condemn  our  profession? 

Your  article  correctly  points  out  that  Doctors  are 
ti’ained  in  the  science  of  medicine  and  that  Doctors 
reach  a saturation  point  on  workload.  The  most 
incorrect  statement  in  the  editorial  is  that  merely 
relieving  the  Doctor  of  some  business  details  is 
not  going  to  make  a significant  impression  on  his 
level  of  income.  May  I remind  you  that  all  recog- 
nized authorities  in  medicine  recognize  that  medi- 
cine is  not  only  a profession  but  it  is  also  a small 
business  entity.  The  professional  side  of  medicine 
is  one  for  which  you  are  capably  trained.  However, 
the  average  physician  has  little,  if  any,  training  or 
desire  to  handle  all  business  aspects  of  his  prac- 
tice. Delegation  of  this  responsibility  to  competent 
people  provides  more  time  for  the  Doctor’s  profes- 
sional duties  and  responsibilities.  Don’t  take  a 
layman’s  view  on  this;  ask  your  colleagues  who 
are  currently  engaged  in  active  practices. 

Your  personal  viewpoint  of  management  consult- 
ing is  not  shared  by  your  colleagues.  Within  the 
past  ten  to  twelve  years,  growth  in  this  field  has 
been  tremendous.  Currently  at  least  10,000  Doc- 
tors are  using  this  service  which  was  born  only 
thirty  years  ago.  Can  all  these  Doctors  be  wrong? 

Any  personal  service  is  based  upon  value  re- 
ceived. Our  profession  is  like  the  medical  pro- 
fession in  this  respect.  Our  clients  become  clients 
of  their  own  free  will.  We  have  no  contracts  with 
our  clients  for  specific  periods  of  time.  They  can 
terminate  at  any  time  they  desire.  Our  new  clients 
are  obtained  almost  exclusively  from  present  satis- 
fied clients. 

In  summary,  we  suggest  that  before  you  con- 
demn Business  Management  as  parasitic,  you  take 
the  time  to  get  some  accurate  information.  Don’t 
believe  a layman  if  you  choose.  Ask  your  col- 
leagues who  are  using  these  services.  Our  clients 
will  speak  for  us. 

Sincerely, 

THE  SOCIEY  OF  PROFESSIONAL 
BUSINESS  CONSULTANTS 

(Signed) 

William  D.  Huntington,  President 


EMERGENCY  OXYGEN  SUPPLY 

Included  among  the  advertisements  in  this 
issue  is  one  telling  about  the  recently  mar- 
keted Linde  Emergency  Oxygen  Unit.  Basic- 
ally, the  editors  of  your  journal  try  to  keep 
the  advertisements  and  editorials  separated, 
but  an  exception  is  made  in  this  case  because 
here  is  a valuable  little  unit  that  is  a po- 
tential life  saver.  It  is  mentioned  in  this 
column  because  it  represents  a definite  step 
forward  in  practicality.  This  unit,  consist- 
ing of  an  oxygen  tank  holding  90  liters,  a 
valve  which  controls  the  oxygen  flow  at  6 
liters  per  minute,  a plastic  face  mask  with 
breathing  bag,  and  the  necessary  connect- 
ing tubing,  comes  packed  in  a sturdy  paper- 
board  container,  the  latter  measuring  4i/> 
X 5 X 17  inches,  and  the  entire  unit  weigh- 
ing just  under  5 pounds.  It  can  be  assem- 
bled in  less  than  one  minute.  It  costs  less 
than  $20.00. 

This  unit  is  small  enough  to  fit  in  your 
car  and  not  be  a nuisance,  since  it  takes 
up  but  little  more  space  than  a shoe-box. 
True,  once  the  oxygen  tank  is  empty,  it  must 
be  replaced  — since  it  cannot  be  refilled, 
but  this  unit  is  intended  to  serve  as  an  emer- 
gency unit  and  it  is  not  meant  to  take 
the  place  of  the  larger  and  heavier  tanks 
with  their  delicate  and  easily  - damaged 
valves.  These  latter  tanks  still  have  their 
place  — the  same  place  they’ve  always  had 
— but  now  we  have  available  a small,  easily- 
carried  unit  for  the  doctor’s  office,  the  den- 
tist’s office,  the  doctor’s  car,  the  police  cars, 
the  local  swimming  pool,  the  manufacturing 
plant,  the  large  department  store,  the  local 
school,  the  theatre,  the  hotel,  or  any  public 
meeting  place.  In  addition,  you  may  want 
to  recommend  it  to  your  patients  with 
asthma,  or  those  with  angina.  They  may 
never  use  it  — but  it  may  serve  as  a cheap 
type  of  life  insurance,  and,  if  nothing  more, 
will  give  these  patients  peace  of  mind. 
What’s  more,  they  won’t  get  a coronary  from 
carrying  it  around  — the  entire  unit  weighs 
about  the  same  as  seven  issues  of  this  jour- 
nal. The  writer  has  used  this  Linde  Emer- 
gency Oxygen  Unit  and  has  found  it  easily 
and  quickly  assembled  and  very  satisfy- 
ing. In  a patient  suffering  from  the  pain 
and  symptoms  of  an  oncoming  coronary  oc- 
( Continued  on  page  201) 
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Comments  From, 
Your  President 

The  Administration  left  no  doubt  that  it 
would  push  hard  for  health  care  for  the 
aged  under  Social  Security.  The  current 
proposal  is  basically  similar  to  those  prev- 
iously rejected.  It  is  coercive,  including 
those  who  neither  want  or  need  it  and  it  in- 
terposes the  government  into  the  doctor-pa- 
tient relationship.  It  differs  from  last 
year’s  Anderson- Javits  bill  in  two  ways: 
First,  it  would  provide  benefits  through 
general  revenue  to  those  aged  who  are  not 
under  Social  Security  and  second,  the  “op- 
tion” to  use  private  carriers  has  not  been 
included.  Despite  the  fact  that  the  Admin- 
istration acknowledges  that  the  Kerr-Mills 
law  has  a role  to  plaj'  in  the  health  prob- 
lems of  the  elderly,  it  fails  to  promote  it 
for  fear  it  will  endanger  passage  of  the  So- 
cial Security  plan.  It  is  hoped  that  Con- 
gress will  continue  to  have  the  wisdom  to  re- 
ject any  bill  which  calls  for  government  reg- 
ulation of  medical  care  for  the  aged.  We 
physicians  must  renew  our  battle  against  an- 
other bid  for  government  medicine.  It  is 
imperative  that  we  begin  now! 

The  Nebraska  Committee  on  Trauma  of 
the  American  College  of  Surgeons  has  un- 
dertaken a state  wide  tetanus  immunization 
survey  and  an  educational  campaign  for 
tetanus  immunization  in  the  nonimmunized 
populace  of  this  state.  The  Nebraska  Farm 
Safety  Council  and  other  lay  organizations 
have  also  indicated  their  support.  The 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  have  strongly  endorsed 
this  program.  The  program  scheduled  for 
May  22nd  through  June  1st  will  be  given 
wide  publicity  and  the  Trauma  Committee 
has  requested  that  immunization  fees  dur- 
ing this  ten-day  campaign  be  maintained  at 
a minimum.  Lay  organizations  and  the  pub- 
lic will  be  so  informed.  We  ask  your  support 
of  this  program ! 


The  Interim  Session  of  the  House  of  Dele- 
gates held  March  2nd  and  3rd  proved  as 
expected  to  be  a very  busy  session.  As  pre- 
viously stated  in  this  letter,  it  has  developed 
into  one  of  the  most  important  sessions  of 
the  Nebraska  State  Medical  Association. 
The  wisdom  of  continuing  the  meeting  into 
a second  day  seemed  apparent  to  all  those 
involved  in  the  solution  of  the  many  prob- 
lems — routine  and  otherwise  — which 
confronted  the  organization. 

The  members  of  the  House  who  attended 
are  to  be  highly  commended  for  the  manner 
in  which  they  handled  the  many  problems. 
Their  enthusiasm,  as  well  as  their  restraint, 
marked  them  as  individuals  seasoned  in  ad- 
ministrative know  how,  a fact  which  every 
member  of  the  Association  should  appreciate. 

I want  to  reiterate  that  matters  which 
concern  the  organization  should  be  properly 
channeled  for  consideration  and  appropriate 
action.  Discussing  the  affairs  of  the  asso- 
ciation or  airing  our  personal  opinions  with 
the  press  or  our  differences  to  the  legisla- 
tors serves  only  to  embarrass  the  organiza- 
tion and  dilute  our  total  legislative  effort. 

0.  A.  KOSTAL,  M.D., 
President. 
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ARTICLES 


Infermittent  Peritoneal  Dialysis 

In  ACUTE  RENAL  FAILURE* 


Renal  failure  is  a catastrophy 
which  takes  the  lives  of  a dis- 
couragingly  high  proportion  of 
its  victims.  Reversible  renal  failure  — acute 
tubular  necrosis  — carries  a fifty  per  cent 
overall  mortality  rate  when  treated  con- 
servatively. It  is  less  generally  recognized 
that  widespread  use  of  hemodialysis  has  not 
improved  the  fifty  per  cent  death  rate. 

The  uremic  state  and  its  attendant  mor- 
bidity results  from  the  retention  of  cata- 
bolic products.  As  these  accumulate  they 
interfere  with  normal  cellular  processes  and 
enzyme  systems.  Eventually  the  damage  is 
no  longer  reversible.  Progressive  tissue 
wasting,  collapse  of  resistance  to  infection, 
failure  of  wound  healing,  and  finally  death, 
result. 

Dialysis  is  capable  of  removing  the  toxic 
catabolic  substances  and  maintaining  electro- 
lyte balance  in  the  face  of  absent  renal  func- 
tion. Grollman  maintained  nephrectomized 
dogs  for  as  long  as  ninety  days.  Why  then 
has  the  clinical  application  of  dialysis  not 
improved  the  mortality  rate? 

Salisbury,^  Teschan,^  Scribner,®  KlofP  and 
others  suggested  changes  in  the  approach 
to  the  use  of  hemodialysis.  It  was  proposed 
to  do  dialysis  early  in  the  course  of  the 
patient’s  renal  shutdown,  and  to  do  it  more 
often  or  even  continuously  until  renal  func- 
tion recurs.  However,  prolonged  extracor- 
poreal dialysis  is  impractical  in  many  circum- 
stances. 

It  occurred  to  us  that  peritoneal  dialysis 
might  be  well  suited  to  prolonged  use.  Ex- 
tensive abdominal  injury  or  surgical  proce- 
dure might  make  it  impracticable.  Very  se- 
verely traumatized  individuals  may  have  so 
much  tissue  destruction  and  such  rapid  ac- 
cumulation of  toxic  products  as  to  require  a 
more  rapid  mode  of  dialysis.  Acute  poison- 
ing can  be  more  rapidly  cleared,  if  hemo- 
dialysis is  readily  available. 

We  have  done  peritoneal  dialysis  upon 
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thirty  people,  using  the  intermittent  technic 
described  by  Grollman,^  Doolan,®  MaxwelT 
and  others.  We  began  to  interrupt  the  pro- 
cedure after  a number  of  lavages  to  give 
the  patient  a rest.  This  was  well  tolerated, 
and  we  adopted  a technic  of  interrupted 
dialyses. 

The  basic  technic  is  essentially  that  de- 
scribed by  Maxwell  and  Kleeman.  A trocar 
is  inserted  in  the  midline  just  below  the 
umbilicus.  The  obturator  is  removed,  the 
catheter  passed  until  its  tip  is  well  into  the 
peritoneal  cavity,  and  the  canula  removed. 
The  catheter  is  further  maneuvered  into  po- 
sition and  secured  as  snugly  as  possible  with 
a purse-string  suture.  Catheters  are  provid- 
ed with  the  commercial  dialysis  sets.  Most 
of  them  are  somewhat  stiff.  They  are  un- 
comfortable when  the  patient  moves  about, 
and  tend  to  kink,  causing  obstruction  of  the 
outflow.  We  prefer  a tapered  polyvinal 
catheter  (made  from  a Travanol  vessel 
canula)  20  inches  long  with  l/16th  inch 
perforations  in  the  distal  seven  or  eight 
inches.  This  is  more  comfortable,  and  there 
has  been  no  problem  of  kinking.  The  inser- 
tion of  the  catheter  is  done  at  the  patient’s 
bedside. 

In  most  instances  commercial  dialysis  so- 
lutions have  been  used,  utilizing  a two-liter 
lavage  and  leaving  it  in  the  abdomen  for 
one  hour.  A two-liter  exchange  runs  in  by 
gravity  in  about  seven  to  nine  minutes,  and 
can  be  siphoned  off  usually  in  a period  of 
ten  minutes. 

♦From  a paper  presented  at  the  Nebraska  Regional  Meeting 
of  the  American  College  of  Physicians,  March  24,  1962. 
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TABLE  1 

Clinical  data  on  thirty  patients  subjected  to 
intennittent  peritoneal  dialysis.  Nine  of  these 
were  in  apparent  acute  renal  shutdown.  All 
were  clinically  uremic  when  dialysis  was  begun. 
Earlier  dialysis  possibly  could  have  saved  an 
additional  three  persons  of  this  gi’oup. 

PATIENTS  TREATED  BY  INTERMITTENT 
PERITONEAL  DIALYSIS 
ANURIA 

No.  of 

Patients  Lived  Died 

(2)  Obstruction  of  ureters  by 

neoplasm 2 

OLIGURIA  WITH  CLINICAL  UREMIA 


1 Following  prostatic  resection. 

Dialyzed  3 days.  Aspirated 

gastric  content  1 

1 Acute  glomerulonephritis. 

Dialysis  32  days 1 

1 Auto  accident.  Cerebral  dam- 
age. Unrecognized  bladder 

tear  1 

1 Ethylene  glycol.  Pulmonary 

edema.  Lived  2 hours  after 

admission  1 

1 Bilateral  cortical  necrosis. 

Dialysis  11  days 1 

1 Duodenal  stump  blowout.  Artifi- 
cial kidney  once.  Periton- 
itis. Moribund  1 

1 Latent  nephritis.  Oliguria  & 

coma.  Dialysis  35  days 1 

1 Multiple  crushing  injuries. 

Oliguria  16  days. 

Dialysis  15  days 1 

1 Multiple  myeloma.  Oliguria  after 
alkylating  agent.  Dialysis 
1 day 1 


(9)  4 5 

REFRACTORY  CARDIAC  EDEMA 

2 Edema  decreased.  Died  dur- 
ing dialysis  2 

2 Temporary  relief.  Died  one 

week  after  dialysis 2 

1 Relieved.  Became  responsive 

to  diuretics.  Discharged 1 


(5)  1 4 

DRUG  INGESTION 

1 Barbiturate  (Tuinal)  5 grams  _ 1 

1 Aspirin — 15  grams  (Semm 

salicylate — 60  mg%) 1 

1 Paraldehyde — 8 ozs.  + bromide, 
barbiturate  and  alcohol 

(amts  unknown)  ' 1 

(3)  3 

CHRONIC  RENAL  INSUFFICIENCY 

2 Chronic  pyelonephritis  1 1 

1 Gout.  Renal  stones 1 

2 Nephrosclerosis 2 

1 Diabetic  nephrosclerosis 1 

5 Chronic  glomerulonephritis 4 1 


(11)  5 6 


30  TOTALS  13  17 


The  patient’s  clinical  state  and  blood 
urea  nitrogen  (BUN)  are  used  as  indices  as 
to  how  many  lavages  will  be  done  on  a given 
day.  The  catheter  is  then  clamped,  covered 
with  a sterile  rubber  cap,  and  secured  to  the 
abdomen  with  sterile  dressings.  The  pa- 
tient may  then  move  about  if  he  is  able,  and 
may  rest  for  several  hours  without  disturb- 
ance. The  lavages  are  then  repeated. 

Six  to  ten  exchanges  a day  (12  to  20 
liters  of  dialysate)  are  usually  enough  to 
lower,  or  at  least  maintain  a stable  blood 
urea  level,  if  the  catabolic  processes  are  not 
too  intense.  A meticulous  running  fluid  bal- 
ance is  kept.  Weight  is  recorded  before  and 
after  each  day’s  run.  It  is  desirable  that  the 
oliguric  patient  lose  a slight  excess  of  water 
each  day  because  of  endogenous  formation 
of  water  by  catabolism. 

Serum  osmolality  determinations,  par- 
ticularly early,  are  helpful  in  choosing  the 
proper  dextrose  concentration  in  the  dialys- 
ing fluid.  The  commercial  solutions  with 
11/2  per  cent  dextrose  have  a measured  os- 
molality of  349.  Serum  osmolality  of  an 
occasionaly  uremic  patient  may  exceed  that 
value  with  resultant  water  absorption. 

Dehydration  is  possible  if  excessively  os- 
molar solutions  are  used.  Close  observation 
of  the  fluid  balance  and  clinical  appearance 
of  the  patient  will  suffice  to  avoid  this. 

From  35  to  80  per  cent  of  the  dextrose 
in  the  dialysate  is  absorbed  from  the  peri- 
toneum. This  provides  a considerable  source 
of  calories  and  may  slow  catabolism  of  the 
patient’s  own  tissues. 

When  the  patient  has  achieved  a stable 
BUN  and  his  clinical  condition  is  satisfac- 
tory, we  have  permitted  a liberal  fluid  in- 
take and  diet.  The  ingested  water  can  be 
readily  removed  by  daily  dialysis.  Ingested 
protein  does  not  reduce  endogenous  nitrogen 
breakdown.  However,  the  additional  load 
can  be  dialysed  away  also.  The  improvement 
in  patient  morale  by  free  access  to  food  and 
fluid  is  in  marked  contrast  to  that  of  the 
individual  on  a rigid  conservative  regimen. 

Peritoneal  dialysis  — like  the  artificial 
kidney  — works  by  exchange  of  water  and 
solutes  across  a semipermeable  membrane 
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between  the  blood  and  dialysis  fluid.  There 
is  no  substitute  for  tubular  function,  or  the 
less  well-known  functions  of  the  kidney. 
Anemia  and  hypertension  are  not  prevented 
by  dialysic  methods. 

Many  of  the  patients  we  have  studied 
have  had  chronic  renal  disease.  One  man 
with  an  exacerbation  of  chronic  glomerulo- 
nephritis was  admitted,  oliguric  and  coma- 
tose, with  a BUN  of  169  mg/100  ml.  He 
was  dialyzed  over  a seven  week  period.  A 
single  catheter  was  left  in  place  28  days, 
while  4-6  lavages  a day  were  done  for  a total 
of  125  exchanges  through  the  same  canula. 
He  was  able  to  leave  the  hospital  and  lived 
comfortably  for  an  additional  four  months. 

Another  man  developed  complete  ureteral 
obstruction  due  to  neoplasm.  He  was  main- 
tained on  4-10  lavages  a day  for  27  days,  a 
total  of  221  exchanges.  His  BUN  varied 
from  55  to  85  mg/100  ml.  He  was  alert, 
rational,  and  ate  and  drank  freely  until  a 
few  hours  before  his  death.  During  the  27 
days  of  his  dialysis,  63  liters  of  excess  water 
were  removed. 

Acute  shutdown  developed  in  a man  who 
was  severely  beaten.  By  the  third  day  he 
developed  anuria  (24-hour  output  under 
100  cc).  He  was  unconscious,  twitchy,  and 
had  a BUN  of  241  mg/100  ml.  Peritoneal 
dialysis  was  started,  and  after  14  lavages 
the  BUN  had  decreased  to  132  mg/100  ml. 
The  procedure  was  then  interrupted  and  6 
to  10  exchanges  a day  were  done  over  the 
next  14  days.  Diuresis  began  on  the  15th 
post-onset  day,  at  which  time  the  BUN  was 
68  mg/100  ml.  Daily  lavages  were  continued 
during  the  first  four  days  of  diuresis  to 
maintain  his  balance. 

We  have  not  had  a problem  with  peri- 
tonitis. Bleeding  has  been  fairly  frequent 
when  dialysis  has  been  started,  but  stops 
with  successive  lavages.  Occasional  diffi- 
culty with  return  flow  of  the  dialysate  has 
been  encountered  with  the  first  few  ex- 
changes. It  can  be  very  troublesome,  but 
usually  corrects  itself  with  the  passage  of 
time.  After  about  a week,  leakage  around 
the  catheter  becomes  bothersome.  This 
necessitates  redoing  the  purse-string  suture. 


It  is  our  belief  that  interrupted  peritoneal 
dialysis  offers  a practical  approach  to  the 
problem  of  acute  renal  shutdown.  It  is 
simple  and  readily  available.  An  intact  peri- 
toneal cavity  is  required.  The  physician 
must  be  prepared  to  spend  a great  deal 
of  time  supervising  the  patient’s  course  and 
monitoring  the  lavages. 

The  older  criteria  for  dialysis  have  been 
proven  inadequate.  If  the  concept  of  pro- 
phylactic dialysis  is  to  be  applied,  it  should 
be  begun  before  the  clinical  and  chemical 
picture  of  the  uremic  syndrome  develop. 
Dialysis  should  be  continued  until  adequate 
renal  function  has  returned. 

It  is,  then,  suggested  that  if  there  is  oli- 
guria (400  cc  or  less  per  24  hours)  for  48 
hours,  peritoneal  dialysis  by  the  interrupted 
method  be  started  without  further  delay. 
Should  it  develop  that  renal  shutdown  is  not 
present,  the  procedure  can  be  terminated. 
The  patient  will  have  suffered  only  a minor 
insult  by  the  insertion  of  the  peritoneal 
catheter.  Institution  of  dialysis  will  not,  in 
itself,  adversely  affect  the  production  of 
urine  by  functioning  kidneys.  We  have  not 
seen  the  post-dialysis  oliguria  sometimes 
encountered  after  hemodialysis.  The  slower 
shifts  of  fluid  in  the  body  compartments 
probably  account  for  its  absence.  If  renal 
shutdown  is  actually  present,  serious  dis- 
location of  water  and  electrolytes  in  the  body 
spaces  can  be  minimized.  Accumulation  of 
toxic  metabolic  products  can  be  slowed  or 
largely  avoided.  A smoother  clinical  course 
should  result,  and  the  patient  be  provided  a 
better  chance  of  living  until  his  own  kidneys 
can  function  adequately. 
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PARAPLEGIA  FOLLOWING  RESECTION  OF 
ABDOMINAL  AORTIC  ANEURYSM 
Paraplegia  has  been  obseiwed  in  2 patients  following  the  re- 
section of  an  abdominal  aortic  aneurysm.  Review  of  the  arterial 
circulation  of  the  spinal  cord  indicates  that  the  arteria  radicularis 
magna  makes  an  important  contribution  to  the  blood  supply  of  the 
cord.  The  origin  of  this  vessel  is  variable  and  in  most  instances 
is  from  the  lower  thoracic  aorta,  accounting  for  the  rarity  of  neuro- 
logical complications  following  resection  of  abdominal  aortic  aneu- 
rysms. In  the  few  patients  in  whom  this  vessel  arises  from  the 
first  or  second  lumbar  artery,  injury  to  the  latter  during  surgery 
is  likely  to  lead  to  the  development  of  spinal  cord  ischemia  and 
neurological  disturbances.  Microscopic  examination  of  the  spinal 
cord  in  one  of  the  reported  cases  showed  that  the  major  radicular 
artery  took  origin  from  first  left  lumbar  artery.  (I  0.  Mehrez,  D.  C. 
Nasbeth,  E.  L.  Hogan,  and  R.  A.  Deterling,  Jr.,  Ann  Surg  156:890, 
Dec.,  1962), 
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The 

Physician  s Responsibility 

for 

Total  Rehabilitation 

Of  HIS  PATIENTS 


Historical  Perspective 

IN  this  centennial  year  of  the 
Civil  War  let  us  contrast 
in  historical  perspective  the 
physician  of  that  time  with  the  physician  of 
today.  His  problems  were  primarily  those 
of  acute  disease,  and  acute  injury.  The  com- 
plications of  injuries  of  all  sorts  were  equal- 
ly to  be  dreaded  as  much  as  the  injury  itself. 
The  average  life  expectancy  was  below  45, 
and  few  degenerative  diseases  occupied  the 
physician’s  time.  His  days  were  filled  with 
attention  to  the  recurring  epidemics  of  in- 
fectious disease,  and  his  feeble  attempts  to 
allow  nature  to  take  its  course.  There  were 
no  automobiles  to  kill  and  maim,  but  on 
the  battle  field  injuries  were  many  and 
fearful. 

The  thinking  physician  and  scientists  of 
that  day  must  have  asked  continually  the 
question,  “Why?,  Why?”  He  must  have 
been  concerned  about  causation  in  disease 
since  he  had  already  developed  excellent 
clinical  descriptions  for  many  of  the  dis- 
orders encountered,  and  the  pathologist  had 
'already  identified,  in  the  autopsy  room, 
many  of  the  changes  that  occurred.  It  is 
not  surprising,  therefore,  that  many  theories 
were  enunciated  concerning  causes  of  dis- 
ease, since  the  microbial  concept  of  disease 
had  not  been  boni.  This  awaited  Pasteur 
and  the  great  microbiologists  such  as  Koch 
and  Ehrlich,  who  were  yet  to  follow.  It  is 
therefore  logical  that  a disease-centered  con- 
cept became  dominant  in  medicine  and  the 
efforts  of  science  were  directed  toward 
eliminating  disease.  Once  they  found  the 
microbe  then  they  developed  the  agents  to 
destroy  it  — the  sulfas,  penicillin,  and  a 
whole  host  of  new  antibiotics  which  have 
since  steadily  been  pouring  forth  from  the 
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laboratories.  Simultaneous  with  the  efforts 
to  cure  disease  grew  the  efforts  to  prevent 
it.  And  so  today  we  witness  the  great 
achievements  of  preventive  medicine,  the 
latest  of  which  has  been  in  the  field  of  polio- 
myelitis — the  vaccines  of  Salk  and  Sabin. 

Let  us  contrast  our  physician  of  today 
with  the  Civil  War  physician.  What  does 
he  face?  There  are  many  fewer  infectious 
diseases.  The  progress  in  medical  science 
has  left  a larger  number  of  “incomplete 
people.”  There  is  a better  informed  public 
in  all  matters  of  health.  Life  expectancy  for 
a white  woman  is  now  in  the  70’s.  The  physi- 
cian of  today  encounters  a rising  tide  of 
chronic  illness  from  three  sources:  arterio- 
sclerosis, arthritis  or  rheumatism,  and  men- 
tal disease;  a rising  tide  of  disability  from 
accidental  causes  — automobiles,  industry, 
and  home  accidents.  There  are  now  over 
25,000,000  people  in  the  United  States  with 
some  chronic  illness  or  disability,  and,  in 
1960,  it  was  estimated  that  6,000,000  people 
in  the  US  were  disabled  three  months  or 
more.i  This  changing  emphasis  in  the  na- 
ture of  disease  has  made  the  concept  of  re- 
habilitation become  more  important. 

The  Rehabilitation  Concept 

Since  the  concept  of  rehabilitation  means 
restoration  of  the  individual  to  his  maximum 
physical,  psychological,  social,  and  economic 
potentials,  the  physician  of  today  has  to  be- 
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come  patient-centered  instead  of  disease-cen- 
tered. This  means  that  the  physician  has  to 
anticipate  the  rehabilitation  needs  early 
in  the  hemiplegic,  the  fractured  hip,  the 
cardiac,  and  the  arthritic.  He  needs  to  be 
aware  of  the  compensations  patients  make 
for  losses,  for  example,  the  compensation 
that  a blind  person  makes  in  development  of 
his  other  senses ; that  the  paraplegic  devel- 
ops in  place  of  his  walking  ability;  that 
even  the  very  plain  girl  makes  in  compen- 
sation for  her  lack  of  beauty. 

The  physician  has  to  be  aware  of  the  new 
goals  which  are  no  longer  simply  cure  or 
death,  but  are  intermediate,  such  as:  (1) 
self  care,  (2)  ambulation,  (3)  communica- 
tion, and  (4)  usefulness  in  either  (a)  a 
homebound  situation,  such  as  that  of  a 
mother  or  severely  disabled  individual,  (b) 
a sheltered  woi’kshop,  or  (c)  an  open  com- 
petition in  industry. 

Medical  Rehabilitation 

The  physician  has  to  be  aware  of  the 
methods  that  accomplish  rehabilitation. 
First,  there  are  the  medical  efforts  which 
result  in  reduction  of  the  impairment  wher- 
ever possible  by  medicine,  surgery,  physical 
conditioning,  and  the  use  of  artificial  de- 
vices. In  his  pursuit  of  medical  rehabili- 
tation, the  physician  must  know  of  the  help 
which  he  can  secure  from  other  medical 
specialists  — from  nurses,  physical  thera- 
pists, occupational  therapists,  speech  and 
hearing  therapists,  orthotists,  and  pros- 
thetists. He  must  know  how  he  can  co- 
operate with  their  efforts  on  the  patient’s 
behalf.  He  can  not  be  a prima  donna.  He 
must  be  a team  man  if  he  is  to  obtain  the 
cooperation  of  these  other  gi’oups. 

Psycho-Social  Adjustment 

The  second  method  of  rehabilitation  is 
psycho-social  adjxistment.  The  physician 
best  of  all  should  be  able  to  direct  the 
psycho-social  adjustment  of  the  patient. 
Unfortunately,  from  my  experience,  many 
physicians  have  a basic  lack  of  training  in 
the  behavioral  sciences,  although  the  new 
curricula  of  our  present-day  medical  schools 
are  attempting  to  remedy  this.  Many  medi- 
cal students,  whose  training  in  chemistry. 


physics,  and  biolog>’  is  more  than  adequate, 
have  not  even  basic  courses  in  psychology, 
sociologj',  and  anthropology'. 

In  our  medical  curriculum  at  Creighton 
in  the  first  year  we  attempt  to  orient  our 
freshman  students  by  a course  in  “Human 
Ecology”  so  that  the  student  sees  the  pa- 
tient as  a person  and  also  perceives  the  pa- 
tient’s relationship  to  his  family  and  to  his 
community .2  This  is  not  enough,  however, 
if  the  student  has  no  prior  backgi’ound. 

Physicians  do  not  avail  themselves  enough 
of  the  assistance  that  well-trained  nurses 
can  give  them  in  the  psycho-social  adjust- 
ment of  their  patients.  Physicians  should 
remember  that  their  own  daily  contacts  with 
the  patient  are  for  very  short  intervals, 
whereas  those  of  the  nurse  are  for  long 
periods  of  time.  FurtheiTnore,  with  her 
daily  insights  and  contacts,  the  nurse  can 
bring  to  the  physician  knowledge  of  the 
patient’s  fears  and  ambitions,  if  the  physi- 
cian will  but  listen  to  her. 

The  clinical  psychologists  are  most  helpful 
in  psycho-social  adjustment,  but  they  as  yet 
are  not  available  except  in  the  large  centers, 
and  even  here  they  are  not  used  by  the  physi- 
cian to  the  proper  extent  because  of  the 
physician’s  lack  of  familiarity  with  the 
terminology  and  jargon  of  psychology'.  I 
would  express  a word  of  caution  about  rely- 
ing too  heavily  on  the  psychologist  who  bases 
his  judgment  entirely^  on  tests.  Adequate 
clinical  intei'\’iews  are  very  important  to 
supplement  testing  procedures.  Unless  the 
physician  and  the  psy^chologist  can  arrive 
at  a meeting  of  the  minds  in  regard  to  the 
problems  of  the  patient,  it  is  best  that  the 
therapeutic  situation  be  left  in  the  hands 
of  the  physician.  Some  physicians  do  not 
see  the  responsibility  thus  presented  them. 

The  social  worker  can  be  of  gi'eat  help 
to  a physician  in  this  psycho-social-adjust- 
ment phase  of  the  patient’s  rehabilitation. 
Unfortunately^  there  are  far  too  few  quali- 
fied in  this  area,  and,  furthermore,  physi- 
cians often  do  not  trust  social  workers  until 
they  learn  to  recognize  their  skill  in  evaluat- 
ing family  constellations,  and  in  mobilizing 
community  resources  for  the  individual. 

The  vocational  counselor  often  has  skills 
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{ that  overlap  both  those  of  the  psychologist 
and  the  social  worker.  He  is  usually  prag- 
matic in  his  approach,  but  often  he  lacks  a 
I perspective  regarding  the  total  objectives  of 
I health  care.  He  usually  does  not  feel  com- 
fortable in  the  hospital  situation,  and  often 
does  not  enter  into  the  picture  of  rehabilita- 
tion until  quite  late,  much  to  the  disadvan- 
tage of  the  patient. 

The  process  of  psycho-social  adjustment 
is  a continuing  one  from  the  onset  of  illness 
or  injury,  and  must  proceed  along  with  the 
medical  aspects  of  rehabilitation.  It  in- 
volves the  development  of  adequate  self  ac- 
ceptance first,  and  then  the  development  of 
adequate  social  acceptance  by  others.  It  is 
my  opinion  that  during  this  phase  the 
thoughts  of  future  vocational  activities 
should  also  be  introduced,  even  though  they 
are  not  foremost  in  the  patient’s  mind. 

Vocational  Exploration  and 
Guidance 

The  third  method  of  rehabilitation  is  ade- 
quate vocational  exploration  and  guidance. 
Here  physicians  often  fail  to  interpret  data, 
both  physical  and  psychological,  to  the 
counselor  so  he  can  use  them  in  his  coun- 
selling of  the  patient,  or  client  as  he  is  more 
commonly  called.  The  AMA  has  published 
guides  making  the  distinction  between  im- 
pairment and  disability,  and  has  defined  im- 
pairment rather  precisely.  It  is  my  impres- 
sion that  these  guides  are  hard  for  the  aver- 
age physician  to  master.  The  use  of  precise 
measuring  sticks  may  make  one  forget  the 
patient,  and  thus  a descriptive  picture  of  the 
patient  often  is  of  greater  value  to  the 
counselor.  A fundamental  principle  in  this 
area  is  that  the  patient  should  be  returned 
to  his  former  vocation  as  soon  as  his  dis- 
ability permits,  if  this  is  feasible.  Adapta- 
tion rather  than  change  is  indicated. 

In  vocational  exploration  the  psychologist 
or  counselor  can  be  most  helpful  in  measur- 
ing; (1)  intelligence,  (2)  personality  struc- 
ture, (3)  interest,  and  (4)  aptitudes.  The 
one  thing  that  neither  they  nor  anyone  else 
measures  well  is  motivation.  Just  as  the 
physician  sometimes  is  oblivious  to  the  psy- 
chic aspects  of  his  patients,  the  psychologist 
often  confuses  the  effect  of  physical  impair- 


ment on  normal  personality  with  more  seri- 
ous states  of  mental  disorder. 

In  the  matter  of  vocational  exploration 
the  rehabilitation  counselor  should  perform 
a major  role.  His  practical  approach  can 
be  a help  to  the  physician,  but  often  he  does- 
n’t communicate  well  with  the  physician. 
This  is  partly  the  fault  of  the  physician.  Al- 
though the  Office  of  Vocational  Rehabilita- 
tion has  made  remarkable  strides  in  fur- 
thering the  rehabilitation  of  thousands  of 
individuals,  surprisingly  few  physicians  are 
aware  of  the  mechanics  of  securing  such 
services  for  their  patients.  I would  sug- 
gest that  the  counselor  should  not  communi- 
cate only  through  the  written  report,  since 
direct  contact  by  phone  would  often  clarify 
many  problems.  He  must  expect  a lack  of 
understanding  of  his  own  role  in  the  reha- 
bilitation of  the  patient,  since  the  develop- 
ments in  his  area  are  relatively  of  recent 
origin  in  contrast  to  the  physician’s  long 
traditional  role  with  the  patient.  The  coun- 
selor should  keep  the  physician  informed 
concerning  the  vocational  progress  of  the 
client. 

I am  a little  disappointed  in  the  attitude 
of  counselors  in  that  they  try  to  break  the 
rehabilitation  process  into  separate  phases, 
either  medical  or  vocational.  As  I have 
mentioned  before,  it  would  be  better  for 
them  to  enter  into  the  hospital  situation  with 
the  physician  at  earlier  stages  of  the  process, 
I also  understand  their  reluctance  to  be- 
come involved  in  patients  with  very  severe 
disabilities.  Here  in  the  Midwest,  in  our 
predominately  agricultural  economy,  we  do 
not  have  the  job  opportunities  for  many  of 
the  severely  disabled  individuals  that  can 
be  had  in  the  more  industrialized  segments 
of  our  country.  Nevertheless,  it  does  the 
physician  little  good  to  spend  great  efforts 
in  bringing  his  patients  to  the  maximum 
medical  improvement  and  psycho-social  ad- 
justment only  to  find  that  in  the  area  of 
vocational  exploration  there  is  no  opportun- 
ity. Closer  cooperation  by  the  counselor  in 
earlier  phases  of  rehabilitation  might  avoid 
this.  In  our  program  we  have  the  rehabilita- 
tion counselor  participate  in  our  evaluation 
conferences  while  the  patient  is  in  the  hos- 
pital. 
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On  the  Job  Experience 

Lastly,  the  rehabilitation  process  is  really 
not  complete  without  on  the  job  experience: 

(a)  This  may  mean  a homehound  situa- 
tion. We  have  had  mothers  who  had  been 
paralyzed  from  the  neck  on  down  who  have 
required  a respirator  throughout  their  entire 
day,  yet  whose  position  in  a home  has  been 
of  great  value  in  maintaining  the  integi'ity 
of  the  family  situation.  We  have  had  an 
attorney  who  required  a respirator  all  day 
and  had  paralyzed  upper  extremities  yet,  on 
building  an  addition  to  his  home,  has  de- 
veloped a thriving  law  practice  in  tax  mat- 
ters, and  this  he  did  completely  without  the 
help  of  any  outside  agency.  I recognize 
that  the  outlets  for  products  from  the  home- 
bound  situation  are  difficult  to  come  by. 
This  is  much  easier  in  larger  cities.  I do 
not  want  to  pass  by  this  particular  area  of 
rehabilitation  without  commenting  that  too 
frequently  we  lay  emphasis  entirely  upon  vo- 
cational activity.  Surely  a severely  dis- 
abled individual  in  a homebound  situation 
may  provide  the  mainspring  of  courage  for 
other  members  of  the  family  by  the  quiet  way 
in  which  he  or  she  achieves  self  acceptance 
and  social  acceptance.  This  is  a human  value 
we  sometimes  forget. 

(b)  It  might  mean  a sheltered  tvorkshop 
or  sheltered  emplojunent  in  industry.  As  a 
member  of  the  Board  of  Trustees  of  our  Ne- 
braska Goodwill  Industries  I know  the 
problems  of  such  institutions.  A substantial 
number  of  the  patients  or  clients  in  such  a 
situation  must  have  lesser  disabilities,  and 
many  of  these  must  have  disabilities  which 
do  not  clearly  show,  such  as  epilepsy,  mental 
retardation,  and  others,  in  order  to  operate 
a sheltered  workshop  successfully.  A shel- 
tered workshop  also  has  difficulty  in  han- 
dling the  problems  of  the  very  severely  dis- 
abled individuals.  For  some  patients  the 
sheltered  workshop  is  a real  haven;  for 
others  it  becomes  the  necessaiy  step  to  gain 
confidence  in  going  out  in  the  world  again. 
The  sheltered  workshop  can  be  an  ideal 
place  in  which  to  achieve  work  evaluation, 
for  here  the  individual  will  have  an  oppor- 
tunity to  try  many  different  skills.  Un- 
fortunately, such  progi’ams  exist  in  only  the 


larger  cities,  and  financing  them  is  rather 
difficult. 

(c)  On-the-job-experience  may  mean  a 
retura  to  nonnal  competitive  existence.  This 
depends  on  cooperation  by  the  employer. 
There  is  discrimination  in  our  society  not 
only  according  to  color  and  creed,  but  also 
according  to  handicap.  I believe  that  this 
is  one  of  the  gi*eat  bottlenecks  which  those 
who  are  interested  in  rehabilitation  face  to- 
day. Although  considerable  progress  had 
been  made  by  the  various  Committees  for 
the  Emplojunent  of  the  Handicapped,  the  ad- 
vancement of  automation  and  the  displace- 
ment of  many  workers  makes  such  competi- 
tion more  difficult.  In  this  area  the  physi- 
cian has  a great  opportunity  for  total  re- 
habilitation. He  numbers  influential  busi- 
nessmen among  his  patients.  He  associates 
with  them  in  civic  affairs,  and  he  can  per- 
suade them  that  ability  rather  than  disabil- 
ity should  be  evaluated  by  the  employer 
when  he  hires  the  handicapped.  He  can 
point  out  the  qualities  of  character  that  re- 
sult in  individuals  who,  through  rehabilita- 
tion, have  learned  to  compensate  for  their 
handicaps.  Much,  however,  remains  to  be 
done  in  this  area.  Proper  placement  of  the 
handicapped  is  the  factor  that  determines 
success.  In  a materialistic  society  the  prin- 
ciple of  survival  of  the  fittest  often  opei’ates 
as  a dominant  principle.  Spiritual  values 
help  a lot  in  dealing  with  disability. 

Factors  Influencing  Physician 
Attitudes 

What  are  the  factors  affecting  the  physi- 
cian’s attitude  towards  total  rehabilitation: 
Why  don’t  physicians  assume  these  responsi- 
bilities that  I have  outlined  as  often  as  they 
should?  There  are  a number  of  reasons. 
First,  the  health  demands  of  our  society  are 
very  great.  Most  physicians  work  50-70 
hours  a week  to  meet  these  demands. 

Second,  in  many  of  the  aspects  of  rehabili- 
tation that  I have  discussed,  there  is  no 
method  for  compensation,  even  moderate,  for 
the  physicians  in  comparison  to  the  demands 
on  their  time  which  are  involved.  Further- 
more, often  the  trained  rehabilitation  per- 
sonnel he  needs  to  help  him  are  not  available. 

Third,  in  some  individuals  there  is  a loss 
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of  idealism  which  should  characterize  the 
physician.  In  others  the  nature  of  their 
temperament  is  such  that  they  cannot  adopt 
a patient-centered  approach.  This  has  been 
further  increased  by  specialization,  although 
it  need  not  necessarily  be  so.  In  others 
there  is  not  the  patience  with  long-tenn 
goals.  Immediate  results  are  more  satisfy- 
ing. An  appendectomy  provides  more  im- 
mediate satisfaction  than  rehabilitation  of 
an  amputee  or  hemiplegic. 

Fourth,  lack  of  training  in  rehabilitation- 
concepts  is  still  quite  widespread.  Many 
medical  schools  are  so  heavily  entrenched 
with  traditional  academic  methods  that  there 
has  been  primarily  emphasis  on  disease 
rather  than  on  the  patient.  There  is,  though, 
a healthy  ferment  going  on  in  the  curricula 
of  all  medical  schools.  At  Creighton  we  have 
had  a teaching  program  for  medical  students 
and  nurses  in  the  concepts  of  rehabilitation 
for  the  past  eight  years.  Nevertheless,  there 
is  a continuous  struggle  to  maintain  a rea- 
sonable share  of  curriculum  time.2-3 

Dr.  Krusen,  Dr.  Rusk  and  others  have  tak- 
en leadership  in  postgraduate  training  of 
the  physiatrist,  a physician  who  could  play 
a vital  role  in  providing  leadership  for  medi- 
cine in  this  area.  Unfortunately,  there  are 
only  about  400  of  them  and  some  of  these 
see  their  responsibility  from  the  narrow 
viewpoint  of  a specialty  rather  than  its  role 
in  providing  broad  leadership  in  the  attack 
on  disability.  What  can  400  specialists  do 
in  a country  with  over  25,000,000  people 
with  some  disability?^  They  need  the  coop- 
eration and  good  will  of  all  physicians  in 
this  task. 

It  is  my  belief  that  an  orientation  of  all 
physicians,  be  they  specialists  or  generalists, 
is  needed  to  understand  better  their  respon- 
sibility in  the  prevention  of  disability  and 
in  making  maximum  use  of  the  patient’s 
abilities.  General  lack  of  rehabilitation  per- 
sonnel in  our  country  has  required  the  physi- 
cian to  be  all  things  to  his  patient.  Few  in- 
dividuals are  such  paragons  of  knowledge 
and  virtue  that  they  can  accomplish  these 
goals. 


As  Shands®  has  emphasized,  about  30  per 
cent  of  the  practitioners  might  be  called  the 
Tolerant-attitude  gi'oup.  About  50  per  cent 
of  all  practitioners  might  be  termed  the  Pas- 
sive-attitude group.  About  15  per  cent 
might  be  termed  the  Interested-attitude 
group.  The  remaining  5 per  cent  are  the 
enthusiastic  - attitude  group.  These  come 
from  many  disciplines,  but  chiefly  physical 
medicine,  internal  medicine,  orthopedics, 
pediatrics,  neurology’  and  psychiatry. 

Conclusion 

It  is  visionary  to  assume  that  all  physi- 
cians can  be  made  interested  in  concepts  of 
rehabilitation.  When  one  looks  at  the  vast 
horizon  of  challenges  that  face  the  physician 
of  today,  this  is  impossible.  I do  believe, 
however,  that  to  meet  the  challenge  of  the 
future  in  terms  of  total  rehabilitation,  the 
number  of  Enthusiastic  and  Interested-atti- 
tude physicians  must  be  doubled. 

I am  not  discouraged.  The  evolution  of 
preventive  medicine  as  a concept  took  a long 
time.  The  appreciation  of  the  psychiatric 
or  psychologic  aspects  of  man  has  slowly 
but  steadily  gained  ground.  In  view  of  the 
progress  that  has  already  been  made  in  the 
last  decade  or  two,  and  in  view  of  the 
changes  that  have  occurred  in  the  curricula 
of  our  medical  schools,  I am  sure  that  the 
medical  profession  eventually  will  have 
enough  physicians  grounded  in  concepts  of 
total  rehabilitation.  If  they  do  not,  they 
will  forfeit  a lot  of  their  responsibility  by 
default. 
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A Report  of  FOUR  PATIENTS  WITH 

Systemic  Lupus  Erythematosus* 


Systemic  lupus  eiythematosus 
(SLE)  is  at  the  present  time 
thought  to  be  a complex  auto- 
immune disorder.^'  ® Until  relatively  recently 
it  was  considered  to  be  a rare  and  grave  dis- 
ease of  short  duration.  It  is  now  recog- 
nized, however,  that  SLE  is  fairly  common 
and  that  remissions  are  frequent  and  some- 
time of  long  duration.2'^  Whether  there  is 
an  actual  increase,  or  whether  the  disease 
is  simply  being  recognized  more  frequently 
is  still  uncertain.  Nevertheless,  because  of 
the  extreme  variability  of  the  clinical  mani- 
festations, SLE  needs  to  be  frequently  con- 
sidered in  the  differential  diagnosis  of  many 
illnesses. 

REPORTS  OF  CASES 
Case  No.  1 — E.H.,  age  23,  white 
woman:  In  July,  1957,  this  woman  de- 
veloped edema  of  the  lower  extremities. 
Laboratory  findings  at  this  time  were 
compatible  with  the  nephrotic  syn- 
drome. The  LE  cell  test  was  negative. 
In  November,  1957,  she  developed  fever 
and  hemolytic  anemia.  An  LE  cell  test 
was  positive.  In  1958,  she  was  hos- 
pitalized with  fever,  convulsions  and 
severe  hemolytic  anemia.  The  severe 
symptoms  and  signs  required  large 
amounts  of  adrenocortical  steroids  and 
numerous  blood  transfusions.  She  sur- 
prisingly “recovered,”  and  during  the 
years  1959  through  1961  she  got  along 
quite  well  as  a college  student.  In  1962 
she  has  had  headaches  and  arthralgias. 

Case  No.  2 — U.B.,  age  26,  white  wom- 
an: This  patient  had  an  illness  at  the 
age  of  18  which  was  called  rheumatic 
fever.  This,  however,  consisted  of  ar- 
thritis of  the  hands  and  a renal  ab- 
normality. These  symptoms  waxed  and 
waned  but  never  completely  disappeared 
for  the  next  eight  years.  Physical  ex- 
amination revealed  pallor,  hypertension 
(B.P.  164/100),  “rheumatoid  arthritis” 
of  the  hands  and  dependent,  pitting 
edema.  Laboratory  examination  re- 
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vealed  normocytic  anemia,  leucopenia 
(4,400) , elevated  sedimentation  rate 
(29  mm./l  hour,  Wintrobe  method),  4-f- 
proteinuria,  10-20  leucocytes,  5-12  ery- 
throcytes, hyaline  and  waxy  casts  in 
the  urinary  sediment,  NPN  48  mg.  per 
100  ml.,  serum  albumin  2.8  grams  and 
globulin  2.5,  LE  cell  test  positive.  In 
spite  of  the  adrenocortical  steroids  and 
general  supportive  measures,  this  pa- 
tient expired  after  a series  of  severe 
convulsions  continuing  over  a 10-day 
period  of  hospitalization.  Permission  for 
autopsy  was  not  obtained. 

Case  No.  3 — T.R.,  age  47,  white 
woman:  In  1949  this  patient  was  found 
to  have  a positive  serological  test  for 
syphilis.  This  was  detennined  after 
extensive  study  to  be  a false  positive 
reaction.  In  1954  she  was  hospitalized 
with  fever  and  severe  abdominal  and 
back  pain.  This  simulated  an  acute 
surgical  abdomen.  The  response  to  par- 
enteral hydrocortisone,  however,  was 
dramatic.  In  1955  there  was  a recur- 
rence of  fever  and  an  erythematous  rash 
developed  on  the  face  and  hands.  Lab- 
oratory features  were  anemia,  leuco- 
penia (4,200),  elevated  sedimentation 
rate.  Electrophoresis  of  the  serum  re- 
vealed an  increase  in  the  gamma  globu- 
lin. LE  cell  test  was  positive.  Since 
1955  her  health  has  been  good.  She  has 
been  maintained  on  small  doses  of 
adrenocortical  steroids. 

Case  No.  4 — M.H.,  age  36,  white 
woman:  In  1939,  at  the  age  of  13, 

this  woman  developed  arthralgias.  Four 
years  later,  polyarthritis,  fever,  weak- 
ness and  fatigue  occurred.  (In  1949 
LE  cells  were  discovered).  Fever  and 

♦Presented  at  the  annual  meetiner  of  the  Nebraska  Chapter 
of  the  American  College  of  Physicians.  March  24,  1962  at 
Lincoln.  Nebraska. 
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arthritis  recurred  in  1950,  and  cortisone 
therapy  was  begun.  In  1952  there  was 
a recurrence  of  fever  and  arthritis  of 
the  hands,  wrists  and  spine.  This  re- 
curred in  1954.  Physical  examination 
revealed  evidence  of  chronic  arthritis 
of  the  hands,  knees,  elbows  and  spine. 
Laboratory  data  showed  leucopenia, 
anemia,  elevated  sedimentation  rate, 
hypoalbuminemia,  hyperglobulinemia, 
and  positive  LE  cell  test.  From  1955 
to  1962  her  health  has  been  relatively 
good.  She  has  been  able  to  work  full 
time  as  an  elementary  school  teacher. 
Treatment  has  consisted  of  antimalarial 
agents,  adrenocortical  steroids,  and 
routine  supportive  measures. 

Discussion 

The  basic  pathological  lesion  in  this  dis- 
ease is  fibrinoid  degeneration  of  connective 
tissue  with  varying  amounts  of  inflamma- 
tion.* Since  connective  tissue  is  present 
throughout  the  body,  the  symptoms  and 
signs  may  be  extremely  variable.  Manifes- 
tations of  the  disease  process  may  occur  in 
multiple  body-systems  early  or,  more  com- 
monly, may  be  in  only  one  organ  or  system. 
Then  weeks,  months,  or  even  years  later, 
other  systems  show  evidence  of  involvement. 
Until  multiple  system-involvement  occurs, 
definitive  diagnosis  may  be  impossible. 

The  most  common  initial  manifestations 
are  arthralgias,  arthritis,  and  fever,*  but  this 
disorder  merits  consideration  in  many  di- 
verse circumstances.*  It  (SLE)  may  begin 
with  central  nervous  system  manifestations 
leading  to  admission  to  psychiatric  wards 
with  symptoms  of  an  acute  psychosis.  It 
may  begin  as  an  acute  abdominal  disturb- 
ance, and  surgical  exploration  has  been  con- 
sidered necessary  to  rule  out  a correctable 
lesion.  The  beginning  may  be  as  an  acute 
hemolytic  anemia  or  thrombocytopenic  pur- 
pura. The  skin  may  be  involved  early  or  not 
at  all.  There  may  be  a nonbacterial  endo- 
carditis (Libman-Sacks) . There  may  be 
marked  lymphatic  hyperplasia,  in  fact,  a 
primary  lymphatic  neoplasm  may  be  sus- 
pected. 

As  illustrated  in  these  four  patients  there 
may  be  many  laboratory  abnormalities.  The 
LE  cell  phenomenon  has  stimulated  great 


interest  and  has  been  of  great  diagnostic  im- 
portance. Perhaps  its  greatest  importance 
however,  has  been  to  change  the  emphasis 
in  the  study  of  this  disease.  In  recent 
years  the  emphasis  in  research  has  been  in 
the  area  of  immuno-chemistry^  and  SLE  is 
now  thought  to  be  an  autoimmune  type  of 
disorder.  For  a while  there  were  reports 
of  positive  LE  tests  in  various  conditions 
such  as  drug  reactions  and  liver  disease.  It 
is  now  believed,  however,  that  if  the  test  is 
properly  performed  and  properly  interpreted 
it  is  quite  specific  for  SLE.’^  It  has  been 
suggested  that  certain  drugs  may  unmask 
latent  SLE.* 

Treatment  for  mild  cases  or  those  during 
remissions  may  require  only  increased  rest 
and  salicylates.  For  the  acute,  severe  mani- 
festations, adrenocortical  steroids  are  of 
great  value.  During  quiescent  periods  these 
should,  if  possible,  be  curtailed.  Although 
their  definite  value  is  yet  to  be  determined, 
antimalarial  agents  are  now  being  used  quite 
frequently.* 

Summary 

Four  patients  with  SLE  have  been  pre- 
sented in  order  to  illustrate  some  of  the 
clinical  and  laboratory  features  of  this  dis- 
order. Some  of  the  voluminous  literature 
has  been  reviewed  and  presented.  It  is  to 
be  noted  that  in  three  of  these  patients  the 
disease  has  been  present  for  many  years. 
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AN  INTEGRATED 

Study  of  Hearing  in  Children 

The  Results  of  a Screening  Program  For  7,000  School  Children 


Introduction 

Reports  of  audiometric  sur- 
veys often  appear  in  the  litera- 
ture. However,  the  test  re- 
sults are  rarely  integi’ated  with  those  of 
medical  examination,  and  frequently  they 
do  not  involve  mobilization  of  all  pertinent 
community  resources.  Certainly,  audio- 
metric  testing  has  a significant  contribution 
to  make  in  the  approach  to  the  problem  of 
hearing  loss,  but  medical  management,  re- 
habilitation techniques,  and  educational 
planning  are  equally  important.  Frequently 
these  approaches  are  developed  independent- 
ly with  little  effort  to  integi’ate  the  various 
progi'ams.  This  often  results  in  patient 
confusion  and  apathy  in  the  public  toward 
this  aspect  of  community  planning.  A no- 
table exception  to  this  is  the  effort  of  the 
Subcommittee  on  Hearing  in  Children  of 
the  Committee  on  Conservation  of  Hearing 
of  the  American  Academy  of  Ophthalmolo- 
gy- and  Otolaryngology,  more  specifically  the 
work  of  Jordan  and  Eagles,^  Eagles  and 
Wishik^  and  Eagles  and  Doerfler.^ 

The  Thirteenth  Annual  Report:  “Special 
Education  Progi’ams  for  Nebraska’s  Handi- 
capped Children,  1961-62,^  discusses  the  edu- 
cational resources  available.  It  points  out 
the  fact  that  Nebraska  has  only  one  residen- 
tial state  school  for  the  deaf,  in  Omaha,  with 
163  pupils  and  one  public  day-school  for 
the  acoustically  handicapped,  in  Lincoln, 
with  22  students.  It  further  indicates  that 
the  recent  audiometric  screening  program 
conducted  in  19  counties,  involving  36,084 
children,  suggests  that  440  school  children 
in  the  group  tested  have  significant  losses 
and  655  have  mild  losses.  It  is  dangerous 
to  base  absolute  statements  on  statistics 
alone;  however,  it  would  be  reasonable  to 
theorize  that  30-40  significant  losses  would 
be  present  in  a community  of  3000  school 
children.  We  might  assume  further  that  3-4 
such  losses  are  to  be  found  in  a school  popu- 
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lation  of  300.  This  report  suggests  that 
further  development  of  educational  pro- 
grams  for  the  acoustically  handicapped 
school  child  is  planned  and  it  would  appear 
that  the  present  need  would  place  a burden 
on  present  facilities.  To  meet  this  need, 
community  resources  must  play  a vital  part. 
In  this  way  prompt  and  comprehensive  as- 
sistance may  be  provided  to  this  relatively 
large  segment  of  the  handicapped  popula- 
tion. One  of  the  important  phases  of  com- 
munity planning  is  the  integi’ation  of  med- 
ical and  audiometric  findings  in  a compre- 
hensive counseling  program. 

The  Program 

It  is  our  purpose  to  discuss  one  such  pro- 
gram conducted  during  the  1961-62  school 
year  which  involved  use  of  both  community- 
agencies  and  private  facilities.  The  partici- 
pating units  were : The  Visiting  Nurses  As- 
sociation, Omaha,  Nebraska ; Creighton  Me- 
morial Saint  Joseph  Hospital,  Omaha,  Ne- 
braska ; and  the  Creighton  University-  School 
of  Medicine,  Omaha,  Nebraska.  In  such  a 
progi’am  we  see  the  marshaling  of  forces 
not  readily  available  to  the  average  commun- 
ity- ; however  experience  has  shown  that  a 
relatively  small,  competent  gi'oup  of  people 
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who  are  willing  to  devote  the  time  and  ef- 
fort to  the  project,  provide  the  nucleus  for 
such  a program. 

This  program  was  planned  to  provide  a 
service  to  a school  population  which  was 
not  being  currently  served.  The  school  sys- 
tems involved  represent  about  25,000  school 
children  in  county  and  parochial  schools  in 
Douglas  County.  The  Visiting  Nurses  As- 
sociation planned  the  screening  program 
which  involved  testing  of  7272  children,  pri- 
marily in  4th  and  10th  grades.  However, 
any  child  could  be  tested  on  recommendation 
of  the  teacher.  Of  these,  1475  were  re- 
screened within  two  weeks  of  the  original 
test,  and  382  children  (5.2%)  were  finally 
referred  for  suspected  hearing  loss.  The 
parents  of  these  children  were  told  of  the 
program  at  Saint  Joseph  Hospital,  and  118 
children  (32%)  were  actually  evaluated  at 
the  hospital.  It  is  assumed  that  the  remain- 
der were  seen  by  private  physicians. 

The  hospital  donated  facilities  for  audio- 
metric testing  and  medical  examination. 
The  donated  services  of  two  otolaryngolo- 
gists and  two  audiologists  were  obtained. 
The  Visiting  Nurses  Association  provided 
one  nurse  for  screening  and  served  as  clear- 
ing house  for  the  reports.  It  would  be  dif- 
ficult to  estimate  the  time  spent  in  screening 
but  it  would  involve  the  full-time  seiwices  of 
one  person  for  a number  of  months.  Esti- 
mated time  of  otolaryngologists  and  audi- 
ologists was  about  two  hours  per  week  for 
most  of  the  school  term.  Referrals  were  ar- 
ranged on  appointment  schedules  as  soon  as 
possible  to  avoid  long  waiting  periods  be- 
tween screening  and  diagnostic  work-up. 
Each  child  was  given  medical  examination, 
audiometric  pure  tone  air  and  bone  conduc- 
tion testing  and,  in  some  cases,  speech  audi- 
ometry was  used.  The  parent  was  asked  to 
fill  out  a questionnaire  to  provide  a back- 
ground information.  When  possible  the  par- 
ent was  counselled  briefly  at  the  end  of  the 
examinations.  In  all  cases  a written  report 
was  provided  to  the  Visiting  Nurses  who  in 
turn  contacted  the  parents  individually.  All 
services  were  provided  without  charge. 

Audiometric  Examination 

The  results  of  this  survey  were  of  par- 


ticular interest  to  all  agencies  involved  and 
will  be  discussed  here.  The  sample  of  118 
children  involved  64  boys  and  54  girls;  116 
Caucasian  and  2 Negro  children.  Of  the 
group  tested,  29  children  were  found  to 
have  noi-mal  hearing  at  the  time  of  the 
test  and  7 children  had  abnormal  pure  tone 
audiograms  with  normal  speech  reception 
thresholds.  The  remaining  82  were  found 
to  have  some  degree  of  hearing  loss.  Table 
1 shows  distribution  of  cases  by  age.  The 
classification  of  loss  was  based  on  each 
ear  separately,  and  was  as  follows:  Nor- 
mal— 15  db  or  better  in  all  frequencies; 

TABLE  1 

AGE  DISTRIBUTION  OF  REFERRED 


Age 

Number 

Tested 

POPULATION 

Normal  Mild 

Moderate 

Severe 

6 

13 

2 

4 

7 

0 

7 

14 

1 

5 

7 

1 

8 

13 

5 

2 

5 

1 

9 

17 

11 

3 

3 

0 

10 

13 

6 

3 

4 

0 

11 

6 

3 

2 

1 

0 

12 

7 

4 

2 

1 

0 

13 

9 

1 

3 

5 

0 

14 

3 

1 

0 

2 

0 

15 

6 

2 

2 

1 

1 

16 

8 

0 

5 

3 

0 

17 

7 

0 

3 

3 

1 

18 

2 

0 

0 

0 

2 

118 

36 

34 

42 

6 

mild — 15-30  db  in  one  or  more  frequencies 
and  all  single  frequency  losses;  moderate — 
31-60  db  in  two  or  more  frequencies;  severe 
— above  60  db  in  two  or  more  frequencies. 
Table  2 shows  the  distribution  of  losses  by 
degree  and  type  of  loss.  One  child  was 
classed  as  having  a total  sensory-neural  loss 
by  virtue  of  audiometric  readings  of  poorer 
than  85  db  in  two  or  more  frequencies  in 
the  better  ear. 

TABLE  2 

CLASSIFICATION  OF  HEARING  LOSS 

Degree  of  Loss 


Type  of  Loss 

Mild 

Moderate 

Severe 

Total 

Sense  ly-neural 

___20 

18 

3 

41 

Conductive 

_14 

19 

0 

33 

Mixed  _ 

0 

5 

3 

8 

34 

42 

6 

82 
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TABLE  3 

EAR  INVOLVEMENT 


T>-pe  of  Involvement 


Degrree  of  Involvement 

Bilateral 

Unilateral 

Total 

Mild 

17 

17 

34 

Moderate  _ _ 

33 

9 

42 

Severe 

4 

2 

6 

54 

28 

82 

Table  3 is  concerned  with  classification 
of  the  losses  with  regard  to  the  ear  involved. 

This  table  dose  not  reflect  the  complete 
involvement  in  the  moderate  category.  For 
example,  of  the  33  moderate  bilateral  losses, 
11  showed  mild  involvement  of  one  ear  and 
moderate  involvement  of  the  other.  How- 
ever, it  does  reflect  a significant  number  of 
bilateral  losses  as  compared  to  unilateral 
losses. 

In  summarizing  the  findings  of  audio- 
metric evaluations  we  are  impressed  with 
the  relatively  small  number  of  severe  losses 
among  children  in  normal  school-popula- 
tions. This  would  suggest  that  this  type 
of  case  is  being  served  in  special-education 
programs.  We  are  also  impressed  with  the 
large  number  of  moderate  losses  which  un- 
doubtedly complicate  ability  to  learn  in  the 
child  who  is  required  to  “keep  up.”  We  also 
expected  a concentration  of  loss  in  lower  age 
groups  but  found  the  median  age  to  be  10 
years  and  the  range  from  6-18  years.  Some 
mention  should  be  made  of  the  seven  children 
who  were  found  to  have  pure  tone  losses 
but  had  normal  speech  reception  thresholds. 
These  were  concentrated  in  the  age  group 
of  8-11  years  and  included  two  boys  and  five 
girls.  Pure  tone  audiograms  suggested  four 
moderate  bilateral  and  three  severe  bilateral 
losses.  It  is  difficult  to  postulate  a reason 
for  this.  Each  child  had  at  least  three 
separate  tests  and  so  lack  of  familiarity  with 
test  procedure  can  not  be  the  prime  factor. 
It  is  possible  that  these  children  possessed 
poor  auditory  perception  for  pure  tones  but 
there  is  also  evidence  and  motive  in  some 
cases  for  conscious  exaggeration  of  thresh- 
old. It  was  necessary  in  some  instances  to 
resort  to  tests  for  malingering  utilizing 
speech  audiometry  in  order  to  obtain  a 
normal  speech  reception  threshold.  These 


losses  will  be  referred  to  later  in  this  article 
as  “simulated”  losses.  Special  counseling 
was  given  to  the  parents  in  these  cases. 

Medical  Examination 

A summary  of  the  medical  findings  is 
shown  in  table  4.  Negative  examinations 
were  noted  in  24  patients,  while  90  patients 
were  found  to  have  some  abnormal  clinical 
findings;  in  some  cases  there  were  multiple 
abnonnal  findings.  We  were  impressed 
with  the  relatively  large  number  of  cases 
in  which  secretory  otitis  media  was  observed 
or  suspected,  even  extending  to  children 
whose  hearing  was  found  to  be  within  nor- 
mal limits  at  the  time  of  the  audiometric 
test  and  medical  examination.  We  were  also 
interested  in  the  relatively  large  number  of 
patients  with  involvement  of  the  adenoidal 
structures.  When  this  is  compared  to  the 
high  incidence  of  tonsillectomies  and  ade- 
noidectomies  in  the  total  group  (about 
50%)  it  would  seem  that  more  careful  at- 
tention should  be  given  to  these  procedures. 
Even  assuming  that  those  patients  who  had 
positive  adenoidal  findings  constituted  the 
entire  group  of  those  who  had  not  had  ton- 
sillectomies, which  was  not  the  case,  it 
would  appear  that  close  scrutiny  of  this 
problem  is  warranted  by  all  physicians. 

In  summarizing  the  medical  findings  we 
found  that  many  anticipated  findings,  that 
is,  allergjq  tjunpanic  membrane  pathologic 
changes,  chronic  middle  ear  disease,  and  so 
forth,  did  not  exist  in  significant  numbei*s, 
and  in  some  instances  where  they  did  ap- 
pear, there  was  little  or  no  effect  upon  hear- 
ing acuity.  Conversely,  some  of  the  less 
obvious  findings,  that  is,  secretory  otitis 
media,  retracted  tjnnpanic  membrane,  and 
so  forth,  occur  more  frequently  than  expect- 
ed, and  significantly  affect  hearing.  This 
would  lead  to  the  conclusion  that  a careful 
examination  of  patients  with  a history  of 
recurrent  but  relatively  minor  ear  symptoms 
is  essential. 

It  is  also  to  be  noted  that  parents  are 
apt  to  minimize  these  problems,  as  is  shown 
in  their  response  to  the  questionnaire. 

The  Questionnaire 

The  data  from  the  questionnaire  completed 
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TABLE  4 

COMPARISON  OF  MEDICAL  AND  AUDIOMETRIC  FINDINGS 


Results  of  Audiometric  Examination 

♦Medical  Findings  Normal  Mild  Moderate  Severe  Simult. 

Negative  Examination 6 6 6 3 3 

Secretory  Otitis  Media  4 7 10  0 0 

Acute  Otitis  Media 0 12  0 0 

Acute  Otitis  Externa  1 0 0 0 0 

Retracted  Tympanic  Membrane 3 5 10  0 1 

Scarred  Tympanic  Membrane 0 2 2 1 0 

Perforated  Tympanic  Membrane 0 3 3 1 0 

Impacted  Cerumen  and 

Cotton  in  ear 4 3 3 1 1 

Allergy  noted  1 0 2 0 0 

Acute  nasal  (URI)  7 3 5 0 0 

Adenoid  I 110  0 0 

Adenoid  II 10  7 4 1 2 

Adenoid  III  2 4 12  0 3 

Adenoid  IV  0 2 2 0 0 

Tonsils  II 1 3 3 0 0 

Tonsils  III  7 8 7 0 2 

Tonsils  IV 0 2 2 0 0 

Tonsils  Removed  (prior)  10  10  20  6 4 

Nodes  I 1 0 0 0 0 

Nodes  II 110  10 

Nodes  III 0 10  0 0 

Tympanoplasty  0 110  0 

Not  examined  0 13  0 0 

•Multiple  findings  in  many  patients.  N = 118 


ToUl 

24 

21 

3 

1 

19 

5 

7 

12 

3 

15 

2 

24 

21 

4 
7 

24 

4 

50 

1 

3 
1 
2 

4 


by  the  parents  is  not  shown.  It  is  difficult 
to  interpret  this  information  since  it  does 
not  of  necessity  represent  fact  but  rather 
is  a mixture  of  information,  attitude,-  and 
may  even  reflect  previous  advice  given  the 
parent  from  many  sources.  We  found  the 
data  helpful  in  interpreting  certain  of  our 
information  and  drawing  our  own  conclu- 
sions. Comparison  of  this  information  with 
the  results  of  examination  was  extremely 
helpful  to  us  in  preparing  the  reports  but 
a more  thorough  case  history  was  deemed 
necessary  in  many  instances. 

Summary 

We  have  provided  information  relating 
to  one  approach  to  services  for  the  hard-of- 
hearing  and  deaf  child.  It  is  felt  this  ap- 
proach involves  an  integrated  program  which 
reduces  the  confusion  for  the  patient  and 
those  involved  in  planning  his  program.  We 
have  presented  our  findings  in  the  survey 
in  order  to  provide  a detailed  picture  of 
the  patient  from  the  medical  and  audiological 
point  of  view.  Continuation  of  this  program 
during  the  1962-63  school  year  is  contemplat- 


ed. In  this  way  we  feel  that,  in  addition 
to  providing  a service,  we  are  also  learning 
more  about  the  total  problem  by  providing 
both  a cross-sectional  and  a longitudinal 
study  of  hearing  loss  in  children  in  our  com- 
munity. 

It  is  not  the  purpose  of  this  program  to 
assume  the  role  of  the  private  physician. 
All  children  showing  remediable  defects  were 
referred  to  their  private  physicians  for  this 
care.  Those  unable  to  pay  a physician's  fee 
were  referred  to  the  indicated  agency  or  free 
clinic. 
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VALUE  of 


Jn  a 

GENERAL  SURGICAL  PRACTICE* 

This  paper  will  deal  with  results 
of  va^nal-cervical  cytology  in 
a general  surgical  practice  in 
Omaha.  It  is  not  my  intention  to  become 
involved  in  any  of  the  controversial  aspects 
of  cytology  such  as  its  value  in  studying  ra- 
diation effect  or  determination  of  sex,  but 
to  evaluate  routine  practical  aspects  and^ 
some  of  my  impressions  as  to  its  value.  I 
will  then  summarize  the  positive  results 
that  we  have  obtained  in  the  last  three  years. 

First,  I shall  make  a few  remarks  about 
technique.  It  is  important  to  remember  that 
successful  cytology  is  a teamwork  effort 
between  the  practitioner  and  the  cji;ologist. 
The  first  step  is  to  obtain  smears  exactly 
as  the  cytologist  wants  them.  Our  cytolo- 
gists^  want  three  slides  taken  as  follows: 

The  setup  consists  of  a wide  mouthed  bottle 
of  ethei'-alcohol  sufficiently  tall  to  cover  the 
slides,  an  aspirating  syringe  of  some  type, 
cotton  swab,  and  a wooden  spatula  shaped  to 
scrape  the  ceiwix,  three  slides  with  ground 
glass  on  one  end  for  the  writing  of  patient’s 
name,  and  the  letters  APF  (aspiration  posterior 
foimix),  CO  (cervical  os),  or  CS  (ceiwical 
scrape).  Paper  clips  on  each  slide  will  keep  the 
slides  apart  in  the  solution. 

Using  ordinary  pelvic  examining  equip- 
ment without  lubricant  or  talcum,  the  smears 
are  taken,  preferably,  when  the  patient  has- 
n’t had  a douche  for  a few  days  and  not 
too  near  the  end  of  a menstrual  cycle.  The 
aspiration  from  the  posterior  fornix  is  ob- 
tained first,  smeared  on  the  slide,  and  imme- 
diately immersed  in  the  fixing  solution. 
Next,  the  cervical-os-smear  is  obtained,  fol- 
lowed by  scraping  of  the  cervix  and  the  im- 
mediate fixing  of  the  smears  in  the  solution. 
The  slides  should  be  prepared  before  the 
examination  is  begun  so  there  will  be  no 
delay  in  immersion  of  the  slides.  If  the 
smears  diy  out  before  fixation  the  material 
will  not  stain  precisely. 
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There  is  a difference  of  opinion  regard- 
ing the  indication  for  doing  these  tests.®- 
It  seems  to  me  that  some  of  the  reports  in 
the  lay  press  border  on  being  ridiculous, 
such  as  saying  that  every  woman  should 
have  one  of  these  tests  every  six  months.® 
It  just  isn’t  practical  as  we  can’t  apply  that 
type  of  reasoning  to  all  parts  of  the  body. 
On  the  other  hand,  to  say  that  the  tests  are 
of  no  value  is  equally  faulty.  We  like  to 
have  a negative  cytolog>’  on  all  our  patients 
regardless  of  symptoms.  We  do  the  test  in 
all  cases  having  any  pathologic  findings  such 
as  cervicitis  or  erosion,  in  all  cases  of  ab- 
normal bleeding,  and  in  cases  where  the  cer- 
vix bleeds  easily  on  examination.  If  the 
cytologj'  is  negative  we  do  not  stress  getting 
a retake  unless  some  new  indication  arises. 

Next,  I shall  discuss  and  explain  the  re- 
ports which  the  cji;ologist  gives.  There  are 
many  types  of  reports,  but  basically  they 
all  fall  into  the  following  pattern: 

1.  Negative. 

2.  Explained  atypia,  such  as  seen  in  tricho- 
monal  infections. 

3.  Suspicious.  These  are  subdivided  as  (1) 
probably  not  carcinoma,  being  due  to  dys- 
plasia, atypia  or  atypical  metaplasia;  and 
(2)  the  other  subdivision,  probably  carcino- 
ma, and,  therefore,  ver\*  suspicious. 

4.  Positive  cytologj*,  and  this  case  should  be 
one  of  carcinoma  either  in  the  ceiwix  or 
fundus. 

After  the  report  is  obtained  what  then? 
The  course  cannot  be  outlined  categorically, 
but  the  following  guidelines  may  be  used. 

If  the  report  is  negative  and  the  material 
in  the  smear  proved  to  be  adequate  and  satis- 
factory, then  one  need  only  inform  the  lucky 
patient  of  this  fact. 

•Presented  before  Omaha  Mid-West  Clinical  Society,  30th 
Annual  Session,  October  29.  1962. 
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If  the  report  is  of  the  next  type,  explained 
atypia,  one  may  then  clear  up  the  cause  of 
the  atypia,  retake  smears,  and  proceed  ac- 
cordingly. 

From  here  on  the  course  is  more  variable, 
depending  on  the  philosophy  of  the  individu- 
al physician. 

If  the  report  is  “suspicious  of  carcinoma,” 
but  probably  not  carcinoma,  one  should  at- 
tempt to  clear  up  the  cause  of  the  question- 
able smear  and  report  and  observe  with  re- 
takes; or  biopsy  of  the  cervix  if  the  clinical 
picture  dictates  this  course  of  action.  These 
are  often  the  instances  of  cervicitis  which 
are  subjected  to  biopsy  and  cauterized;  sub- 
sequent retakes  are  clear.  If  the  “suspicious” 
report  is  one  that  “probably  is”  this  calls  for 
a cold  conization'^  of  the  cervix,  plus  dilata- 
tion and  curettage  (D&C).  I shall  speak 
of  cold  conizations  later. 

If  the  report  on  cytology  is  definitely 
positive,  tissue  must  be  obtained.  If  the 
case  is  clinically  carcinoma,  perhaps  biopsy 
is  sufficient,  followed  by  radium,  X ray  or 
radical  surgery,  whichever  is  the  prefer- 
ence of  the  examiner.  If  the  case  is  very 
questionable  clinically,  it  is  perhaps  best 
to  do  a cold  conization  of  the  cervix  and  a 
D&C,  and  await  a pathologist’s  report. 

At  this  point  I would  like  to  explain  what 
is  meant  by  “cold  conization  of  the  cervix.” 
It  is  a procedure  spawned  by  perfection  in 
cytological  technique  and  obtained  by  con- 
ing out  almost  the  entire  cervix  with  a 
scapel.  I usually  insert  a silk  suture  at  12 
o’clock  and  different  stitches  at  6 o’clock, 
(sometimes  using  all  four  quadrants),  and 
use  these  sutures  for  traction  and  marking 
for  the  pathologist.  The  bleeding  is  con- 
trolled with  individual  ties,  not  by  cauter- 
izing. It  is  best  not  to  use  any  kind  of  stick 
ties,  because  it  is  possible  to  seed  malignant 
cells. 

If  the  cervical  biopsy  and  D&C  are  nega- 
tive, the  treatment  then  depends  upon  what 
the  actual  cause  of  the  trouble  is  found  to 
be,  followed  by  retakes  of  smears. 

If  the  pathologist  reports  invasive  car- 
cinoma, one  is  dealing  with  the  serious  type 


of  carcinoma  of  the  cervix,  and  radical 
treatment  is  required. 

If  the  report  comes  back  following  the 
cold  conization  of  the  cervix  “carcinoma  in 
situ,”  one  may  follow  the  patient’s  condi- 
tion by  periodic  cytological  smears,  or  he 
may  do  a total  abdominal  hysterectomy.  It 
is  perhaps  better  to  do  a hysterectomy  at 
or  beyond  the  menopause,  and  observe 
women  during  child  bearing  age  with 
smears.  However,  no  hard  or  fast  rule  can 
be  stated  here.  It  is  best  to  postpone  hys- 
terectomy for  a few  weeks  after  conization, 
because  there  is  considerable  danger  of  post- 
operative peritonitis  if  one  does  a hysterec- 
tomy in  the  presence  of  raw  infected  cervix 
which  occurs  following  conization. 

If  the  cervical  biopsy  is  negative  and  the 
D&C  is  positive  adenocarcinoma,  then  one 
has  the  option  of  removing  the  uterus,  tubes, 
and  ovaries  either  primarily  or  following 
preliminary  X-ray  treatment.  We  prefer 
the  former. 

I would  now  like  to  present  the  six  positive 
cases  we  have  found  in  a total  of  about  500 
patients  on  whom  smears  have  been  taken 
in  our  office  during  the  past  three  years. 
Our  positive  cases  resulted  in  two  adeno- 
carcinoma; two  carcinoma  in  situ  of  the 
cervix ; one  chronic  cervicitis,  and  one  meta- 
plasia. Please  realize  our  series  isn’t  large 
enough  to  show  a trend,  but  is  used  to  il- 
lustrate our  handling  of  these  common, 
everyday  problems. 

Case  Reports 

Case  1:  NO,  No.  8837,  age  20,  single, 
Negro,  Para  1,  gravid  1. 

History : Yellowish  discharge  and 

continuous  pelvic  discomfort.  Had  sus- 
picious cytology  one  year  ago  at  another 
laboratory. 

Physical : Chronic  cervicitis  — other- 
wise negative. 

Cytology:  June  20,  1962,  squamous 
superficial  cells  with  inflammatory 
atypia ; scattered  intermediate  squamous 
cells  and  sharply  atypical  nuclei.  Sus- 
picious cytology.  Cytologist  requested 
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retake  since  this  was  obtained  near  the 
end  of  her  menstrual  cycle. 

July  3,  1962,  report  same  except  more 
atypia;  suspicious  cytologj’. 

Tissue:  July  16,  1962,  cold  coniza- 

tion; carcinoma  in  situ. 

Result:  Uneventful  recovery.  Pa- 

tient will  be  followed  with  periodic  cy- 
tological  smears. 

Case  2:  RO,  No.  4187,  age  32,  mar- 
ried, white,  Para  3,  gravid  3. 

History:  No  abnormalities. 

Physical : Pelvic  examination  entirely 
negative  except  for  small  erosion  an- 
terior lip  of  cervix. 

Cytologj*:  On  May  3,  1962,  posterior 
fornix  (PF)  and  cervical  scraping  (CS), 
mixed  squamous  cytology.  Clusters  of 
small  round  squamous  cells  and  indi- 
vidual similar  cells  with  prominent 
chromocenters,  some  with  nuclear  halo. 

OS  — mature  and  intermediate  cy- 
tology'. Few  dysplastic  squamous  cells. 
Much  less  atypia  than  on  other  slides. 
Highly  suspicious  cytology. 

Tissue:  May  21„  1962,  cold  coniza- 
tion and  D&C.  Carcinoma  in  situ  of 
cervix.  Secretoi*y'  type  of  endometrium. 

July  9,  1962,  total  abdominal  hyster- 
ectomy (TAH)  and  bilateral  salpingec- 
tomy. 

No  further  carcinoma;  reactive  in- 
flammation of  cervix. 

Result : Uneventful  recovei-y. 

Case  3:  WF,  No.  8338,  age  60,  mar- 
ried, white,  para  2,  gravid  2. 

History:  Post  menopausal  spotting 

three  weeks.  Menopause  seven  years 
ago. 

Physical:  Senile  vaginitis;  small  cer- 
vical polyp;  small  left  adnexal  mass. 

Cytology:  September  25,  1961,  atro- 
phic squamous  cells;  sheets  of  atypical 
“adeno”  cells;  not  much  seen  on  CS; 
highly  suspicious  cytology'. 

Tissue:  October  20,  1961,  D&C  and 


biopsy  of  cervix ; positive  for  endo- 
metrium carcinoma.  Immediate  TAH, 
bilateral  salpingo-oophorectomy ; lesion 
about  3 cm.  in  diameter  involving  most 
of  upper  fundal  area.  Also,  multiple 
small  fibroids,  cystadenoma  of  the 
ovaiy.  The  carcinoma  is  fairly  well 
differentiated. 

Result:  Uneventful  recovery  except 

for  some  ileus  which  required  nasogas- 
tric suction.  Had  course  of  deep  X-ray 
treatment.  No  recurrence  to  date. 

Case  4:  GJ,  No.  1205,  age  62,  mar- 
ried, not  living  with  husband,  white, 
para  2,  gravid  1. 

History:  Watery  discharge  and  pel- 
vic cramp  one  month;  no  blood;  meno- 
pause ten  years  ago. 

Physical : Watery  discharge  rather 
profuse;  uterus  small. 

Cy'tology':  January  6,  1962,  atypical 
histiocytes;  rosette  of  “adeno”  cells  with 
highly  atypical  nuclei — hy^perchromatic ; 
prominent  chromocenters.  Could  be  mu- 
cus producing.  Suspicious  cytology^ 

Tissue:  January^  16,  1962,  D&C. 

Could  not  get  curet  far  enough  into 
uterus  to  adequately  curet.  Frozen  sec- 
tion was  normal,  and  because  of  evi- 
dence of  real  trouble  a TAH  and  bilater- 
al salpingo-oophorectomy  was  carried 
out.  ( Tu  b e s removed  previously) . 
Carcinoma  of  the  fundus  was  found. 
The  curet  was  blocked  by  a large  endo- 
metrial polyp.  Uneventful  recovery. 
Deep  X-ray  treatment.  Well  today. 

Case  5:  CH,  No.  3753,  age  48,  mar- 
ried, white,  Para  4,  gi'avid  5. 

Histoi'y:  Negative. 

Phy'sical:  Cervix  appears  friable. 

Cy'tology:  March  25,  1960,  marked 

aty'pia;  large  nuclei;  squamous  cells 
with  dyskaiyosis.  Suspicious  cytology. 

Tissue:  April  13,  1960,  chronic  cys- 
tic cervicitis  with  epithelial  dysplasia; 
secretory’^  endometrium. 

Result:  Uneventful  recovery. 
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Case  6:  LB,  No.  4954,  age  40,  sin- 
gle, white,  Para  0,  gravid  0. 

History;  Negative. 

Physical : Cervicitis. 

Cytology:  February  6,  1959,  atypia 
in  squamous  cells;  some  dyskaryosis; 
suspicious  cytology. 

Tissue : March  13,  1959,  atrophic  en- 
dometrium ; chronic  cervicitis  with 
atypical  squamous  metaplasia. 

Result:  Uneventful  recovery. 

In  conclusion,  a surgeon’s  opinion  of  the 
use  of  office  cervical  cytology  is  presented. 
It  is  considered  a useful  adjunct  in  the  man- 
agement of  cervical  problems. 
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MAMMARY  CARCINOMA  IN  THE  AGED  PATIENT 
Seventy-five  women  in  whom  the  diagnosis  of  carcinoma  of  the 
breast  was  made  beyond  the  age  of  75  years  were  studied  with 
100%  follow-up.  The  expected  mean  survival  for  this  age  group  is 
8.24  years.  The  mean  survival  for  the  patients  in  the  study  with 
mammary  carcinoma  was  3.9  years.  The  aged  patient  harboring 
operable  carcinomas  of  the  breast  had  a mean  survival  of  5.1  years. 
A strong  argument  is  made  for  aggressive  therapy  in  view  of  an 
acceptable  operative  mortality  of  4.5%,  a significant  abbreviation 
of  life  expectancy  in  the  presence  of  the  disease,  and  an  unexpectedly 
high  (32%)  10-year  survival  with  adequate  therapy  in  contrast  to 
a 15%  10-year  survival  with  less  than  adequate  treatment.  (R.  0. 
Kraft  and  G.  E.  Block,  Ann  Surg  156:981,  Dec.,  1962). 
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SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Hematologic  Disorders 


The  hematologic  disorders  which 
have  particular  neurologic  im- 
plication may  be  outlined  thus: 

1.  Hemoglobin 
Anemias 

Abnormal  hemoglobins 
Polycythemias 

Hyperbilirubinemia  (hemolytic)  of 
infancy 

2.  White  blood  cells 
Leukemias 
Leukopenias 

3.  Platelets 

ITirombopenias 
Thrombocythemias 

4.  Plasma  fractions 

Hemorrhagic  disorders 
Macroglobulinemia,  cryoglobulinemia 

This  includes  the  so-called  hemorrhagic 
or  bleeding  disorders,  and  one  might  add 
also  disorders  associated  with  blood  trans- 
fusions. 

ANEMIA 

The  causes  and  varieties  of  anemia  are 
many.i  Rapidity  of  development  and  ex- 
tent of  anemia  are  important  considerations. 
A slowly  appearing  anemia  may  be  coped 
with  physiologically  whereas  sudden  ex- 
sanguination  or  severe  hemolysis  may  de- 
prive the  individual  of  sufficient  hemo- 
globin to  result  in  hypoxia  at  critical  sites. 
Paresthesias,  mental  confusion,  vertigo,  syn- 
cope, blindness,  or  focal  cerebral  deficit 
may  then  appear. 

An  otherwise  healthy  person  may  lose 
rapidly  over  500  ml  of  blood  with  little  ef- 
fect. However,  rapid  loss  of  1500-2000  ml 
is  often  fatal.  Over  24  hours  however,  he 
may  lose  2200  to  3000  ml  and  survive. ^ 

That  the  individual  can  sustain  life  on  se- 
vere but  slowly  developing  anemias  is  re- 
corded in  those  patients  (particularly  of 
yesteryear)  discovered  with  red  blood  counts 
under  one  million. 

Anemia  poses  two  considerations  of  neu- 
rologic importance : 

1.  Cerebral  hypoxia  due  to  limited  hemo- 
globin. 
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2.  Conditions  associated  with  specific  ane- 
mias, such  as 

Vitamin  B'=  deficiency 
Thrombopenia  (hemorrhage) 

Leukopenia  (infection) 

Elxsanguination  (hypotension,  shock) 
Sicklemia  (thrombosis) 

Carcinoma  (metastases) 

With  an  accumulation  of  physiologic  hand- 
icaps anemia  may  serve  as  a “last  straw.” 
This  is  best  illustrated  by  the  patient  whose 
cerebral  blood  flow  is  compromised  from 
any  cause,  who  then  develops  significant 
anemia.  The  resultant  lack  of  oxygen  trans- 
port to  the  brain  becomes  manifest  quickly. 
The  improvement  noted  with  transfusion  is 
common  knowledge. 

Patients  with  stenotic  cerebral  arteries, 
bodering  on  focal  cerebral  ischemia  (insuf- 
ficiency), who  become  anemic,  may  then 
disclose  cerebral  symptoms  until  the  ane- 
mia is  corrected.^ 

An  uncommon  phenomenon  of  neurologic 
interest  concerns  papilledema  appearing 
with  severe  anemia.^  This  may  be  due  to 
altered  pressure  ratios  between  retinal  ar- 
teries and  retinal  veins  or  between  spinal 
fluid  and  intraocular  pressure. 

Pernicious  anemia  has  been  discussed  pre- 
viously. 

ABNORMAL  HEMOGLOBINS 

A number  of  heritable,  abnormal  hemo- 
globin variants  occur  in  human  blood.®- 
These  are  characterized  by  certain  morpho- 
logic and  biochemical  features  including: 

Abnormal  shapes,  sizes  of  erythrocytes 
Anemia 

Disturbed  oxygen  transport 

Hemolysis 

.Splenomegab' 
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Listed  in  order  of  frequency  and  severity 
of  neurologic  disturbance,  the  following 
hemoglobinopathies  are  pertinent  to  neuro- 
logic phenomenology:® 

Sickle  cell  anemia 
Sickle  cell — hemoglobin  C disease 
Sickle  cell  with  other  hemoglobinopathy  (as 
thalassemia,  Hgb  D,  Hgb  C) 

Sickle  cell  trait 

The  patient  with  sickle  cell  anemia  has 
95-100  per  cent  abnormal  hemoglobin-S. 
The  patient  with  the  heterozygous  state 
(sickle-cell  trait)  has  25-45  per  cent  hemo- 
globin-S. The  sickle  hemoglobin  (Hgb-S) 
appears  to  be  the  only  abnormal  hemoglobin 
which  affects  definite  neurologic  implica- 
tion. The  percentage  of  sickle  hemoglobin 
(Hgb-S)  present  is  likewise  important,  since 
the  greatest  frequency  and  severity  of  symp- 
toms occur  in  patient  with  high  percentage 
of  Hgb-S.  Few  patients  with  sickle  cell 
anemia  live  past  the  age  of  30. 

Of  dominant  genetic  transmission,  sickle 
cell  disease  is  found  primarily  in  Negroes 
and  among  certain  tribes  in  southern  India, 
southern  Arabia  and  southern  Turkey.  Few 
cases  are  reported  among  white  persons  of 
Italian,  Sicilian  or  Greek  origin.  Seven  to 
10  per  cent  of  American  Negroes  (20-45% 
of  African  Negroes)  bear  the  partial  defect, 
called  the  sickle  cell  trait.  Approximately 
0.3-1. 3 per  cent  of  American  Negroes  dis- 
close the  complete  or  near-complete  defect, 
sickle  cell  anemia.^’ 

Physiologic  and  biochemical  stresses,  par- 
ticularly hypoxia,  bring  out  this  hemoglobin 
defect.  The  red  cells  assume  abnormal 
“sickle”  shapes,  become  rigid  and  inflexi- 
ble, entangled  and  enmeshed  in  one  another, 
producing  capillary  stasis.  Local  hypoxia, 
thrombosis  and  hemorrhage  occur,  then 
hemolysis  and  anemia.  In  severe  cases,  bone 
marrow  infarction  leads  to  fat  and  bone  mar- 
row embolism.®' ®>  ® 

Symptoms  rarely  appear  before  six 
months  of  age.  In  patients  with  sickle  cell 
anemia,  50  per  cent  will  be  symptomatic  by 
age  two.  Among  children,  common  com- 
plaints include :® “ 

Pain:  joints,  back,  abdomen 

Vomiting 

Fever 

Frequent  infections 

Actually  the  symptoms  and  syndromes, 
including  neurologic,  may  be  many  and  va- 


ried — sufficiently  that  one  might  safely 
advise  that  this  disease  should  be  suspected 
in  every  Negro.  The  patients  with  a high 
percentage  of  this  abnormal  hemoglobin 
demonstrate  symptoms  in  childhood,  will 
often  appear  chronically  ill  and  give  a his- 
tory of  repeated  crises  of  acute  abdominal 
or  joint -pain,  or  anemia.  Those  with 
smaller  percentage  of  abnormal  hemoglobin 
may  remain  entirely  symptom-free  or  dem- 
onstrate symptoms  only  under  biochemical 
stress  (particularly  hypoxia). 

Physical  findings  include : 

Pallor  (anemia) 

Icterus  (mild) 

Splenomegaly  (especially  children) 

Chronic  leg-ulcer  (adults) 

Aseptic  necrosis  (epiphysis  of  femur  or 
humerus) 

Cholelithiasis  (even  in  adolescence) 

Roentgenographic  changes  (also  seen  with 
other  hemoglobinopathies)  include  a widen- 
ing of  medullary  spaces,  thinning  of  cor- 
tices with  radial  arrangement  of  trabeculae, 
seen  especially  in  skull,  vertebrae  and  long 
bones.  Osteoporosis  may  become  suffi- 
ciently marked  to  cause  collapse  of  vertebral 
bodies. 

The  following  stresses  may  precipitate 
crises  of  vascular  occlusion,  anemia  or 
hemolysis 

Hypoxia  (e.g.,  air  travel,  cardiac  failure) 

Pregnancy,  parturition 

Anesthesia 

Surgery 

Eclampsia 

Alcoholic  intoxication 
Acute  infection 
Dehydration 

Small  and  recurrent  splenic  and  pulmon- 
ary infarctions  are  common.  In  one  large 
series  of  patients  with  hemoglobinopathies, 
the  following  incidence  of  neurologic  mani- 
festations appeared 

Sickle  cell  anemia  35  per  cent 

Sickle  cell  — Hgb  C 24  per  cent 

Sickle  cell  trait  6 per  cent 

One  or  more  of  the  following  neurologic 
features  occur  in  these  disorders 

1.  Convulsive  seizures.  Often  associated  with 
Crisis 

Surgery,  anesthesia 
Transfusion 

Cerebral  vascular  syndrome 
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2.  Meningism.  May  simulate  meningitis 

Often  febrile 

May  disclose  bloody  spinal  fluid,  up  to 
250  lymphocytes,  up  to  100  mg  protein 

3.  Focal  cerebral  vascular  lesion. 

Single 

Multiple 

Cumulative 

Cerebral  venous  thrombosis  in  infants 

4.  Subarachnoid  hemorrhage 

5.  Visual  loss 

Vitreous  hemorrhage 
Retinal  hemorrhage 
Thrombosis 

6.  Radiculitis 

Single 

Several  adjacent  roots 

7.  Organic  mental  syndromes 

Mental  retardation  in  children 

8.  Vertigo 

9.  Bacterial  infections 

Meningitis 

Abscess 

10.  Hypotonic  bladder;  priapism 

Retinal  findings  include 
Tortuosity',  dilatation  of  vessels 
Neovascularization;  sheathing 
Stasis,  thrombosis 
Ischemia,  edema 
Exudates 
Hemorrhage 

Chorioretinal  degeneration 
Angioid  streaksi^ 

Laboratory  findings  include: 

Chronic  anemia 
Elevated  reticulocyte  count 
Sickling  phenomena 
Elevated  serum  bilirubin 
Electrophoretic  identification  of  abnormal 
hemoglobin 

High  incidence  EEG  changes^s 

Treatment  is  supportive  and  symptomatic. 
Hydration  must  be  maintained.  Transfusion 
of  blood  is  indicated  with  severe  anemia. 
Oxygen  is  administered  over  short  periods. 
Infection  and  other  concomitant  or  pre- 
cipitating factors  must  be  sought  and  treat- 
ed. 

Patients  with  sickle  cell — hemoglobin  C 
disease  are  almost  always  Negroes  and  may 
present  syndromes  similar  to  those  of  the 
sickle  cell  group.  Depending  on  the  per- 
centage of  sickle  cell  hemoglobin  carried  and 
precipitating  factors  (cited  above),  the  in- 


dividual may  remain  sjTnptom-free  through- 
out his  life.  If  symptoms  appear,  they  usual- 
ly punctuate  long  remissions.^^  Pregnancy 
in  particular  appears  likely  to  precipitate  a 
crises.®  The  presence  of  Hgb-C  may  be  de- 
termined by  electrophoresis. 

POLYCYTHEMIA 

The  type  of  polyc>i;hemia  which  usually 
requires  neurologic  concern  is  polycythemia 
vera,  the  primary  form  which  likely  repre- 
sents a neoplastic  (“myeloproliferative”) 
growth  of  erythropoietic  tissues  in  bone 
marrow.  This  was  discussed  previously. 

Secondary  polycythemia  appears  in  re- 
sponse to  a recognizable  “cause,”  particu- 
larly conditions  associated  with  decreased 
arterial  oxygen  saturation  (e.g.  high  grade 
veno-arterial  shunts,  pulmonary  disorders, 
high  altitude).  Secondary  polycythemia  also 
may  arise  occasionally  and  unexplainably 
with  some  neoplasms  (e.g.  hypernephroma, 
cerebellar  hemangioblastoma,  ovarian  and 
uterine  tumors),  certain  renal  diseases,  and 
Cushing’s  syndrome.  Neurologic  implica- 
tion is  not  as  frequent  nor  as  severe  with 
secondary  polycythemia,  although  here,  too, 
the  excessive  hemoglobin  mass  and  increased 
blood  viscosity  may  impede  effective  circula- 
tion and  encourage  arterial  insufficiency  and 
thrombosis. 

HYPERBILIRUBINEMIA  OF 
INFANCY 

Icterus  in  the  neonatal  period  may  result 
in  toxic  cerebral  damage,  — bilirubin  en- 
cephalopathy. Accelerated  red-cell  destruc- 
tion (hemolysis)  is  a common  cause,  leading 
to  excessive  bilirubinemia  which  exceeds  the 
excretory  capacity  of  the  immature  liver. 
Actually,  however,  there  are  a number  of 
causes  of  neonatal  icterus 

1.  Isoimmunization  hemolytic  anemia 

2.  Physiologic  icterus  (particularly  in  pre- 
mature infants) 

3.  Drug  toxicity  (especially  vitamin  K, 
sulfa) 

4.  Generalized  infection 

5.  Deficiency  of  bilirubin  glucuronyl  trans- 
ferase enzyme  (congenital  non-hemo- 
lytic  jaundice) 

6.  Hemolytic  anemias  of  other  origin 
(genetic  forms,  toxicity) 

7.  Hepatitis 

8.  Obstructive  jaundice  (intrahepatic, 
extrahepatic) 

As  any  of  these  conditions  produces  an 
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indirect  hyperbilirubinemia  approaching  20 
mg  per  100  ml  serum  in  the  newborn,  there 
is  risk  of  a toxic  encephalopathy,  tradition- 
ally called  kernicterusP-^'^  Although  ex- 
ceptions are  known,  a concentration  of  20 
mg  indirect  bilirubinemia  per  100  ml  serum 
is  regarded  as  a gross,  practical  critical  lim- 
it. Indirect  bilirubin  concentration  is  only 
1-2  mg  per  100  ml  less  than  total  serum  bili- 
rubin. If  it  appears  that  this  will  be  ex- 
ceeded, exchange  transfusions  are  used  at 
once.  Premature  infants  may  be  more  vul- 
nerable than  those  born  at  term.®2-34 

The  earliest  neurologic  symptoms,  while 
hardly  specific,  include  P- 

Lethargy,  drowsiness 
Muscular  twitching,  rigidity 
High-pitched,  sharp  cry  (intermittent  at 
first) 

Altered  Moro  reflex 
Instability  of  body  temperature 

Once  underway,  the  clinical  features  of 
bilirubin  encephalopathy  of  the  newborn 
(kernicterus)  include: 

Stupor 

Opisthotonos 

Tonic  and  clonic  convulsions 
Dyskinesia  (chorea,  athetosis,  cycling  legs, 
boxing  arms) 

Spinal  fluid  may  disclose  icterus,  bleeding 

Depending  on  the  cause  of  hyperbilirubi- 
nemia, its  severity,  its  prompt  recognition 
and  response  to  therapy,  several  courses  may 
evolve.  With  the  isoimmunologic  form  (ery- 
throblastosis fetalis),  5-15  per  cent  of  those 
live-born  develop  bilirubin  encephalopathy  if 
untreated.  Of  those  with  encephalopathy, 
60-70  per  cent  succumb  within  seven  to  ten 
days  following  birth.  The  incidence  of  neu- 
rologic sequelae  is  high  among  survivors.  At 
least  10  per  cent  of  all  brain-damaged  chil- 
dren come  from  this  group. 

EEC  studies  report  nonspecific  findings, 
moderate  in  degree.  There  is  only  a gross 
correlation  of  EEG  abnormalities  with  the 
clinical  picture.  In  cases  with  good  prog- 
nosis, EEG  abnormalities  disappear  quick- 
\yP 

Pathologic  study  discloses  an  icteric  tint 
in  the  brain,  especially  in  lenticular  and  cau- 
date nuclei.  Other  basal  ganglia,  brain 
stem  and  medullary  nuclei  may  also  appear 
quite  stained.  Most  damage  appears  in  the 
globus  pallidum,  subthalamic  body,  and 
reticular  zone  of  substantia  nigra  with  gang- 


lion cell  degeneration,  petechial  hemor- 
rhages, and  demyelinization  particularly 
prominent. 

Bilirubin  encephalopathy  appears  to  have 
a somewhat  unique  pattern  of  sequelae.  Most 
cases  of  dyskinesia  (chorea,  athetosis)  be- 
ginning in  infancy  can  be  attributed  to  it. 
Compared  to  other  causes  of  infantile  brain- 
damage  (as  asphyxia  neonatorum,  birth  in- 
jury, infection),  it  less  commonly  features 
pyramidal  tract  deficit,  mental  retardation 
or  convulsive  disorder.  The  main  neurologic 
sequelae  are:®* 

1.  Athetosis 

2.  Palsy  of  gaze 

3.  Hearing  loss  (high  tones  especially) 

4.  Auditory  verbal  agnosia 

Some  patients  appear  to  come  through 
unscathed ; some  retain  one  or  two  minor  de- 
fects; some  are  left  greatly  disabled.  While 
athetosis  is  common,  one  may  also  see  other 
dyskinesias  or  dystonias  (especially  tremor, 
rigidity).  A palsy  of  upward  gaze  is  fre- 
quently noted.  A small  percentage  disclose 
spasticity  due  to  pyramidal  tract  loss,  others 
ataxia  or  hypotonia.  Hand  skills  and  speech 
are  often  slow  in  appearing.  Difficulties  in 
auditory  symbolic  and  language  perception 
are  common.  In  learning,  these  patients 
comprehend  visual  and  tactile  stimuli  better 
than  auditory.  Speech  difficulties  are  fre- 
quent. A number  are  mistaken  as  mentally 
retarded  until  psychologic  evaluation  is  per- 
formed. In  occasional  cases,  however,  men- 
tal retardation  may  be  outstanding.  Many 
of  these  patients,  although  not  mentally  re- 
tarded, are  not  as  intellectually  capable  as 
their  unaffected  siblings.  Convulsive  dis- 
order appears  in  less  than  20  per  cent  of 
this  group.  As  they  mature  into  adulthood, 
they  tend  to  “outgrow”  these  defects  but 
even  so,  appear  to  have  more  adjustment 
difficulties  than  average. 

One  diagnostic  feature  which  may  remain 
is  dental : 

Olive- green  stain  of  deciduous  teeth  ap- 
pearing at  alveolar  margin  around  age  2-3 

Crescenteric  defects  in  middle  incisors 

LEUKEMIA 

This  disorder  was  discussed  previously. 

LEUKOPENIA 

A decrease  in  the  number  of  circulating 
white  blood  cells  below  4000  per  cu  mm  may 
be  of  neurologic  concern:®® 
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1.  It  may  be  diagnostic  of  certain  infectious 
diseases  as: 

Typhoid 
Paratyphoid 
Undulant  fever 
Measles 
Rubella 

Viral  pneumonia 
Malaria 

2.  Xot  uncommon  with  disseminated  lupus 
erythematosus,  pernicious  anemia 

3.  Toxic  origin  from  drugs  neurologist  may 
employ  :«> 

Some  anticonvulsants,  tranquilizers 
Some  antibiotics 

4.  Overwhelming  infection  may  be  a prom- 
inent concomitant,  spreading  to  nervous 
system  (“agranulocytosis”) 

PLATELETS 

Thrombopenias  will  be  discussed  with 
Hemorrhagic  Disorders  below. 

Thrombocvthemia  was  discussed  previous- 
ly. 

HEMORRHAGIC  DISORDERS 

Bleeding  disorders  are  of  neurologic  con- 
cern since  bleeding  may  occur  in  nervous 
tissue.  It  has  been  customary  to  discuss 
these  disorders  under  two  overlapping  head- 

ings.^b  42 

I.  The  purpuras  (cellular  factors) 

1.  Thrombopenic 

a.  Idiopathic 

b.  Secondary 

2.  Xonthrombopenic 

a.  Platelet  abnormality 

b.  Capillary  abnormality 

II.  Coagulation  disorders  (noncellular,  plasma- 
soluble  factors 

This  includes  hemophilia,  hypoprothrom- 
binemia,  hypofibrinogenemia  and  many 
others,  less  well  known 

At  present  there  are  known  at  least  12 
blood  clotting  (plasma-soluble)  factors.^®  Of 
the  many  hemorrhagic  disorders,  only  a few 
appear  regularly  manifest  in  the  nervous 
system.  As  one  might  expect,  however,  such 
neurologic  hemorrhages  are  reported  with 
the  more  common  and  more  severe  hemor- 
rhagic diseases. 

Review  of  recent  literature  suggests  that 
the  following  hematologic  disorders  are  most 
commonly  concerned  with  neurologic  bleed- 
ing: 


Thrombopenic  purpura 

Especially  with  acute  leukemia 
Hypoprothombinemia 
Hemophilia 
Less  commonly: 

Henoch-Schoenlein  purpura 

Discussed  with  connective-tissue  diseases 
Generalized  infections 

Thrombopenia  plus  vascular  damage 
Hypofibrinogenemia 
Scurvy 
Polycythemia 
Thrombocythemia 
Macroglobulinemia 

Thrombopenic  purpura  usually  discloses 
platelet  counts  of  under  100,000  per  cu 
ml.^b44  Spontaneous  bleeding  appears  in 
most  patients  before  or  as  the  count  drops 
to  10,000.^®  Some  of  the  common  causes  of 
thrombopenic  purpura  include  44, 46 

1.  Idiopathic  (“primary”)  thrombopenia 

2.  Infection 

Sepsis 

Typhus,  spotted  fever 

Measles,  rubella,  hemorrhagic  smallpox 

Infectious  mononucleosis 

Scarlatina 

3.  Toxic 

Qiemicals 

Chemotherapy  (Phenothiazines,  some 
antibiotics  and  anticonvulsant  drugs, 
others40 
Irradiation 
Uremia 

4.  Bone  marrow  infiltration 

Leukemia  (especially  acute) 

Lymphoma,  myeloma 
Metastatic  carcinoma 
Myelofibrosis 
Megaloblastic  anemia 

5.  Other  myelosuppressive  diseases 

Aplastic  anemia 
Leucopenia  (agronulocytosis) 

6.  Connective-tissue  disease 

Disseminated  lupus 
Thrombotic  thrombopenic  purpura 

7.  Primary  liver  and  splenic  disease 

8.  Massive  blood  transfusion 

The  frequency  of  intracranial  bleeding 
with  the  thrombopenia  secondary  to  leu- 
kemia is  well  known.  Multiple  factors  are 
in  operation  here.  Subarachnoid  bleeding 
is  more  common  with  thrombopenic  pur- 
puras than  intracerebral  hemorrhage  and 
subdural  bleeding  is  least  frequent.  The 
hemorrhagic  lesion  with  uncomplicated 


192 


Nebraska  S.  M.  J. 


thrombopenia  is  at  the  capillary  level.  In- 
tracerebral hemorrhage  may  be  macroscopic 
and  large  (over  2 cm  diameter),  solitary  or 
multiple.  They  may  be  petechial  and  mul- 
tiple. Combinations  of  large  and  petechial 
hemorrhages  are  no  rarity.  On  occasion, 
bleeding  may  be  located  in  several  sites,  — 
intracerebral,  subarachnoid,  and  subdural. 
Intracranial  hemorrhage  is  one  of  the  not 
uncommon  causes  of  death  with  thrombo- 
penic  pui’pura.^'^-^2 

Hemorrhages  into  peripheral  nerves  or 
hematomas  compressing  nerves,  rarely  de- 
scribed with  purpura,  appear  to  be  more 
common  with  hemophilia.®^  Intraspinal  hem- 
orrhages, likewise,  are  reported  very  infre- 
quently. 

Thrombotic  thrombopenic  purpura,  one 
of  the  connective-tissue  diseases,  should  be 
recalled  here  for  its  high  incidence  of  intra- 
cerebral bleeding. 

Hypoprothrombinemia  may  occur  with; 

41,  42,  48 

1.  Dicoumarin  drugs 

2.  Transient  deficiency  of  newborn 

3.  Biliary  obstruction 

4.  Hepatic  disease 

5.  Malabsorption  syndromes 

6.  Congenital  deficiency 

The  most  common  group  with  neurologic 
implications  is  that  seen  with  dicoumarin 
drugs  (anticoagulant  therapy)  and  the 
transient  deficiency  of  the  newborn.  With 
the  popularity  of  anticoagulant  therapies  in 
the  past  decade,  a small  but  definite  inci- 
dence of  neurologic  hemorrhages  of  this 
origin  is  regularly  reported,  traumatic  and 
spontaneous,  including  intracerebral,  sub- 
arachnoid, subdural,  and  spinal  epidural 
forms.®®  Surreptitious  self  - administration 
of  anticoagulants  by  the  psychopathic  rarely 
occurs.®^ 

Hemorrhagic  disease  of  the  newborn  is  a 
transient  disease  of  the  first  week  of  life 
associated  with  vitamin  K-deficiency. 
Bleeding  may  occur  at  many  sites  in  the 
body,  including  intracerebral,  subdural,  and 
subarachnoid  sites  in  10-20  per  cent  of 


cases.^'^  Birth  trauma  may  be  considerably 
aggravated  by  this  condition. 

Cases  of  intracranial  bleeding  due  to  hypo- 
prothrombinemia associated  with  hepatic 
cirrhosis  and  idiopathic  deficiency  have  also 
been  documented.^®-  ®® 

Hemophilia  discloses  a small  but  definite 
incidence  of  intracranial  bleeding  in  ap- 
proximately 5-8  per  cent  of  patients  afflict- 
ed.®6-®®  This  may  be  subarachnoid,  intra- 
cerebral, subdural,  or  combinations  thereof. 
Epidural  bleeding  is  rare.  Most  of  these 
patients  are  infants,  children  or  young 
adults.^®-  Head  trauma  is  often  a sig- 
nificant factor.  Recurrent  episodes  of  intra- 
cranial bleeding  are  not  unusual.  Convulsive 
episodes  occur  in  50  per  cent  of  these  pa- 
tients with  intracranial  bleeding.  Bleeding 
may  also  compress  a peripheral  nerve, 
particularly  the  long  nerves  of  the 
limbs. ®'^-  ®®-  ®®-  Less  commonly,  intraspinal 
bleeding  (intramedullary,  hematomyelia, 
subarachnoid,  subdural,  epidural)  may  oc- 
cur.®® 

A considerable  number  of  other  (plasma- 
soluble)  clotting-factor  disturbances  may  oc- 
cur although  they  are  less  common  and  dis- 
close a small  and  uncertain  incidence  of  neu- 
rologic involvement.^^’ These  include; 

Vascular  hemophilia  (von  Willebrand’s  dis- 
ease, pseudo-hemophilia 

Thromboplastin-antecedent  deficiency  (hemo- 
phila  C)67 

AfibrinoRenemia-JT,  68 

BLOOD  TRANSFUSION 

Neurologic  consequences  of  blood  trans- 
fusion are  rare,  but  the  following  have  been 
recorded ;®® 

1.  Air  or  fat  embolism 

2.  Hyperkalemic  toxicity 

3.  Transmission  of  infection 

Syphilis 

Pyogens 

4.  Hemolysis  followed  by  renal  failure 

Uremia 

5.  Serum  sickness 

(References  available  from  author). 


“The  drug  industry  spends  more  than  $100,000,000  annually  for 
research,  and  no  other  industry  in  this  country  spends  as  much  as 
that  for  research.  It  must  be  emphasized  that  for  every  thousand 
products  researched  by  the  drug  industry  only  40  or  50  reach  a 
marketable  stage  . . .”  (Edward  Annis,  President-Elect,  A.M.A.) 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
April  6,  Alliance,  Central  School  Building 
April  27,  Ogallala,  Elks  Club 

May  11,  Kearney,  Good  Samaritan  Hos- 
pital 

May  25,  McCook,  St.  Catherine’s  Hos- 
pital 

POSTGRADUATE  ASSEMBLY  on  “The- 
ory and  Practice  of  Ausculation,’’  spon- 
sored by  Hahnemann  Medical  School  and 
Hospital  — Sheraton  Hotel,  Philadelphia, 
April  15-17,  1963;  Bernard  L.  Segal,  Sym- 
posium Director,  Hahnemann  Medical 
College  and  Hospital,  230  North  Broad 
Street,  Philadelphia  2. 

FIFTEENTH  ANNUAL  MEETING,  South- 
western Surgical  Congress  and  the  First 
Mexican-North  American  Surgical  Con- 
gress in  Mexico  — April  22nd  thru  27th, 
1963. 

34th  ANNUAL  SCIENTIFIC  MEETING, 
Aerospace  Medical  Association;  April  29 
to  May  2,  1963,  Statler  Hilton  Hotel,  Los 
Angeles.  Contact  Aerospace  Medical  As- 
sociation, Washington  National  Airport, 
Washington  1,  D.C. 

13th  ANNUAL  MEETING,  Student  Ameri- 
can Medical  Association  — May  2-5,  Sher- 
man House,  Chicago. 

ANNUAL  SESSION,  Nebraska  State  Med- 
ical Association — Sheraton-Fontenelle  Ho- 
tel, Omaha,  Nebraska,  May  12,  13,  14,  15, 
1963. 

29th  ANNUAL  MEETING,  American  Col- 
lege of  Chest  Physicians  — June  13-17, 
1963;  Ambassador  Hotel,  Atlantic  City 
(combined  with  AM  A meeting). 

SECOND  INTERNATIONAL  CONFER- 
ENCE ON  CONGENITAL  MALFORMA- 
TIONS— Americana  Hotel,  New  York, 
July  15-19,  1963;  sponsored  by  National 
Foundation-March  of  Dimes.  Secretary, 
Stanley  E.  Henwood,  120  Broadway,  New 
York  5. 


AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

ANNUAL  MEETING  of  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation — August  26,  1963,  Shera- 
ton-Dallas  Hotel,  Dallas,  Texas.  Address: 
Doctor  Max  K.  Newman,  President,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

Acute  Emotional  Disorders — 

Care  for  acute  emotional  disorders  con- 
stituting an  emergency  will  cover  in-hospital 
treatment  of  an  acute  emotional  disorder 
constituting  an  emergency  which  is  a threat 
to  the  life  or  health  of  the  patient. 

Such  care  must  meet  the  following  con- 
ditions : 

1.  Care  for  an  acute  emotional  disorder 
which  is  a complication  of  maternity 
care. 

2.  Care  for  an  emotional  disorder  which 
constitutes  an  emergency.  Payment  is 
authorized  only  until  the  disorder  sub- 
sides and/or  until  other  arrangements 
are  made  to  care  for  the  patient  at  other 
than  government  expense. 

3.  Care  required  for  treatment  of  a nerv- 
ous or  mental  disorder  which  requires 
medical  treatment  for  more  than  21  days 
must  have  an  authorized  extension  and 
must  constitute  an  acute  phase. 

4.  Extension  of  care  for  acute  mental  dis- 
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orders  at  Government  expense  may  be 
granted  by  submitting  a request  for  ex- 
tension direct  to  the  Contracting  Offi- 
cer, Office  for  Dependents’  Medical  Care, 
18th  and  Constitution  Avenue,  Washing- 
ton 25,  D.C.  Without  this  extension  au- 
thorization, no  payments  may  he  made 
for  any  care  rendered  later  than  21  days 
by  Medicare. 

5.  A request  for  extension  will  be  consid- 
ered by  the  Contracting  Officer  only  if 
made  by  the  service  member,  the  de- 
pendent, or  a representative  of  either, 
and  it  is  demonstrated  that: 

a.  Due  to  absence,  the  service  mem- 
ber was  unable  to  make  suitable  ar- 
rangements for  other  care. 

b.  No  other  member  of  the  member’s 
household  was  available  to  make 
other  arrangements. 

This  request  should  be  supported  by  a 
statement  from  the  attending  physician  stat- 
ing this  to  be  a bonafide  acute  emergency. 

THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  urged 
changes  in  the  federal  income  tax  law  that 
would  increase  allowable  deductions  for  med- 
ical expenses  of  older  persons. 

Percy  E.  Hopkins,  M.D.,  Chicago,  Chair- 
man of  the  AMA  Board  of  Trustees,  and 
Francis  C.  Coleman,  M.D.,  Des  Moines,  Iowa, 
Chairman  of  the  AMA  Council  on  Legisla- 
tive Activities,  outlined  the  Association’s 
position  before  the  House  Ways  and  Means 
Committee. 

Most  of  the  amendments  proposed  by  the 
AMA  involve  changes  in  the  Internal  Reve- 
nue Code  affecting  those  65  and  over  and 
persons  contributing  to  their  support.  These 
changes  include : 

— Permission  for  a taxpayer  to  deduct, 
without  regard  to  the  amount  of  support 
contributed,  any  medical  expense  paid 
for  an  aged  dependent. 

— Reduction  of  the  income  tax  liability 
of  lower  income  persons  among  the 
aged  who  have  large  medical  expenses. 

— Permission  for  aged  taxpayers  to  re- 


ceive full  tax  benefit  for  medical  ex- 
penses by  use  of  the  carry-forward  and 
carry-back  method,  just  as  businesses 
are  presently  permitted  to  offset  losses 
in  one  year  against  profits  in  another 
year. 

— Removal  of  one  per  cent  floor  on  drugs 
and  medicines  for  taxpayers  65  and  old- 
er. 

The  AMA  recommended  the  tax  law 
changes  to  the  House  committee  shortly  aft- 
er President  Kennedy  had  sent  to  Congress 
a special  message  asking  again  for  congres- 
sional approval  of  his  plan  that  would  put 
limited  health  care  of  the  aged  under  so- 
cial security. 

The  American  Medical  Association  re- 
iterated its  determined  opposition  to  such 
legislation. 

The  Administration’s  new  health  care  plan 
generally  was  similar  to  the  King-Anderson 
bill  which  the  Senate  rejected  last  year.  The 
major  change  would  extend  the  health  cover- 
age to  the  2.5  million  older  persons  not  cov- 
ered by  Social  Security. 

A variable  hospitalization  benefit  pro- 
gram would  be  available  to  all  aged  social 
security  beneficiaries  with  costs  paid  from 
funds  provided  by  an  increase  in  social  se- 
curity taxes.  Coverage  for  those  not  par- 
ticipating in  social  security  programs  would 
be  paid  from  general  tax  revenues. 

Beneficiaries  would  have  the  option  of 
selecting  from  three  coverage  plans  — 45 
days  of  hospitalization  with  no  deductibles; 
90  days  with  a maximum  $90  deductible,  or 
180  days  with  the  insured  paying  a deduct- 
ible equal  to  21/?  days  of  average  hospital 
costs. 

Home  nursing  facilities,  out-patient  diag- 
nostic seiwices  and  up  to  240  home  health- 
care visits  a year  by  community  visiting 
nurses  and  physical  therapists  also  would  be 
provided. 

Administrative  officials  estimated  the  cost 
would  be  $7  billion  for  the  first  five  years. 
Insurance  officials  predicted  the  cost  would 
be  substantially  higher. 

Under  the  proposal.  Social  Security  taxes 
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for  both  employers  and  employees,  would  be 
increased  one-quarter  of  one  per  cent.  The 
Social  Security  tax  for  the  self  - employed 
would  be  hiked  two-fifths  of  one  per  cent. 

President  Kennedy  also  requested  that  the 
annual  earnings  base  from  which  Social  Se- 
curity taxes  are  collected  be  raised  to  $5,200 
from  the  present  $4,800.  The  plan  would 
start  Jan.  1,  1965,  and  require  an  extra 
$27.50  contribution  yearly  from  both  the 
employe  and  employer  where  the  employe 
makes  $5200  or  more.  Maximum  added  cost 
to  the  self-employed  would  be  $42.40  a year. 

George  M.  Fister,  M.D.,  President  of  the 
American  Medical  Association,  said  the  Ad- 
ministration’s new  plan  “proposes  a govern- 
ment-controlled program  which  would  force 
increased  taxes  on  wage  earners  and  em- 
ployers to  buy  limited  hospitalization,  nurs- 
ing home  and  nursing  care  for  millions  of 
people  over  65  who  are  financially  able  to 
take  care  of  themselves.” 

“The  use  of  tax  funds  to  provide  benefits 
to  an  entire  population  group  regardless  of 
need,  the  wealthy  and  well-to-do  included,  is 
just  as  unwise  and  economically  unsound 
today  as  it  was  last  year  and  the  year  be- 
fore that,”  Dr.  Fister  said. 

“The  American  Medical  Association  be- 
lieves in  helping  those  who  need  help,  using 
tax  funds  where  they  may  be  required.  We 
believe  citizens  of  whatever  age  who  are 
able  to  take  care  of  themselves  should  not 
become  a burden  on  the  taxpayers.  We  be- 
lieve the  vast  majority  of  Americans  share 
our  view.” 

The  American  Medical  Association  en- 
dorsed the  Kennedy  Administration’s  mental 
health  and  mental  retardation  program. 

Testifying  before  the  Senate  Committee 
on  Labor  and  Public  Welfare,  Dr.  Leo  H. 
Bartemeier,  foiTner  chairman  of  the  AMA’s 
Council  on  Mental  Health  and  medical  direc- 
tor of  Seton  Psychiatric  Institute,  Baltimore, 
said ; 

“We  believe  these  measures  should  be  im- 
plemented in  such  a way  as  to  guarantee 
every  American  the  very  best  in  medical  care 
and  treatment,  and  we  stand  ready  to  help 
achieve  this  standard.  There  is  little  doubt 


that  these  bills  are  of  the  utmost  importance 
in  our  common  goal  of  improving  the  na- 
tion’s mental  health  profile.” 

The  AMA  particularly  supported  the  basic 
approach  to  the  Administration  bills,  namely 
that  the  mental  health  program  should  con- 
centrate on  development  of  community  fa- 
cilities for  care  of  patients  at  a local  level. 

“The  American  Medical  Association 
heartily  approved  of  the  concern  shown  by 
the  President  of  the  United  States  and  by 
this  Committee  over  what  we  consider  to  be 
America’s  most  pressing  and  complex  health 
problem,”  Dr.  Charles  L.  Hudson,  Cleve- 
land, 0.,  a member  of  the  AMA  Board  of 
Trustees  said. 

All  witnesses,  representing  other  health 
organizations  and  state  governments,  also 
supported  the  legislation.  Some,  including 
the  AMA  recommended  minor  changes. 


Human  Interest  Tales 

Dr.  Pauline  Slaughter,  Norfolk,  has  ac- 
cepted a position  with  the  Norfolk  State 
Hospital. 

Dr.  M.  E.  Samuelson,  Wymore,  was  elect- 
ed president  of  the  Gage  County  Medical 
Society  in  February. 

Dr.  Henry  M.  Lemon,  Omaha,  gave  a talk 
on  cancer  at  the  February  13th  meeting  of 
the  Rotary  in  Omaha. 

Dr.  William  S.  Bivens,  Holdrege,  was  re- 
elected president  of  the  Phelps  County  Med- 
ical Society  in  January. 

Dr.  Harold  McConahay,  Holdrege,  was  a 
speaker  at  the  February  meeting  of  the  Ki- 
wanis  Club  in  Holdrege. 

Dr.  C.  H.  Campbell,  Columbus,  was  pre- 
sented a life  membership  in  the  Rotary  Club 
of  Columbus  in  February. 

Dr.  A.  J.  Merrick,  Fremont,  talked  on 
heart  surgery  at  a meeting  of  the  Fremont 
Life  Underwriters  in  February. 

Dr.  Gerald  E.  Ries  has  completed  a resi- 
dency at  the  Mayo  Clinic,  Rochester,  Minne- 
sota and  will  be  located  in  Omaha. 
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Dr.  0.  A.  Kostal,  Hastings,  addressed  the 
Home  and  Education  Department  of  the 
Hastings  Woman’s  Club  in  February. 

Dr.  Robert  Morgan,  Alliance,  spoke  at  a 
meeting  of  the  Western  Nebraska  Physical 
Therapy  Association  in  Alliance  recently. 

Dr.  Robert  J.  Stein,  Lincoln,  was  re- 
elected Chief  of  Staff  for  Lincoln  General 
Hospital  at  the  staff’s  annual  meeting  in 
January. 

Drs.  R.  F.  Sievers,  C.  D.  Howard,  and 
Leslie  Grace,  of  Blair,  have  announced 
plans  to  build  a new  clinic,  ready  for  occu- 
pancy by  July  1st. 

Dr.  E.  L.  MacQuiddy,  Omaha,  has  been 
named  senior  consulting  director  of  Nebras- 
ka Blue  Cross,  having  served  on  the  board 
for  seventeen  years. 

Drs.  Thomas  E.  Grier,  Robert  M.  Lang- 
don,  ando  Bernard  Magid,  all  of  Omaha,  are 
new  Fellows  in  the  American  College  of  Ob- 
stetrics and  Gynecologists. 

Dr.  and  Mrs.  Kenneth  McDermott  of 
Grand  Island  sailed  January  11th  on  the 
Mariposa.  They  visited  Bara-Bara,  Tahiti, 
Raratanga,  New  Zealand,  Australia,  the  Figi 
Islands,  and  Hawaii  before  returning  home. 


Announcements 

Deaths  From  Mushrooms  Registered — 

The  National  Registry  of  Deaths  from 
Mycetism  maintains  a file  of  deaths  attrib- 
uted to  ingestion  of  wild  mushrooms  (1957 
to  date). 

Physicians  are  requested  to  send  notice  of 
all  such  deaths  (age,  sex,  date,  locality)  to 
the  undersigned : Robert  W.  Buck,  M.D., 
Secretary,  Massachusetts  Medical  Society, 
22  The  Fenway,  Boston  15. 

A Postgraduate  Conference  on 
Pediatric  Hematology — 

A postgraduate  conference  on  “Pediatric 
Hematology:  Hemolytic  Disease  of  Infants 
and  Children”  will  be  given  at  Childrens  Me- 
morial Hospital,  Omaha,  on  Friday,  May  24, 
1963.  Guest  speakers  will  be  Audrey  K. 


Brown,  MD,  of  the  University  of  Virginia 
and  William  H.  Zinkham,  MD,  of  Johns 
Hopkins.  Inquiries  should  be  made  to : Post- 
graduate Seminar,  Childrens  Memorial  Hos- 
pital, Omaha  5,  Nebraska. 

The  Nebraska  Heart  Association  Invites 
Applications  for  Grants-in-Aid  for  1963-64 — 

All  Nebraska  Heart  Association  grants  are 
awarded  on  these  conditions: 

1.  All  applications  must  be  received  or 
postmarked  before  midnight,  Friday, 
April  26,  1963.  The  deadline  will  be 
observed. 

2.  Applications  must  be  made  on  the 
forms  supplied  by  the  Nebraska  Heart 
Association.  Only  original  copy  of 
application  plus  related  materials  need 
be  submitted. 

3.  The  sum  granted  will  be  expended  for 
support  in  the  general  area  of  the  re- 
search described. 

4.  Annual  reports  of  the  expenditures 
and  work  accomplished  under  the 
grant  will  be  furnished  to  the  Nebras- 
ka Heart  Association.  Reports  should 
be  sent  to  the  Nebraska  Heart  Asso- 
ciation as  soon  as  possible  after  tenn- 
ination  of  grant  period  except  when 
there  is  a renewal. 

5.  All  reports  of  work  accomplished  with 
the  support  of  a grant  from  the  Ne- 
braska Heart  Association  will  ack- 
nowledge such  support. 

6.  At  least  three  reprints  of  all  publica- 
tions based  on  the  research  will  be 
provided  the  Nebraska  Heart  Asso- 
ciation. 

7.  First  priority  will  be  given  to  grants 
of  $1,000  or  less.  However,  larger 
grants,  including  continuation  grants 
will  be  considered.  Research  grants 
will  be  awarded  on  July  1,  1963,  or 
thereafter  according  to  the  wishes  of 
the  grantee,  but  not  to  run  beyond  one 
year.  The  primary  purpose  of  the 
research  grants  of  the  Nebraska 
Heart  Association  is  to  finance  pilot 
studies,  not  long-range  problems;  con- 
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sequently  grantees  are  urged  to  apply 
to  large  national  gi'anting  agencies 
when  the  research  problem  has  devel- 
oped sufficiently  to  warrant  long-term 
support.  Grants  may  be  renewed  for 
not  more  than  one  year. 

8.  The  project  grant  fund  may  not  or- 
dinarily be  used  for  travel.  In  special 
circumstances,  an  application  may  be 
made  through  the  Executive  Director 
to  the  committee  chairman  for  use  of 
this  gi*ant  fund  in  travel  related  to 
grant. 

9.  Grant  funds  may  be  used  for  salaries 
of  technicians  and  dieners,  but  not  for 
the  principal  investigator  or  his  pro- 
fessional assistants. 

10.  The  title  to  equipment  purchased  with 
the  grant  funds  will  rest  with  the 
grantee’s  institution. 

11.  The  research  must  be  done  in  a non- 
profit organization  having  adequate 
laboratory  facilities  for  research. 
Grants  are  made  to  the  institution  of 
the  applicant  for  the  use  of  the  prin- 
cipal investigator. 

12.  In  general,  preference  will  be  given 
to  younger  investigators  who  do  not 
yet  have  sufficient  publications  to  be 
well  known. 

13.  Institutional  overhead  up  to  15%  of 
the  total  grant  may  be  allowed. 

Please  address  inquiries  to : Research 

Committee,  Nebraska  Heart  Association, 
4202  Harney  Street,  Omaha,  Nebraska. 
Phone;  556-1155. 


News  and  Views 

New  Program  for  Education  of 
Medical  Researchers — 

The  Life  Insurance  Medical  Research 
Fund  has  launched  a new  $200,000  program 
for  the  education  of  medical  researchers. 
The  program  will  finance  fellowships  for 
medical  school  students  who  intend  to  make 
medical  research  and  teaching  their  career 
after  they  earn  both  MD  and  PhD  degrees. 


The  $200,000  allocated  to  the  new  program  is 
in  addition  to  more  than  $1  million  appropri- 
ated for  research  in  heart  diseases  during 
the  coming  year. 

The  1963-4  academic  year  will  put  into 
full  operation  a plan  begun  experimentally 
a year  ago.  Then,  $80,000  was  committed 
for  the  training  of  five  medical  researchers. 
The  expanded  program  will  provide  for  up 
to  six  years  of  postgi'aduate  education  lead- 
ing to  an  MD  degree  and  either  a PhD  de- 
gree or  its  equivalent,  according  to  Dr.  Wil- 
liam A.  Jeffers,  the  Fund’s  scientific  direc- 
tor. New  appropriations  for  the  progi-am 
are  to  be  made  annually. 

Applications  for  Fund  fellowships  will  be 
made  through  the  deans  of  the  nearly  100 
medical  schools  in  the  US  and  Canada.  The 
students  selected  for  fellowships  will  or- 
dinarily be  in  the  second  year  of  their  medi- 
cal training  and  must  have  “demonstrated 
unusual  scholarship  and  aptitude  for  re- 
search,” according  to  the  Fund’s  announce- 
ment. 

SAMA  Expresses  Opposition  to  Federal 
Loan  Fund  for  Medical  Students — 

The  student  American  Medical  Associa- 
tion has  expressed  its  opposition  to  the  use 
of  federal  funds  for  medical  student  loans 
which  are  now  being  considered  in  public 
hearings  on  HR.  12. 

In  a telegram  to  Congressman  Oren  Har- 
ris (D-Ark.),  SAMA’s  national  president, 
James  A.  Brooks  (a  senior  at  the  Univer- 
sity of  Oregon  Medical  school),  called  atten- 
tion to  the  position  adopted  by  his  organiza- 
tion at  its  May  1962  annual  meeting. 

The  SAMA  House  of  Delegates,  which 
represents  the  majority  opinion  of  18,000 
medical  students,  stated  that  SAMA  con- 
siders loans  rather  than  scholarships  to  be 
the  “least  offensive  or  least  objectionable” 
possible  action  on  the  part  of  the  Federal 
government.  However,  the  group  stated 
that  new  or  potential  sources  of  monetaiy 
aid  had  not  been  fully  explored. 

Since  that  time,  according  to  Brooks,  the 
AMA-ERF  loan  progi'am  has  proved  to  be 
a gi’eat  success  and  has  granted  loans  total- 
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ing  more  than  nine  million  dollars  to  over 
3,000  medical  students  and  1,700  residents 
and  interns. 

Brooks  said  that  the  success  of  AMA- 
ERF  proves  that  financial  assistance  for 
medical  students  can  be  obtained  without 
turning  to  the  Federal  government  for  as- 
sistance. 

Status  of  Medical  Education  Loan 
Guarantee  Program — 

From  initiation  of  the  Medical  Education 
Loan  Guarantee  program  under  AMA-ERF 
in  March,  1962,  to  December  31,  1962,  loans 
had  been  made  totaling  $6,111,400.  Of  this, 
$3,694,400  was  loaned  to  medical  students; 
$1,531,000,  to  residents;  and  $886,000,  to 
internes.  In  Nebraska,  internes  had  bor- 
rowed $3200;  residents,  $6000;  and  medical 
students,  $126,400  — a total  of  $135,600. 

In  order  to  obtain  these  loans  from  the 
bank,  the  AMA-ERF  must  guarantee  the 
loan  and  must  post  $1  for  each  $12.50  bor- 
rowed. The  amount  posted  to  December  31 
was,  therefore,  $488,912. 

In  these  first  nine  months  the  total  bor- 
rowed certainly  went  up  rapidly,  and,  we 
may  assume,  took  up  the  slack  where  money 
was  needed.  It  will  be  interesting  to  see 
how  much  the  total  levels  off  from  this  point 
onward,  and  how  successful  the  AMA-ERF 
may  be  in  obtaining  the  money  needed  for 
posting  and  for  guarantee  of  the  funds  bor- 
rowed. 

International  Conference  on  Congenital 
Malformations — 

The  Second  International  Conference  on 
Congenital  Malformations  sponsored  by  The 
National  Foundation-March  of  Dimes  will 
be  held  July  15-19,  1963  at  the  Americana 
Hotel  in  New  York. 

Scientists  from  nine  nations  will  present 
reports  of  recent  advances  in  the  under- 
standing and  treatment  of  birth  defects  dur- 
ing the  five-day  meeting. 

The  sessions  are  expected  to  attract  1000 
physicians  and  researchers. 

The  first  such  international  conference 
was  held  in  I<ondon  under  The  Foundation’s 


sponsorship  in  1960.  Mr.  O’Connor  noted 
that  great  progress  has  been  made  in  the 
field  of  congenital  abnormalities  since  the 
last  conference.  He  said  that  March  of 
Dimes  grants  currently  in  operation  for 
birth  defects  research  and  improvement  of 
treatment  total  $1,372,191. 

Speakers  at  the  Conference  will  include 
leading  geneticists,  surgeons,  biochemists, 
pediatricians,  immunologists  and  epidemiol- 
ogists. Its  general  chairman  will  be  Dr. 
Frank  L.  Horsfall,  president  and  director  of 
Sloan-Kettering  Institute  for  Cancer  Re- 
search. 

The  meeting  is  being  organized  by  the  In- 
ternational Medical  Congress,  Ltd.,  of  this 
city.  Foreign  countries  to  be  represented 
by  scientific  participants  in  the  Conference 
include;  Canada,  England,  Scotland,  France, 
Italy,  Brazil,  Japan  and  Germany. 

Inspiration,  Indignation,  Enthusiasm — 

One  of  my  Associate  Editors  had  the 
following  to  say  about  writing  an  editorial : 

“I  feel  that  an  editorial,  to  be  good,  has 
to  be  inspired  by  some  form  of  righteous 
indignation,  or  some  extreme  enthusiasm  on 
a certain  subject. 

“Try  as  I would  I couldn’t  get  inspired, 
indignant,  or  enthused  on  any  particular 
subject.’’ 

A New  Book  Is  Born — 

Two  faculty  members  of  The  Creighton 
University  School  of  Medicine  have  pub- 
lished a book  entitled  Dietary  and  Neural 
Factors  in  Hypertension.  The  book  describes 
research  conducted  since  1950  on  the  effects 
of  dietary  and  neural  factors  on  blood  pres- 
sure and  heart  rate.  The  co-authors  of  the 
book  are  Dr.  Charles  M.  Wilhelm j.  Profes- 
sor of  Physiology  and  Director  of  Research, 
and  Dr.  Harry  H.  McCarthy,  Professor  of 
Surgery. 

The  153-page  book  was  published  by 
Charles  C.  Thomas  Company,  Springfield, 
Illinois.  The  research  for  the  book  was 
done  under  grants  from  the  American  Heart 
Association  and  the  National  Heart  Insti- 
tute. 
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Three  Thousand  One  Hundred  Loans  Given 
Students  by  AMA — 

More  than  3100  medical  students,  interns 
and  residents  are  beginning  the  1962-63 
academic  year  with  loans  from  the  American 
Medical  Association  Education  and  Research 
Foundation’s  loan  guarantee  program.  Ap- 
plications still  are  arriving  at  the  rate  of 
about  150  a week. 

An  analysis  of  the  loans  shows  that  about 
98  per  cent  of  the  recipients  are  male  and 
73  per  cent  are  married.  The  median  loan 
amount  is  $1125  per  medical  student  and 
$1315  for  interns  and  residents. 


Deaths 

HARRIS  — R.  S.  Harris,  M.D.  Dr.  Har- 
ris, 40,  died  January  30,  1963  in  Lincoln, 
Nebraska.  A native  of  Gresham,  Nebraska, 
he  was  graduated  from  the  University  of 
Nebraska  College  of  Medicine.  He  had  been 
a resident  in  Orthopedics  at  the  Lincoln  Vet- 
erans Administration  Hospital  the  past  two 
years. 


Abstracts — 

Mismanaged  Missed  Abortions  — Fay  M.  Nace, 

M.D.,  Tacoma,  Washington. 

In  this  presentation  missed  abortion  was 
defined  as  a loss  of  gestational  integrity 
in  a uterus  reluctant  to  undergo  labor  and 
empty  itself.  The  problems  of  waitful  ex- 
pectancy are  considered  versus  those  of  ac- 
tive inteiwention.  All  factors  from  economic 
and  psychologic  to  septic  and  surgical  con- 
siderations were  mentioned.  Dr.  Nace  re- 
viewed the  methods  recommended  by  him 
in  managing  missed  abortion  and  compared 
these  with  the  thinking  in  obstetric  writing. 
Such  approaches  as  estrogen  priming,  intra- 
ovular injection  of  hypertonic  solutions 
(saline  or  glucose)  and  repeated  infusions 
of  increasing  amounts  of  pitocin  were  dis- 
cussed. Finally,  Dr.  Nace  reviewed  all  cases 
of  missed  abortion  over  a five  year  period 
at  Tacoma  General  Hospital  with  an  inci- 
dence of  one  case  in  every  five  hundred  live 


births.  Three-fourths  of  these  patients  re- 
ceived surgical  intervention.  Five  patients 
had  complications  including  pre-eclamptic 
toxemia,  hydatid  mole,  hemorrhage  and  sep- 
sis. 

In  conclusion.  Dr.  Nace  stated  that  he  be- 
lieved a period  of  obseiwation  of  from  four 
to  eight  weeks  be  allowed  before  definative 
therapy  is  instituted.  Patients  less  than  six- 
teen weeks  should  be  induced  with  pitocin 
infusion  then  curettage.  Patients  in  the 
late  second  and  third  trimester  should  be 
stimulated  by  increasing  doses  of  oxjToxic 
drugs  with  the  possible  consideration  of  us- 
ing hypertonic  solutions  intrauterine. 

(Paper  read  before  Nebraska  State  Obstet  & 
Gynec  Soc,  Dec.  1,  1962). 

The  Woman's  Auxiliary 

The  Mid-year  Executive  Board  Meeting  of 
the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  was  held  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska,  at 
9 :30  a.m.  on  Sunday,  March  3rd,  1963. 

Dr.  0.  A.  Kostal,  President  of  The  Ne- 
braska State  Medical  Association  addressed 
us  on  legislation  stressing  the  importance  of 
the  enactment  of  the  Kerr-Mills  Bill  in  Ne- 
braska. Mr.  Kenneth  Neff,  Executive  Sec- 
retary of  the  Nebraska  State  Medical  As- 
sociation, brought  us  up  to  date  on  current 
legislation  pertaining  to  the  medical  profes- 
sion. We  appreciated  the  time  and  informa- 
tion they  gave  to  us. 

IMid-year  reports  were  given  by  22  mem- 
bers of  the  Board  regarding  the  varied  and 
interesting  activities  throughout  the  state. 

The  Auxiliary  is  again  going  to  participate 
for  the  second  time  in  Senior  Medical  Day 
by  entertaining  the  wives  of  the  senior  medi- 
cal students  of  the  two  medical  schools  of 
Nebraska.  The  dinner  this  year  will  be  on 
Thursday,  April  25th  at  Creighton  Univer- 
sity. 

Dawson  County  Medical  Auxiliary — 

^Members  of  the  Dawson  County  IMedical 
Auxiliary  were  delighted  to  have  Mrs.  John 
Christlieb  and  Mrs.  R.  B.  Runquist  as  their 
luncheon  guests  in  February  at  Lexington. 
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The  report  of  both  officers  — and  the  spir- 
ited discussion  which  followed,  provided  a 
high  point  in  our  Auxiliary  year. 

Mrs.  D.  A.  McGee,  Dawson  County  presi- 
dent, presided  at  the  meeting.  Mrs.  John 
C.  Finegan  was  hostess. 


fKnow  Your 

Blue  Shield  Plan 

Blue  Shield  — A Quarter  Century  of 
Progress — 

With  the  advent  of  1963,  America’s  Blue 
Shield  program  has  become  a quarter  cen- 
tury old.  For  it  was  in  1938  that  the  first 
Blue  Shield  Plans  were  inaugurated  in  Cali- 
fornia and  Michigan.  In  the  light  of  to- 
day’s mercurial  pace  of  socio-economic  evo- 
lution, 25  years  is  a long,  long  time. 

Age  has  brought  certain  advantages  to 
Blue  Shield.  There  is  the  security  that 
comes  with  the  accretion  of  a vast  enroll- 
ment and  substantial  assets.  There  is  the 
confidence  born  of  successful  administra- 
tion and  solid  actuarial  experience. 

But  maturity  also  brings  problems.  The 
very  size  of  Blue  Shield  tends  to  deprive 
it  of  the  flexibility  that  has  enabled  it  to 
respond  promptly  to  new  challenges  in  the 
past.  Size  makes  for  inertia,  for  compla- 
cency and  over  confidence  — which  could  be 
fatal  in  a political  environment  replete  with 
booby  traps  for  fat  cats. 

The  problems  confronting  Blue  Shield — 
medicine’s  response  to  the  national  demand 
for  medical  prepayment  — are  as  big  and 
complex  today  as  Blue  Shield  itself  is  big 
and  complex.  We  must  find  some  way  to 
control  the  peristant  inflation  of  voluntary 
prepayment  costs.  We  must  somehow  satis- 
fy the  popular  demand  for  comprehensive 
medical  prepayment  without  pricing  our- 
selves out  of  the  voluntary  market.  We  must 
extend  Blue  Shield  protection  to  the  catas- 
trophic long  term  illness  without  depriving 
our  patients  of  that  vitally  important  cov- 
erage for  the  early  visit  which  has  been  a 
Blue  Shield  hallmark. 


Perhaps  most  important  and  basic  of  all : 
we  must  somehow  get  the  Blue  Shield  mes- 
sage across  to  the  several  new  generations  of 
physicians  who  have  come  of  age  since  Blue 
Shield  was  born.  Many  of  these  younger 
colleagues  know  little  if  anything  of  the 
crucial  role  played  by  our  profession  in 
creating  and  nurturing  Blue  Shield.  Many 
of  them  do  not  realize  why  it  is  so  vitally 
necessary  for  every  practicing  physician  to 
identify  himself  with  and  to  support  Blue 
Shield,  as  the  one  and  only  prepayment  plan 
guided  by  the  medical  profession  and  dedi- 
cated to  the  dominant  American  pattern  of 
private  practice. 

Blue  Shield’s  problems  — and  her  oppor- 
tunities and  challenges  — have  grown  right 
along  with  her  enrollment.  They  are  medi- 
cine’s problems,  and  their  solutions  will  call 
for  the  most  devoted  and  imaginative  leader- 
ship of  which  our  profession  is  capable. 

EMERGENCY  OXYGEN  SUPPLY 

(Continued  from  page  167) 

elusion  it  gave  immediate  relief  and,  further- 
more, was  sufficient  to  last  until  the  am- 
bulance arrived  carrying  its  usual  standard 
oxygen  equipment.  This  meant  that  the 
patient  could  have  oxygen-therapy  from  the 
moment  he  was  seen  by  the  doctor  until  he 
was  in  bed  at  the  hospital  under  the  usual 
standard  therapy. 

— F.M.N. 

TUBERCULOSIS  ABSTRACTS 

— Edith  M.  Lincoln,  M.D.,  Archives  of  Environmental 
Health,  October.  1961. 

ERADICATION  OF  TUBERCULOSIS 
IN  CHILDREN 

Pediatricians  must  be  aware  of  the  danger 
of  tuberculosis  in  children  and  use  chemo- 
therapy and  the  tuberculin  test  as  their  prin- 
cipal tools  in  the  campaign  to  wipe  out  this 
disease. 

A group  of  authorities  in  various  fields  of  medi- 
cine met  at  Arden  House  in  Harriman,  N.Y.,  in 
November,  1959,  at  the  joint  invitation  of  the 
United  States  Public  Health  Service  and  the  Na- 
tional Tuberculosis  Association.  The  conferees 
agreed  that  the  elimination  of  tuberculosis  as  a 
public  health  problem  was  a practical  goal  but  rec- 
ognized that  this  objective  was  not  achievable  for 
tbe  country  as  a whole  within  the  immediate  future. 

Therefore,  recommendation  was  made  for  the 
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establishment  of  intermediate  goals.  Two  such 
goals  have  been  proposed  — an  active  case  rate 
by  1970  of  not  more  than  10  per  100,000  popula- 
tion (the  case  rate  in  1950  was  80),  and  control 
of  infection  in  each  community  to  the  point 
where  not  more  than  1 per  cent  of  the  children 
at  age  14  react  to  tuberculin.  For  children,  the 
objective  is  for  tuberculosis  to  become  as  uncom- 
mon as  diphtheria  or  smallpox. 

CHEMOTHERAPY  THE  FIRST  TOOL 

The  most  important  tool  to  attain  this  objective 
is  chemotherapy.  The  public  health  reason  for 
treating  adults  is  to  render  them  noninfectious.  In 
children  the  suppression  of  contagion  is  not  of 
public  health  interest.  Even  where  there  is  marked 
roentgenographic  evidence  of  primary  tuberculosis, 
a veiy  small  population  of  bacilli  is  usually  found 
in  cultures  from  gastric  lavage  of  children.  Fur- 
thermore, most  children  with  primaiy  tuberculosis 
are  free  from  symptoms,  including  cough.  Isolation 
may  not,  therefore,  be  necessar\%  and  some  health 
departments  permit  a child  with  primary  pul- 
monary tuberculosis  to  attend  school  if  he  is  free 
from  symptoms. 

However,  when  possible,  a child  with  newly  dis- 
covered primarj"  pulmonary  tuberculosis  should  be 
admitted  to  a hospital  for  one  or  two  days  to 
obtain  cultures  from  gastric  lavage  or  from  bron- 
chial secretions.  As  the  rate  of  tuberculosis  falls, 
this  procedure  will  become  more  important  to  iden- 
tify bacilli  resistant  to  the  usual  drugs.  Prolonged 
hospitalization  of  children  may  be  traumatic. 

The  main  purpose  of  administering  isoniazid  to 
children  with  primary  tuberculosis  is  to  prevent 
complications. 

Isoniazid  is  the  only  antimicrobial  agent  which 
prevents  the  development  of  complications.  It  is 
inexpensive  and  easily  administered  and  should  be 
given  for  at  least  one  year  in  doses  of  10  to  15 
milligrams  per  kilogram  of  body  weight. 

The  present  trend  in  most  parts  of  the  world 
is  to  use  combined  therapy,  that  is,  para-amino- 
salicylic  acid  (PAS)  with  isoniazid.  In  uncom- 
plicated primary  tuberculosis,  and  for  use  in  sec- 
ondary prophylaxis  to  prevent  complications,  there 
seems  to  be  no  reason  why  isoniazid  should  not 
be  given  alone. 

Recent  converters,  very  young  children  with  re- 
actions to  tuberculin,  all  children  with  roentgeno- 
graphic evidence  of  manifest  primary  tuberculosis, 
and  children  with  complications  of  primaiy  tuber- 
culosis or  with  chronic  pulmonary  tuberculosis 
should  be  given  specific  therapy. 

TUBERCULIN  TEST  THE  SECOND  TOOL 

The  second  and  most  important  tool  for  eradica- 
tion of  tuberculosis  in  children  is  the  tuberculin 
test.  The  emphasis  should  be  on  the  number  of 
tuberculin  tests  and,  in  children  with  previously 
negative  tests,  on  the  frequency  of  their  repetition. 

The  tuberculin  test  is  extremely  valuable  in  diag- 
nosis but  it  is  not  infallible.  A Mantoux  test  will 
produce  a skin  reaction  when  tuberculous  infec- 
tion is  present,  provided  the  testing  material  is 
fresh,  the  test  is  properly  administered  and  read, 


and  the  individual  tested  is  not  moribund,  con- 
valescent from  measles,  or  receiving  steroid  ther- 
apy. However,  some  skin  reaction  to  tuberculin 
may  occur  in  those  who  have  never  been  infected 
with  tubercle  bacilli.  Sometimes  such  reactions 
can  be  recognized  as  atypical.  A Mantoux  which 
is  red  but  not  indurated  is  not  called  positive. 
Measurement  of  the  Mantoux  is  important.  Less 
than  5 mm.  in  diameter  is  definitely  negative  and 
10  mm.  or  more  positive.  Between  5 and  10  mm. 
there  is  indecision  and  the  test  should  be  repeated 
with  the  same  or  a slightly  larger  dose.  A test  with 
5 TU  of  PPD  (the  intermediate  strength)  should 
select  99  per  cent  of  positive  reactors. 

Another  tool  for  the  eradication  of  tuberculosis 
is  roentgenography.  In  children  this  tool  should 
never  be  used  for  suiweys,  but  eveiy  child  with 
a positive  tuberculin  test  should  have  a roent- 
genogram. If  the  child  has  obvious  tuberculosis, 
sufficient  films  should  be  taken  to  guide  the  physi- 
cian in  the  care  of  the  patient. 

Other  approaches  to  the  prevention  of  infec- 
tion in  children,  aside  from  treatment  and  segre- 
gation of  infectious  adults,  are  attempts  to  alter 
the  resistance  of  uninfected  children  by  vaccina- 
tion or  the  use  of  isoniazid  as  primarily  prophylaxis. 
There  is  no  doubt  that  increased  resistance  to  exo- 
genous infection  can  be  obtained  by  vaccination,  the 
BCG  strain  of  attenuated  bovine  bacilli  being  the 
agent  commonly  used.  This  is  of  value  in  coun- 
tries with  a high  incidence  of  tuberculosis,  espe- 
cially when  given  to  newborn  children.  From  a 
public  health  point  of  view,  the  artificial  sensitivity 
produced  by  BCG  interferes  with  the  use  of  the 
tuberculin  test  in  case  finding.  In  areas  of  low 
morbidity  this  is  a strong  argument  against  the 
use  of  BCG. 

ROLE  OF  PEDIATRICIAN 

The  prevention  of  tuberculous  infection  by  the 
administration  of  isoniazid  has  been  proved  in  ex- 
perimental animals.  The  data  from  the  prophyl- 
axis study  of  the  Public  Health  Seiwice,  when 
pubished,  should  show  whether  or  not  this  method 
of  prevention  can  be  applied  to  human  beings. 

There  are  many  contributions  which  the  pedia- 
trician can  make  to  a tuberculosis  control  program. 
First,  the  negativism  about  tuberculosis  must  be 
overcome.  Obviously,  with  a decreasing  rate  of 
infection  there  will  be  less  tuberculosis  and  fewer 
tuberculin  conversions.  But  the  pediatrician  must 
continue  to  be  aware  of  the  possibility  of  tuber- 
culosis. Where  there  are  tuberculous  adults  there 
are  infected  children.  All  children  must  be  tested 
repeatedly  in  infancy  and  at  least  once  a year 
ad  infinitum  or  until  conversion  occurs;  prompt 
treatment  with  isoniazid  should  follow  conversion. 

Tuberculosis  is  preeminently  a social  disease.  It 
increases  where  living  conditions  are  poor  and 
homes  overcrowded.  Any  measures  to  relieve  pov- 
erty and  its  attendant  evils  of  inadequate  nutrition 
and  crowding  will  help  in  the  basic  control  of  the 
diseases.  The  pediatrician  must  function  not  only 
as  a physician  but  also  as  a public-minded  citizen 
intent  on  securing  for  every  child  the  right  to  be 
protected  from  a preventable  communicable  disease. 
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Books 


Two  new  books  published  by  Saunders  are  now 
available.  The  first  of  these  is  “Current  Therapy — 
1963,”  actually  the  fifteenth  of  an  annual  series. 
This  book  makes  available  to  the  busy  practicing 
physician  a reference  source  from  which  he  may 
obtain,  with  a minimum  of  time  and  effort,  precise 
and  trustworthy  information  on  the  treatment  of 
most  diseases  he  is  likely  to  encounter  in  practice. 
The  articles  have  been  written  specifically  to  give 
concise,  accurate  and  sufficiently  detailed  informa- 
tion — unhampered  by  material  not  directly  related 
to  the  therapy  proposed.  All  articles  have  been 
prepared  by  physicians  who  are  actively  engaged 
in  the  treatment  of  the  diseases  of  which  they 
write  and  in  the  evaluation  of  the  drugs  described. 
Recent  advances  are  recorded  along  with  long-tested 
therapeutic  agents  so  that  the  methods  described 
actually  represent  the  present  day  approach  to 
complete  management  of  the  patient  and  thus  give 
the  physician  the  balanced  viewpoint  so  necessary 
for  the  practice  of  good  medicine.  The  book  is 
written  as  a compilation  of  articles  written  by  a 
total  of  302  different  doctors.  The  articles  have 
been  approved  and  edited  by  a group  of  12  distin- 
guished authorities  who  serve  as  consulting  editors. 
Your  reviewer  finds  it  invaluable  in  his  own 
practice. 

“CURRENT  THERAPY  — 1963,”  edited  by 
Howard  F.  Conn,  MD.  Published  in  February, 
1963  by  W.  B.  Saunders  Company  of  Philadel- 
phia. 775  pages.  $12.50. 


“General  Pharmacology”  by  Jean  Sice  is  the 
other  new  Saunders’  publication  to  arrive  this  past 
month.  This  book  deviates  from  what  one  might 
expect  by  the  title,  as  it  is  a very  comprehensive 
text  which  emphasizes  the  biochemical  aspects  of 
drug  action.  Following  the  introductory  chapter, 
the  author  devotes  five  chapters  to  the  “Physio- 
chemical  Basis  of  Pharmacodynamics.”  The  suc- 
ceeding chapters  consider  the  usual  classes  of  dioigs 
utilizing  the  following  format: 

Introduction 
Biochemical  properties 
Pharmacodynamic  properties 
Mechanism  of  action 
Therapeutic  application 
Toxic  effects 

Individual  drugs  are  not  considered  as  extensively 
as  in  most  texts,  but  are  grouped  according  to 
chemical  structure  and  are  discussed  as  members  of 
the  chemical  group.  This  book  is  a very  excellent 
reference  for  those  desiring  greater  depth  in  the 
physiochemical  aspects  of  drugs. 

“GENERAL  PHARMACOLOGY”  written  by 
Jean  Sice.  Published  by  W.  B.  Saunders  Com- 
pany of  Philadelphia  in  August  1962.  593 

pages.  $11.50.  (Reviewed  by  Robert  Desmond 
Gibson,  Dean  of  the  College  of  Pharmacy,  Uni- 
versity of  Nebraska). 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,.  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs  Maiwin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

.\rthritis  and  Rheumatism  Foundation 
Lloyd  E Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

4C9  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T Alliband,  M.D.,  Secy. 

1C20  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
4202  Harney  Street,  Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Sti'eet,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S  , Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
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lowers  motility  | relieves  cramping  | stops  diarrhea 

LOMOTI L Antidiarrheal  tablets  and  liquid 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


Traditionally  the  most  effective  means  of 
slowing  excess  intestinal  motility  in  diarrhea 
and  so  of  relieving  the  disorder  have  been 
the  opium  derivatives.  Now  Lomotil  makes 
available  an  antidiarrheal  agent'  of  greater 
therapeutic  efficiency  than  morphine. 

By  controlling  hypermotility,  the  basic  me- 
chanical dysfunction  of  diarrhea,  Lomotil  re- 
duces the  frequency  and  fluidity  of  stools, 
diminishes  cramping  and  controls  diarrhea 
in  many  patients  in  whom  other  drugs  have 
proved  inadequate. 

In  a recent  clinical  report  Cayer  and  Sohmer^ 
state:  “The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
colitis,  all  of  whom  had  failed  to  respond  to 
other  measures.” 

The  high  therapeutic  efficiency  of  Lomotil,  its 
safety , convenience  and  economy  may  be  used 
to  advantage  in  acute  or  chronic  diarrhea. 

G.  D.  SEARLE  & CO.  Research  in 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily. 

Lomotil  is  suppUed  as  unscored,  uncoated 
white  tablets  of  2.5  mg.  and  as  liquid  contain- 
ing 2.5  mg.  in  each  5 cc.  A subtherapeutic 
amount  of  atropine  sulfate  (0.025  mg.)  is 
added  to  each  tablet  and  each  5 cc.  of  the 
liquid  to  discourage  dehberate  overdosage. 
Recommended  dosage  schedules  should  not 
be  exceeded. 

Note:  Lomotil  is  an  exempt  preparation  under 
Federal  narcotic  statutes. 

Detailed  information  and  directions  for  use 
in  children  and  adults  are  available  in  Physi- 
cians’ Product  Brochure  No.  81.  G.  D.  Searle 
& Co.,  P.  O.  Box  5110,  Chicago  80,  Illinois. 


1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A New  Series 
of  Potent  Analgesics:  Dextro  2 :2-Dipheny  1-3-Methyl- 
4-MorphoIino-Butyrylpyrrolidine  and  Related  Amides. 

I.  Chemical  Structure  and  Pharmacological  Activity, 

J.  Pharm.  Pharmacol.  9.381-400  (June)  1957. 

2.  Cayer,  D.,  and  Sohmer,  M.  F.:  Long-Term  Clinical 
Studies  with  a New  Constipating  Drug,  Diphenoxylate 
Hydrochloride,  N.  Carolina  Med.  J.  22.600-604  (Dec.) 
1961. 
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Are  a direct  presentation  of  research 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Car  Spaces 

You  and  your  pa- 
tients con  drive  to 
t h e second  floor, 
walk  across  the 
bridge  info  the 
Sharp  Building. 


Free  Wheel  Choir  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Confreres  of  the  Cloth — 

(Continued  from  page  30-A) 

hard  fact  of  reality,  there  is  little  in  his 
education  that  prepares  the  physician  for 
his  task. 

Fortunately  doctors  can,  on  occasion,  en- 
list the  help  of  a clergyman  to  buttress 
the  courage  of  the  patient  or  assuage  the 
grief  of  his  family.  The  solace  of  religion 
may  give  meaning  to  suffering,  or  make  en- 
durable a shocking  turn  of  events.  In  this 
sense  the  clergy  and  the  physician  often  find 
themselves  functioning  in  parallel  roles  as 
counselors  to  the  patient  and  his  family.  To 
help  members  of  the  ministry  accomplish 
their  purpose,  a working  knowledge  of 
the  medical  aspect  of  the  problem  is  essen- 
tial. Close  cooperation  between  doctors  and 
the  ministry,  especially  in  the  exchange  of 
the  ideas  or  knowledge  the  other  might  find 
useful,  should  be  eagerly  sought. — Editorial ; 
Wisconsin  Medical  Journal. 

Study  Community  Health  Services — 

A National  Commission  on  Community 
Health  Services  is  being  formed  jointly  by 
(Continued  on  page  38- A) 


“How  much  longer  before  you’ll  have  enough 
courage  to  get  that  physical  check-up?” 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  how  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range  — and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
alkali-free  Bahy  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral 
BABY^ 


alkali- free  baby  bar 


LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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Study  Community  Health  Services — 

(Continued  from  page  36-A) 
the  National  Health  Council  and  the  Ameri- 
can Public  Health  Association,  for  the  pur- 
pose of  collecting  and  analyzing  information 
nationally  and  in  selected  communities  on 
health  service  problems,  trends  and  re- 
sources, and  developing  and  promoting  rec- 
ommendations for  future  action. 

The  four-year,  $1,200,000  project  is  be- 
ing underwritten  by  grants  from  the  U.S. 
Public  Health  Service  and  a number  of  pri- 
vate foundations. 


Tennessee  Expands  Aged  Care  Plan — 

An  estimated  2700  persons  will  receive 
nursing  home  care  each  month  under  an  ex- 
panded Medical  Assistance  to  the  Aged  pro- 
gram in  Tennessee.  The  MAA  program, 
which  comes  under  the  Kerr-Mills  law,  will 
include  up  to  90  days  of  nursing  home  care 
each  year  for  those  eligible.  The  expansion 
may  cost  up  to  $2.5  million  a year,  according 
to  Governor  Buford  Ellington. 


“For  my  first  day  in  practice.  I’ve  been  for- 
tunate.” 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
fellow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal.  1315  Sharp  Build- 
ing. Lincoln  8. 


IDEAL  SUBURBAN  OFFICE  SPACE  — South- 
east Lincoln,  1000  square  feet,  available  July  1st. 
Plenty  off-street  parking.  Call  Lincoln,  423-3744. 


GENERAL  PRACTICE  — Available  July  1st, 
Omaha.  Fully  equipped  office.  Leaving  for  resi- 
dency. Write  Box  25,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 


USED  RADIUM  NASAL  APPLICATOR  — Ap- 
proximately 50  milligrams,  in  excellent  condition. 
Also  2 treatment  chairs,  2 treatment  tables,  an 
examining  table,  and  a Mayo  stand.  Call  Lincoln, 
Nebraska,  432-1127  or  432-6601. 


PHYSICIAN  — General  Medicine,  wanted  for 
staff  position  in  Medical  Service  of  Veterans  Ad- 
ministration Hospital,  Grand  Island.  For  additional 
information  write:  Director,  VA  Hospital,  Grand 

Island,  Nebraska. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


INTERNIST  OR  PHYSICIAN  — With  Internal 
Medicine  interest  to  be  associated  with  four  estab- 
lished men  in  group  practice  in  Western  Nebraska. 
Recreation  and  industrial  center.  Partnership  in 
one  year.  Write  Box  24,  Nebraska  State  Medical 
Journal,  1315  Shai-p  Building,  Lincoln,  Nebraska. 


WANTED  — Doctors  for  proposed  offices,  clinic 
building.  Excellent  populated  south  Lincoln  loca- 
tion. New  industrial  park.  Lease  or  partnership. 
Inquiries  confidential.  R.  Dula,  2420  South  22nd 
Street,  Lincoln,  Nebr. 


WANTED  — Locum  tenens,  general  practice. 
Ninety  minutes  from  Omaha.  Ten  minutes  to  hos- 
pital. July  1,  1963  to  January  1,  1964.  Write  Box 
26,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 
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throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderateiy 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  anaigesia  by 
the  orai  route ...  acts  within  5 to  15  minutes ...  usuaiiy  provides  uninterrupted 


reiief  for  6 hours  or  ionger  with  just  1 tabiet . . . rareiy  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al-  ' 

though  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENOO  LABORATORIES  Richmond  Hill  18,  New  York 


■U.s.  Pats.  2,628,185  and  2,907,768 
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neither  stasis  nor  spasm, 
nor  tension 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


Each  Tablet  Contains: 


for  biliary/intestinal  stasis 


U U 

UdIU 


rjD 

Ullo 


rp 

Udu 


250  mg,  I3r<i  g( ) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®'  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin^  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


AMES 
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Librium 


The  singular  specificity  of  Librium  in  controlling  anxiety  and  tension 
has  proven  to  be  an  advantage  in  a wide  range  of  disorders  character- 
ized by  anxiety  of  varying  degrees.  Notably  effective  in  patients 
whose  symptoms  are  primarily  emotional,  Librium  is  equally  valuable 
when  organic  disease  is  aggravated  or  prolonged  by  accompanying 
anxiety.  Coupled  with  its  eff  ectiveness  is  an  outstanding  record  of  safety. 
Librium  has  few,  if  any,  of  the  unwanted  side  effects  associated  with 
tranquilizers  and  daytime  sedatives  — no  extrapyramidal  effects,  no 
autonomic  blocking,  and  no  dulling  of  mental  alertness.  Consult  liter- 
ature and  dosage  information,  available  on  request,  before  prescribing. 

the  successor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  — 7-chloro-2*  methyl  a mino-5-phenyl*3H- 1,4- benzodiazepine  4-oxide  hydrochloride 
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the  patient 
under 
physiologic 
stress... 

a prime  candidate  for 

MYADEC 

high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  vitamin  requirements 
are  often  increased  after  surgery,  during  acute  or 
chronic  stages  of  disease,  throughout  convales- 
cence, and  at  other  times  of  physiologic  stress. 
Moreover,  nutritional  intake  may  be  inadequate  as 
a result  of  restricted  diets.  In  conditions  such  as 
these,  MYADEC  can  provide  an  extra  measure  of 
support.  Just  one  capsule  a day  provides  9 vita- 
mins in  therapeutic  potencies,  plus  a supplement 
of  selected  minerals  normally  present  in  body 
tissues.  MYADEC  is  also  useful  for  the  prevention 
of  vitamin  deficiencies  in  patients  whose  usual 
diets  are  lacking  in  these  important  food  factors. 

Each  MYADEC  capsule  contains:  Vitamins:  Cyanocobala- 
min  — 5 meg.;  Riboflavin  — 10  mg.;  Pyridoxine  hydrochloride 

— 2 mg.;  Thiamine  mononitrate— 10  mg.;  Nicotinamide 

— 100  mg.;  Ascorbic  acid— 150  mg.;  Vitamin  A— (7.5  mg.) 

25,000  units;  Vitamin  D— (25  meg.)  1,000  units;  d-alpha- 
tocopheryl  acetate  concentrate— 5 I.U.  Minerals:  Iodine— 
0.15  mg.;  Manganese— 1 mg.;  Cobalt-0.1  mg.;  Potassium 
—5  mg.;  Molybdenum— 0.2  mg.;  Iron— 15  mg.;  Copper— 1 
mg.;  Zinc— 1.5  mg.;  Magnesium— 6 mg.;  Calcium— 105  mg.; 
Phosphorus  — 80  mg.  (Minerals  supplied  as  potassium 
iodide,  dibasic  calcium  phosphate,  sodium  molybdate,  and 
the  sulfates  of  manganese,  cobalt,  potassium,  iron,  copper, 
zinc,  and  magnesium.)  'sees 

Bottles  of  30,  100,  and  250. 


PARKE-DAVIS 
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pHisoDan 


New  p^disoDan  provides  the  exceptionally  beneficial 
antibacterial  and  the  powerfully  detergent  actions  of 
pHisoHex  (with  hexachlorophene  3%)  combined  with 
the  penetrating,  keratolytic  and  fungicidal  actions  of 
a specially  prepared  dermatologic  sulfur  (5%)  and 
sodium  salicylate  (0.5%).  By  a multiple  therapeutic 
approach,  pHisoDan  quickly  eliminates  dandruff,  sebor- 
rheic scales,  excessive  oiliness  or  dryness  and  itching 
of  the  scalp.  Because  pHisoDan  contains  pHisoHex,  it 
cleans  hair  thoroughly  and  keeps  the  scalp  freer  of 
bacteria.  It  is  also  valuable  in  folliculitis,  pyodermas  and 

Trademark  fData  in  the  files  of  Research  Department,  Sterling  Winthrop  Institute 

iWINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y. 


pustular  eruptions  of  the  scalp.  In  1062  patients  with 
seborrhea  of  the  scalp  (both  sicca  and  oleosa),  treated 
by  86  dermatologists,  excellent  or  good  results  were 
obtained  with  pHisoDan  in  more  than  90%. t Mild,  gentle 
and  with  a pH  adjusted  to  that  of  the  skin,  pHisoDan  is 
nontoxic  and  nonirritating  when  used  as  directed.  It 
does  not  stain  or  sting.  pHisoDan  should  be  used  two  or 
three  times  weekly  until  improvement  is  noted,  there- 
after once  a week  or  as  needed. 

Available  in  4Vd  oz.  squeeze  bottles.  Consult  Winthrop 
literature  for  additional  information. 


pHisoHex,  trademark' reg.  U.S.  Pat.  Off. 
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• • • you  should  know  ubout  new 
Vi^Duylin®  w/Fluoride  with  entrupped  fluvor 


The  evidence  is  in.  More  than  8,000  published  reports  verify  the  effectiveness  and  safety  of  fluoride  as 
prophylaxis  against  dental  caries.  Yet  most  communities  today  are  still  without  water  fluoridation. 

If  you  are  in  such  an  area,  new  Vi-Daylin  w/Fluoride  is  an  almost  ideal  means  of  supplementation 
for  children.  For  three  reasons: 

1.  Each  tablet  contains  the  equivalent  of  1 mg.  fluoride.  This  is  the  amount  suggested  for  children 
three  and  over  by  the  American  Dental  Association.*’-* 

2.  As  in  regular  Vi-Daylin  Chewable,  your  patient  gets  the  benefit  of  entrapped  flavor.  This  ingenious, 
double-coating  process  permits  complete  entrapment  of  raw  vitamin  tastes  and  odors— and  keeps 
delicate  flavoring  oils  fresh  until  the  moment  of  use.  Result:  A tablet  that  tastes  like  citrus  candy. 

3.  Sweetened  with  sugar-free  Sucaryl®.  Because  Sucaryl  is  non-nutritive,  it  will  not  react  with 
bacteria  to  form  acids  in  the  mouth. 

Cost?  No  more  than  regular  Vi-Daylin  Chewable  in  economical  bottles  of  100. 


1.  Prescribing  Supplements  of  Dietary  Fluorides,  Council  of  Dental  Therapeutics,  J.A.D.A.,  56:591,  April,  1958 

2.  Fluoride  Compounds,  Accepted  Dental  Remedies,  27th  Ed.:139,  1962. 

VI-DAYLIN  w/FLUORIDE— Multivitamins  with  Fluoride.  SUCARYL— Abbott's  Non-Caloric  Sweetener. 

*ln  areas  where  drinking  water  is  substantially  devoid  of  fluoride. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Current  Comment 

The  New  Physician — 

Much  has  been  written  about  the  chang- 
ing nature  of  medicine,  but  in  these  writings 
a perspective  is  frequently  missing.  It  was 
Hippocratic  medicine  that  initiated  the  mod- 
ern era  by  recognizing  that  health  and  ill- 
ness are  natural  rather  than  supernatural 
events.  An  editorial  in  the  Joiu-nal  of  the 
Michigan  State  Medical  Society,  describes 
this  concept  as  something  that  evolved  as 
knowledge  grew  of  the  structure  of  man  and 
of  nature.  For  many  centuries,  medicine 
and  the  biological  sciences  were  revolution- 
ized by  accurate  observation,  description  and 
classification.  During  the  course  of  cen- 
turies, there  was  a background  of  social 
changes  as  dramatic  as  those  we  see  today. 

A point  in  this  evolution  occurred  less 
than  100  years  ago  when  Claude  Bernard 
contributed  to  this  evolution  by  providing 
the  principles  of  experimental  medicine. 
Within  the  last  30  years  and  principally  since 
World  War  II,  experimental  medicine  has 


had  the  means  of  being  objective  and  quan- 
titative rather  than  subjective  and  descrip- 
tive. 

The  unity  of  the  individual  is  threatened  by 
this  scientific  revolution  as  surely  as  his  in- 
dividuality is  threatened  by  the  patterns  of 
our  time  which  are  outside  of  the  scientific 
body  of  knowledge.  Our  purposes  may  be 
the  same  as  those  of  our  predecessors  but  the 
nature  of  our  efforts  must  be  an  expression 
of  our  times  and  not  of  theirs. 

Today,  medicine  must  adapt  to  the  scien- 
tific as  well  as  social  and  economic  realities 
of  our  own  era.  In  this  adaptation  it  must 
preserve  its  historic  compassion  and  its  con- 
cern for  each  human  being.  The  physician 
must  provide  an  ever  increasing  number  of 
patients  with  the  full  benefits  of  modern 
scientific  medicine  while  retaining  his  tra- 
ditional responsibility  for  each  of  his  pa- 
tients receiving  those  health  services  which 
they  need. 

These  needs,  if  they  are  met  in  the  pres- 
ent complexities  of  modern  medicine,  demand 
(Continued  on  page  12-A) 
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NOW  ALSO  IN  FLAVORED  FORM! 


the  double  purpose  LAXATIVE 
THAT  RELIEVES 
■ACID  INDIGESTION 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative -lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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Calms  the 
tense 
and 
anxious 
patient 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 

Outstanding  Record  of 
Effectiveness  and  Safety 

-t  Relieves  anxiety  and  anxious  depression  in  a broad  spectrum  of 
• clinical  conditions. 

2,  Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or  learn. 

3 Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical  tension 
• as  well  as  emotional  stress. 

Product  Information;  ‘Miltown’  (meprobamate)  is  indicated  in  anxiety 
and  tension  states,  and  all  conditions  in  which  anxiety  and  tension  are 
symptoms;  in  muscle  spasm  or  tension;  and  in  petit  mal. 

Slight  drowsiness  may  occur  with  meprobamate  and,  rarely,  allergic  re- 
actions. Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with 
care  in  patients  with  suicidal  tendencies.  Massive  overdosage  may  pro- 
duce coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possi- 
bility of  dependence,  particularly  in  patients  with  history  of  drug  or  alco- 
hol addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage. 


Usual  dosage;  1 or  2 400  mg.  tablets  t.i.d.  Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50. 


Miltowir 

meprobamate 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Now  you  can  have  oxygen  available  any  time,  anywhere 


...  if  you  keep  the  new  portable 
LINDE  Emergency  Oxygen  Unit 
on  hand.  It  provides  a steady, 
controlled  flow  of  oxygen  at  a 
rate  of  6 liters  per  minute  for 
approximately  15  minutes. 

Assembled  in  seconds,  this 
easy-to-use  unit  comes  com- 
plete with  oxygen  supply  cylin- 
der, pre-set  oxygen  regulator, 
oxygen  tube  and  mask,  instruc- 
tion booklet  and  handy  carrying 
case.  Only  $19.95. 

If  you  or  any  member  of  your 
family  suffers  from  a lung  or 
heart  condition,  or  any  disorder 
that  involves  difficulty  in  breath- 
ing, ask  your  physician  about  the 
LINDE  Emergency  Oxygen  Unit. 
LINCOLN  WELDING  SUPPLY  CO. 

216  South  7th 
LINCOLN,  NEBRASKA 
Phone  432-4293 

HASTINGS  WELDING  SUPPLY  CO. 

112  North  Denver 
HASTINGS,  NEBRASKA 


The  New  Physician — 

(Continued  from  page  8-A) 

of  the  physician  a new  role.  It  is  not  enough 
that  the  physician  give  full  expression  to 
his  humane  concerns  and  that  he  be  a student 
of  medical  science.  He  must,  for  the  future, 
also  synthesize  and  integrate  the  knowledge 
and  services  of  all  those  who  can  contribute 
to  his  patient’s  well  being.  The  role  of  the 
physician  then  must  change  from  that  of 
a pure  “production  worker”  to  one  whose 
functions  are  also  “managerial.” 

The  Doctor  and  Hospital  Costs — 

Hospital  costs  to  patients  are  increasing 
each  year.  A hospital  in  Houston,  Texas 
had  an  average  overall  per  diem  cost  for  in- 
patient care  in  1962  of  $31.  An  editorial  in 
the  Texas  State  Journal  of  Medicine  notes 
that  in  1956  the  cost  per  day  for  this  same 
hospital  was  $22  and  in  1951  was  $19.  On  a 
nation  wide  basis  for  1962,  the  average  per 
diem  cost  for  general  hospitals  was  $36. 

Increasingly  the  patients  are  unable  to  pay 
the  doctor  or  the  hospital.  Rising  hospital 


costs  together  with  an  increasing  inability  of 
patients  to  pay  their  hospital  costs  have  in 
other  countries  proven  to  be  major  reasons 
for  the  socialization  of  medicine. 

Physicians  can  do  something  about  these 
costs,  without  any  compromise  in  the  quality 
of  medical  care. 

Suggestions  include  the  using  of  supplies 
as  if  the  physician  were  personally  paying 
for  them.  Wasted  supplies  cannot  help  the 
patient  to  recover  but  can  increase  his  costs. 
The  use  of  “stat”  orders  at  night  increases 
hospital  costs  because  of  the  extra  staff  is 
required. 

Costs  are  increased  if  the  physician  re- 
quests a graduate  nurse  to  perform  duties 
which  could  be  as  well  performed  bj^  a less 
skilled  person. 

The  dismissal  and  admission  of  patients 
after  the  usual  business  hours  increases  costs 
because  of  the  need  for  extra  personnel  to  be 
hired  by  the  hospital  at  these  hours.  If  pa- 
tients are  dismissed  earlier  in  the  day  and 
(Continued  on  page  28-A) 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  how  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range— and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

Holo  much  more  logical  to  use 
alkali-free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  eases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral 

BABY^  alkali- free  baby  bar 

LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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Skin 


llergic  and  inflammatory  dermatoses, 
icluding  psoriasis,  have  in  many  patients 
|iown  dramatic  response  to  ARISTOCORT 
triamcinolone  systemic  therapy.  But  it  also 
Irovides  gratifying  symptomatic  control 
| ith  only  minimal  interference  with 
jther  metabolic  functions.  In  this  respect, 

' RISTOCORT  Triamcinolone,  when  com- 
iared  with  other  corticosteroids,  old  and  new, 
[ distinguished.  Typical  steroid  problems  of 
jdium  retention  and  edema,  undesirable 
uphoria,  or  voracious  appetite  and  excessive 
weight  gain  rarely  occur. 

IlRISTOCORT  Triamcinolone  is  indicated 
I'hen  anti-inflammatory,  anti-allergic  action 
f glucocorticoids  is  desired,  side  effects  of 
lucocorticoids  generally : Cushingoid  effects, 
irsutism,  leucopenia,  purpura,  vertigo. 


fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  in- 
creased intracranial  pressure.  Other  gluco- 
corticoid effects  thought  more  likely  to  occur 
with  triamcinolone:  reversible  weakness  of 
muscles  and  flushing  of  face. 
precautions:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute 
glomerular  nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone. 
Syrup  — 2 mg.  of  triamcinolone  diacetate 
per  5 cc.  (5  mg.  of  triamcinolone  diacetate 
is  equivalent  to  4 mg.  of  triamcinolone). 


Aristocort 

Triamcinolone 

Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

164-R-S  (OC31-SJ 


Trocinate 


Brand  of  Thiphenamil  HCl. 


FOR  DIVERTICULITIS,  MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA,  IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


c^^cinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito-urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HCl. 

Usual  Dosage  ; 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Hungry  for  flavor?  Tareyton’s  got  it! 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 

You’ll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 
can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 
tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


DUAL  FILTER 

Pndtrt  o/ 
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IFOR  OVERAU 
RELIEF 
IN  DRY 
ITCHY  SKIN 


OF  THE  AGED 


and  Grinell^  found  that  SARDO  baths 
rehydrate,  relieve  dryness,  and  promptly  allay 
itching  over  the  entire  skin  in  elderly  patients. 
IN  THE  BATH  ^ very  fine  lubricating  film  prevents  undue  evap- 
oration of  moisture  — to  help  restore  the  normal 
lipid/aqueous  balance  of  the  skin,  and  keep  it  softer,  smoother,  more 
comfortable. 


SARDO  is  the  original  high  quality,  superbly  dispersible*  bath  oil  — 
clinically  proven^-®  to  allay  xerosis  and  pruritus  in  atopic  dermatitis, 
diabetic  dry  skin,  eczematoid  dermatitis,  soap  dermatitis,  neuroderma- 
titis, etc.  Non-sensitizing,  pleasant,  non-sticky,  economical. 

SAMPLES  and  literature 

available  from...  SARDEAU,  INC.  75  East  55th  St.,  New  York  22,  N.Y.  tl 
1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  2.  Spoor,  H.  J.: 
N.  Y.  State  J.  M.,  58:  3292,  1958.  3.  Lubowe,  I.  I.:  Western  Med.,  1:45,  1960.  4.  Weissberg,  G.: 
Clin.  Med.,  7:1161,  1960.  5.  Lieberman,  W.:  Amer.  J.  Proctology,  12:374,  1961.  6.  Dick,  L.  A.: 
Skin,  1:341,  1962.  *Pat.  Pend.  T.M.  © 1963  by  Sardeau,  Inc. 


Bottles  of 
4,  8 and  16  oz. 


18A 


You  can  enhance  the  value  of  your  own  .Jouina!  hy  patronizing  it^  advertisers 


throughout  the  vsride  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderateiy 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  anaigesia  by 
the  orai  route...  acts  within  5 to  15  minutes...  usuaiiy  provides  uninterrupted 
reiief  for  6 hours  or  ionger  with  just  7 tabiet . . . rareiy  causes  constipation. 


Formuja  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


•U.S.  P«t*.  2,628,185  tnd  2,907,768 


Lifts  depression. 


^ “I  feel  like  my  old  self  again!”  Thanks  to 

your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  ^ 


as  it  calms  anxiety 


Brightens  mood... relaxes  tension 


ilnergizers  may  stimulate  the  depressed 
atient,  but  they  often  aggravate  anxiety  and 
isomnia.  Tranquilizers  may  help  the  anxious 
atient,  but  they  often  deepen  depression  and 
motional  fatigue. 

ibeprol’  avoids  these  “seesaw”  effects;  it  re- 
. eves  both  depression  and  anxiety.  Moreover, 
^ : does  not  cause  liver  damage,  psychotic  reac- 
ions  or  changes  in  sexual  function. 

'roduct  Information : ‘Deprol’  is  indicated  for 


depression,  especially  when  accompanied  by 
anxiety,  tension,  agitation,  rumination  or  in- 
somnia. Slight  drowsiness  and,  rarely,  allergic 
reactions,  due  to  meprobamate ; and  occasional 
dizziness  or  feeling  of  depersonalization  in 
higher  dosage,  due  to  benactyzine,  may  occur. 
Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  de- 
pendence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Withdraw  gradu- 
ally after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


sual  Dosage;  1 tablet  q.i.d.  May  be 
icreased  gradually,  as  needed,  to  3 
I iblets  q.i.d.;  with  establishment  of 
elief,  may  be  reduced  gradually  to 
I laintenance  levels. 


*DeproU 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.J. 


OVER 


YEARS 

EXPERIENCE  IN 
RECOVERING  LOST 

w w w w 

FOR  DOCTORS,  HOSPITALS 
and  CLINICS. 


Serving  thousands  of  Professional  People 
over  a Six  State  area. 


Not  a 
Collecfion 
Agency 


A 

COLLECTION 

SERVICE 


Professional  Credit  Control  Inc. 

700  LINCOLN  BLDS.  LINCOLN,  NEBR. 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


‘I  feel  as  though  everything  in  me 
has  slowed  down. . . 

‘After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry.” 

‘Everything  bothers  me  now,  Doctor. 
I wasn't  like  this  before  my  meno- 
pause. . . .” 

‘The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore.” 

“Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL®  SPANSULE®  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
'Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  1)2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 


SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensitive 
to  sympathomimetics  or  barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hypertension.  Excessive 
use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  rare  in- 
stances withdrawal  of  medication  is  recommended.  It 
is  generally  recognized  that  in  pregnant  patients  all 
medications  should  be  used  cautiously,  especially  in 
the  first  trimester. 


INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 


SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  50. 
Prescribing  information  Jan.  1963. 

Smith  Kline  & French  Laboratories 


TECHNICAL  EXHIBITORS 
FOR  THE  1963  ANNUAL  SESSION 

ABBOTT  LABORATORIES,  14th  & Sheridan 
Road,  North  Chicago,  Illinois  — Booth  No.  1.  Ab- 
bott Laboratories  invites  you  to  visit  our  exhibit. 
Our  representatives  will  be  happy  to  answer  any 
questions  you  may  have  concerning  our  leading 
products  and  new  developments. 

BLUE  CROSS-BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska  — Booths  No.  2 and  3. 
Blue  Cross-Blue  Shield,  518  Kilpatrick  Building, 
Omaha,  Nebraska,  Booths  Number  2 and  3,  will 
portray  the  Nebraska  Prepayment  Health  Team. 
Nebraska  Physicians,  Nebraska  Hospitals,  and  Ne- 
braska Blue  Cross-Blue  Shield. 

CIBA  PHARAMCEUTICAL  PRODUCTS,  INC., 
556  Morris  Avenue,  Summit,  New  Jersey  — Booth 
No.  24.  DORIDEN  is  a nonbarbiturate  sedative 
for  night-time,  daytime  and  preoperative  sedation. 
DORIDEN  usually  produces  sleep  within  30  min- 
utes, lasting  up  to  8 hours.  Side  effects  are  mini- 
mal. DORIDEN  rarely,  if  ever,  causes  respiratory 
depression;  it  has  no  toxic  effects  on  the  liver, 
kidney  and  blood.  DORIDEN  is  well  tolerated, 
even  by  the  elderly  and  chronically  ill. 

THE  COCA-COLA  COMPANY,  P.O.  Drawer  1734, 
Atlanta  1,  Georgia  — Booth  No.  14.  Ice-cold  Coca- 
Cola  served  through  the  courtesy  and  cooperation 
of  the  Omaha  Coca-Cola  Bottling  Company,  and  The 
Coca-Cola  Company. 


DICTAPHONE  CORPORATION,  412  South  19th 
Street,  Omaha,  Nebraska  — Booth  No.  30.  Dicta- 
phone Corporation  is  proud  to  present  the  most 
complete  line  in  the  dictation  field.  New  portable 
units  together  with  new  1963  models  in  the  standard 
line.  New  Medical  and  Hospital  applications. 


HAROLD  DIERS  & COMPANY,  240  Keeline 
Building,  Omaha,  Nebraska  — Booth  No.  18.  All 
members  are  urged  to  visit  Booth  Number  18  so 
that  you  may  learn  about  the  many  new  improve- 
ments in  the  GROUP  DISABILITY  INSURANCE 
PROGRAM  which  Harold  Diers  & Company  have 
administered  since  1946.  Briefly  these  include: 
MAXIMUM  INCOME  BENEFITS  up  to  $250  a 
week  or  $1,083  a month — payable  up  to  LIFETIME 
for  Accident  Total  Disability  and  for  SICKNESS — 
two  options:  7 YEARS  or  CONTINUOUS  INCOME 
PAYMENT  TO  AGE  65.  MAJOR  HOSPITAL  EX- 
PENSE up  to  $10,000.00  insurance  is  also  available. 


DORSEY  LABORATORIES,  233  South  10th 
Street,  Lincoln,  Nebraska  — Booth  No.  13.  We 
are  pleased  to  have  a part  in  making  your  1963 
Annual  Session  a success.  Should  the  press  of 
business  or  social  functions  make  sleep  difficult, 
we  will  be  glad  to  supply  you  with  NEBRALIN, 
the  time-release  hypnotic.  A cold  or  stuffy  nose  ? 
We  have  a stock  of  TRIAMINIC  set  aside  for  you. 
If  you  have  a minute  — we’d  like  to  say  “hello.” 

(Continued  on  page  36-A) 
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Q 


uestion: 


"What  is  a 
tranquilaxant?” 


A 


nswer: 


and 


drug  that  is  both 
a tranquilizer 
a muscle  relaxant!’ 


. . brand  of 

chlormezanone 
is  a tranquilaxant 


; As  a tranquilizer,  TRANCOPAL  (chlormezanoneAVin- 
throp)  “is  effective  in  the  symptomatic  treatment  of  anxi- 
■ sty.’’*  Its  tranquilizing  properties  are  similar  to  those  of 
other  mild  tranquilizers.*  Furthermore,  it  reheves  tension 
of  both  mind  and  muscle  without  interfering  with  nor- 
mal activity  or  alertness. 

[ The  muscle  relaxant  properties^  of  this  drug  provide 
an  extra  dimension  of  effectiveness... relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic  disorders. 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  fchlor- 
mezanone/Winthrop)— a true  “tranquilaxant”— is  to  pro- 
duce a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent 
; of  patients  develop  side  effects  with  TRANCO- 
1 PAL  (chlormezanone/Winthrop),  such  as  occa- 

i. 


sional  drowsiness,  dizziness,  flushing,  nausea,  depression, 
weakness  and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of  treat- 
ment.  There  are  no  known  contraindications. 

Available;  200  mg.  Caplets®  {green  colored,  scored), 
100  mg.  Caplets  [peach  colored,  scored),  each  in  bottles 
of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  Or  four  times 
daily:  in  some  patients  100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
or  four  times  daily. 

References:  1.  A.M.A.  Council  on  Drugs: 
J.A.M.A.  1^:469  (Feb.  9)  1963.  2.  Gruenberg, 
F.:  Curr.  Ther.  Res.  2:1  (Jan.)  1960.  .7«3- 


~^n/hrap 

WINTHROP  LABORATORIES 
New  York  18,  N.  Y. 


Protect  the  kidneys  and  other  threatened  organs  with 

vIVT^quibbstandardized  rauwolfia  serpentina  whole  root 

X VClLlLl  dATX>  AND  BENDROFLUMETHIAZIDE  WITH  POTASSIUM  CHLORIDE 


When  treatment  of  hypertension  is  effective,  the  danger 
of  damage  to  the  renal  system  is  reduced.'’^  “Hyper- 
tensive patients  suffer  from  vascular  deterioration 
roughly  proportional  to  the  severity  of  the  hypertension. 
. . . Reduction  of  blood  pressure  to  normotensive  levels 
reduces  or  arrests  the  progress  of  vascular  damage  with 
a resultant  decrease  in  morbidity  and  mortality.  Among 
two  comparable  groups  of  patients  with  [nonmallg- 
nant]  hypertension  of  equal  severity,  72  per  cent  of 
those  treated  were  still  living  after  five  years  or  more, 
while  only  24  per  cent  of  those  not  treated  were  alive 
at  the  end  of  this  period.”*  Because  Raiitrax-N  lowers 
blood  pressure  so  effectively,  it  will  provide  this  impor- 
tant protection  for  your  hypertensive  patients. 

Rautrax-N  — a combination  of  Raudixin,  Squibb 
Standardized  Rauwolfia  Serpentina  Whole  Root,  and 
the  diuretic,  Naturetin,  Squibb  Bendroflumethiazide— is 


effective  in  mild,'*  moderate®-'*  or  severe  hyperten- 
sion.®- ® It  lowers  blood  pressure  gently  and  gradually. 
And  control  of  hypertension  helps  protect  not  only  the 
kidneys  but  also  the  heart  and  brain  from  vascular 
damage.®  For  full  information,  see  your  Squibb  Prod- 
uct Reference  or  Product  Brief. 

Supply:  RaM/rax-AT— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  4 mg.  Naturetin,  and  400  mg.  potassium  chloride. 
Rautrax-N  Modified— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  2 mg.  Naturetin,  and  400  mg.  potassium  chloride. 

References:  (t)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.;  Penn- 
sylvania M.  J.  6i:545  (Apr.)  1960.  (3)  Hutchison,  J.  C.:  Cur- 
rent Therap.  Res.  4:610  (Dec.)  1962.  (4)  Berry,  R.  L.,  and 
Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (5) 
Feldman,  L.  H.:  North  Carolina  M.  J.  23:248  (June)  1962. 

'RAUTRAX*®,  'RAUDIXIN'®  AND  'NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 

Squibb 

Squibb  Quality— the  Priceless  Ingredient 

SQtnSB  DrVlSION  Clin 
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in  alcoholism:  vitamins  are  therapy 


full  “comeback”  for  the  alcoholic  is  partly  dependent  on  nutritional  balance... 
ided  by  therapeutic  allowances  of  B and  C vitamins.  Typically,  the  alcoholic  patient 
seriously  undernourished ..  .from  long-standing  dietary  inadequacy,  from  deple- 
on  of  basic  reserves  of  water-soluble  vitamins. 

ach  capsule  contains : Vitamin  6 1 (Thiamine  Mononitrate)  ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
10  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  (Pyridoxine  HCI)  ...  2 mg.  / Vitamin  B12  Crystalline  . . . 
mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
jficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

6315-3 

I© 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy. . brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


The  Doctor  and  Hospital  Costs — 

(Continued  from  page  12- A) 
admitted  earlier  in  the  day,  the  hospital  costs 
may  be  reduced. 

If  the  physician  is  familiar  with  the  costs 
of  medications,  laboratoiy  and  radiological 
procedures,  he  can  better  evaluate  the  rela- 
tive need  of  a given  procedure.  Benjamin 
Franklin  is  quoted  as  saying,  “No  revenue 
is  sufficient  without  economy.” 

The  Word  “Medicare” — 

“The  Erie  County  Medical  Society  has  ap- 
proved a resolution  calling  upon  Congress, 
the  communications  media,  and  medical  or- 
ganizations to  eliminate  the  use  of  the  term 
“Medicare”  in  connection  with  health  care 
legislation.  The  society  said  that  when  used 
in  this  manner  the  term  is  “misbranding  and 
mislabeling.”  It  said  use  of  the  term  “has 
been  seriously  misleading  to  the  public,  be- 
cause people  imagine  this  is  equivalent  to 
good  medical  care  insurance  protection.” 

“This  recommendation  merits  the  consider- 
ation of  every  physician  and  every  medical 


organization.  Legislation  to  which  this 
name  is  applied  would  not  pay  for  medical 
care  rendered  by  doctors,  but  would  be  lim- 
ited almost  exclusively  to  partial  payment  of 
hospital  and  nursing  home  bills  for  certain 
persons.  These  proposals  are  far  from  the 
equivalent  of  good  medical  care  which  the 
name  ‘Medicare’  implies.”  (The  Pennsyl- 
vanie  Medical  Journal). 

A Team  Is  Not  a Physician — 

Noting  that  a corporation  cannot  legally 
engage  in  the  practice  of  medicine,  an  edi- 
torial in  the  Pennsylvania  Medical  Jownal 
expresses  the  opinion  that  those  who  are  in- 
terested in  helping  patients  could  put  the 
case  more  strongly  by  stating  that  a pa- 
tient in  every  case  needs  a doctor.  There  is 
far  more  involved  than  the  legal  considera- 
tions. 

In  our  present  system  of  medical  care,  the 
“third  party”  has  come  more  and  more  into 
the  room  with  the  patient  and  his  doctor. 
This  is  often  unavoidable  in  view  of  the  so- 
( Continued  on  page  31-A) 
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Solfotori 


for  mild^  continuous  sedation 


02lc\\  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications : identical 
to  those  of  yi  gr.  phenobarbital. 


Poythress,  White  Section,  Page  808  {1963  edition) 
and  Product  Identification  Section 


COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 


WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
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Get  your 
low-back  patient 
back  to  work 
in  days 

instead  of  weeks 

You  can  expect  rapid  results  from  ‘Soma’ 
(carisoprodol)  — because  this  unique  drug 
breaks  up  both  the  spasm  and  pain  of  low- 
back  syndrome  at  the  same  time. 

Your  patients  will  usually  begin  to  feel 
better  within  a few  hours.  And  as  Kestler 
demonstrated  in  a controlled  study  of  212 
consecutive  patients  with  low-back  prob- 
lems: the  average  time  for  full  recovery  was 
only  11.5  days  with  ‘Soma’  (carisoprodol), 
41  days  without  it.  ( J.A.M.A.,  April,  1960.) 

Carisoprodol  seldom  produces  side  effects. 
Occasional  drowsiness  may  occur,  usuallj^ 
at  higher  than  recommended  dosage.  Indi- 
vidual reactions  may  occur  rarely. 

USUAL  DOSAGE;  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with  an  independent 
pain-relieving  action 
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carisoprodol 
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— FREE  DELIVERY  — 
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A Team  Is  Not  a Physician — 

(Continued  from  page  28- A) 
cial  and  financial  situations  of  the  time,  and 
these  intruders  of  necessity  have  been  ac- 
cepted by  the  medical  profession.  Many 
others  have  also  entered  the  picture  with 
the  physician.  In  a sense  every  consultant  is 
an  intruder  and  the  patient  is  often  sur- 
rounded by  them  as  well  as  by  various  va- 
rieties of  paramedical  people. 

The  doctor  is  usually  still  there,  and  many 
of  these  intruders  more  or  less  follow  his 
prescriptions,  but  the  doctor  is  often  so  re- 
moved from  the  bedside  that  his  orders  are 
barely  audible  and  he  is  not  seen  clearly. 

Granting  that  modern  science  needs  all  of 
these  consultants  and  auxiliaries  and  that 
specialism  is  a necessity,  the  physician  can- 
not be  replaced  by  the  team  that  manages 
the  complex  studies  of  scientific  medicine. 
The  patient  is  fully  served  only  when  his 
medical  affairs  are  in  charge  of  his  own  med- 
ical advisor  who  is  his  personal  physician. 
It  is  this  doctor-patient  relationship  which  is 
essential  to  the  adequate  practice  of  medi- 


cine. It  is  this  human  relationship  which 
is  positively  therapeutic.  The  physician 
must  offer  his  patient  the  benefits  of  both 
an  ancient  tradition  and  a modern  and  scien- 
tific outlook. 

Spending  for  Medical  Care — 

Each  person  in  this  country  is  spending 
on  the  average  two  and  a half  times  as  much 
for  all  forms  of  medical  and  dental  care  as 
thirty  years  ago,  measured  in  dollars  adjust- 
ed to  the  same  value.  Health  expenditures 
represent  a steadily  increasing  percentage, 
now  about  6.6  per  cent,  of  all  personal  in- 
come, and  the  public  has  been  very  conscious 
of  this  increase. 

There  have  been  higher  charges  for  hos- 
pital care  and  physicians’  services  at  the 
same  time  that  there  has  been  an  increased 
use  of  such  services,  as  well  as  of  drugs  and 
dental  care.  Moreover,  the  public  does  not 
always  choose  to  be  economical  in  the  use 
of  medical  care,  which  in  part  explains 
higher  expenditures. 

(Continued  on  page  32-A) 
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Spending  for  Medical  Care — 

(Continued  from  page  31-A) 

On  the  other  hand,  there  is  evidence  that 
too  many  people  are  not  receiving  the  best 
care  available.  Many  people  delay  or  avoid 
dental  treatment.  Many  fail  to  see  their 
physicians  regularly.  Cost,  or  worry  about 
cost,  is  important,  but  much  unmet  need  re- 
sults from  fear  and  procrastination.  If  the 
public  were  to  seek  all  services  needed,  ex- 
penditures would  be  gi’eater  than  at  pres- 
ent. (Health  Information  Foundation). 

What  Does  Rehabilitation  Offer — 

Modern  techniques  of  rehabilitation  have 
evolved  principally  during  the  past  fifteen 
years.  It  is  not  surprising  that  the  busy 
physician  may  be  unaware  of  how  such 
methods  may  benefit  his  patients,  states  an 
editorial  in  the  Pennsylvania  Medical  Jour- 
nal. Noting  that  all  medicine  in  a sense  is 
rehabilitation  which  has  been  practiced  for 
centuries  by  physicians,  modern  usage  of  the 
term  means  much  more.  In  this  more  mod- 
ern sense,  rehabilitation  is  a special  inten- 
sive effort  directed  to  the  recovery  of  the 


patient’s  body  and  mind  carried  out  under 
the  most  favorable  circumstances.  There 
also  should  be  directions  by  personnel  who 
have  the  time,  interest  and  training  for 
such  a task. 

The  techniques  of  rehabilitation  are  basic 
ones  and  available  piecemeal  in  many  places. 
Therefore  it  may  be  assumed  that  the  pa- 
tient can  manage  where  he  is,  either  in  his 
home  or  in  a general  hospital.  Such  an  ap- 
proach often  provides  for  only  his  most  ob- 
vious needs.  Much  time  and  money  may 
be  saved  if  instead  of  a partial  and  poorly 
supervised  effort,  there  is  a more  complete 
program  of  rehabilitation,  initiated  at  the 
earliest  possible  time.  Rehabilitation  is  more 
than  physical  therapy  and  more  than  social 
service.  It  must  be  a steady  and  educated 
push  in  the  direction  of  maximal  functional 
recovery. 

For  optimum  medical  care,  certain  types 
of  disabilities  always  involve  rehabilitation 
training.  These  disabilities  include  among 
others  hemiplegia,  amputation,  extensive 
(Continued  on  page  38- A) 
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TRAUMA  IN  NEBRASKA 

Physicians  and  surgeons  in  the  State  of 
Nebraska  can  be  justly  proud  of  the  effort 
of  many  of  its  members  to  reduce  injury  and 
elevate  the  standards  of  care  of  the  injured 
person.  Recently,  the  Nebraska  Committee 
on  Trauma  of  the  American  College  of  Sur- 
geons received  a commendation  for  outstand- 
ing activity  and  productivity  in  the  field  of 
trauma  in  the  United  States  and  Canada  dur- 
ing 1962. 

Activities  of  the  Nebraska  Committee  on 
Trauma  are  administered  through  five  dis- 
trict chairmen  residing  in  the  comunities  of 
Hastings,  Lincoln,  North  Platte,  Omaha  and 
Scottsbluff.  Membership  in  the  committee 
is  neither  confined  to  Fellows  of  the  Ameri- 
can College  of  Surgeons  nor  to  the  medical 
profession.  The  Committee  is  proud  to  in- 
clude among  its  members  directors  of  civil 
defense,  representatives  of  the  Nebraska 
State  Highway  Patrol,  hospital  administra- 
tors and  members  of  athletic  departments  of 
our  universities. 

The  Committee  has  progressively  expand- 
ed its  scope  of  endeavor  in  the  field  of  trau- 
ma. Currently  it  is  conducting  an  educa- 
tional program  to  promote  tetanus  immun- 
ization in  the  non-immunized  populace  of 
the  State  and  to  encourage  booster  immuni- 
zation in  the  previously  immunized  individu- 
al. In  this  effort,  as  in  many  of  its  activ- 
ities, the  Committee  relishes  the  support  and 
cooperative  spirit  expressed  by  the  Ne- 
braska Academy  of  General  Practice  and 
the  Nebraska  State  Medical  Association. 

The  Nebraska  Committee  on  Trauma  in 
cooperation  with  the  University  of  Nebraska 
Health  Service  and  Department  of  Surgery 
presented  a seminar  on  The  Medical  Aspects 
of  Competitive  Athletics.  This  program  was 
geared  to  the  team  physician  and  coach. 
Dr.  William  T.  Osmanski,  a former  profes- 
sional football  player  and  practicing  den- 
tist in  Chicago  spoke  to  both  coaches  and 
physicians  on  the  use  of  mouth  guards.  The 
meeting  was  attended  by  physicians  through- 
out the  state  and  the  program  was  applauded 


by  many  for  its  contribution  in  the  field  of 
athletic  medicine.  A panel  discussion  pre- 
sented at  the  first  seminar  entitled  “The  Pre- 
Season  Medical  Examination  — Detection 
of  Disqualifying  Defects”  will  be  presented 
elsewhere  (in  July  issue)  in  the  Journal. 

The  Second  Annual  Seminar  on  the  Medi- 
cal Aspects  of  Competitive  Athletics  will  be 
presented  at  the  Nebraska  Center  for  Con- 
tinuing Education  in  Lincoln  on  August  16, 
17,  1963.  Programs  are  being  distributed  to 
physicians  and  coaches  in  Nebraska  and 
neighboring  states. 

Many  members  of  the  committee  have  par- 
ticipated in  the  lay  educational  course  “The 
Immediate  Care  of  the  Sick  and  Injured” 
presented  annually  by  the  University  of  Ne- 
braska College  of  Medicine.  This  three  day 
seminar  represents  an  advanced  First  Aid 
Rescue  Course  geared  particularly  to  the 
needs  of  fire,  police  and  rescue  squads. 

A program  has  been  inaugurated  to  edu- 
cate student  drivers  in  the  use  and  value 
of  the  seat  belt.  The  committee  has  a film  on 
the  use  of  seat  belts  which  depicts  graphical- 
ly the  effect  of  automotive  collision  on  the 
unrestrained  occupant  of  the  car.  The  film 
is  available  on  loan  to  any  member  of  the 
medical  profession. 

Robert  W.  Gillespie,  MD, 
Chairman, 

Nebr.  Committee  on  Trauma, 
American  College  of  Surgeons 


“YOUR  OB.  SOCIETY” 

We  appreciate  this  opportunity  to  explain 
the  functions  and  purposes  of  the  Nebraska 
State  Obstetric  and  Gynecologic  Society. 
The  organization  had  its  inception  as  a di- 
rect result  of  the  American  College  of  Ob- 
stetrics and  Gynecology.  The  college  func- 
tioning through  its  eight  districts,  suggest- 
ed that  each  state  in  a district  might  par- 
ticipate more  effectively  through  their  ex- 
isting state  obstetric  and  gynecologic  society. 
Since  no  such  organization  existed  in  Ne- 
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braska,  our  society  was  formed  in  May 
1955. 

The  society,  born  of  necessity,  was  estab- 
lished with  the  prime  objective  of  aiding 
and  improving  the  practice  of  obstetrics  in 
Nebraska.  To  accomplish  this  end,  our  so- 
ciety encouraged  the  membership  of  all 
physicians  who  are  interested  in  the  prac- 
tnce  of  obstetrics  and  gjmecology.  Our  mem- 
bership boasts  specialists  in  obstetrics,  sur- 
gery, pathology’,  and  radiology,  but  the  ma- 
jority of  the  members  are  the  generalists 
who  carry  the  load  of  obstetric  practice  in 
our  state. 

Our  meetings  are  planned  to  encourage  the 
participation  of  the  generalists.  Two  meet- 
ings of  the  society  are  planned  yearly;  one 
in  the  spring  in  conjunction  with  the  Ne- 
braska State  Medical  meeting  and  one  in  the 
fall.  The  fall  meetings  were  to  be  held  in 
out-state  communities  in  hopes  of  attracting 
neighboring  physicians.  Our  first  meeting 
was  held  in  December  1955,  in  Grand  Island. 
Since  then,  Fremont,  Beatrice,  Lincoln, 
Omaha,  and  Broken  Bow  were  meeting  sites. 
Our  guest  speakers  have  included  Dr.  Phil- 
lip Levine,  Dr.  Axel  Arneson,  Dr.  Ronald 
Greene,  Dr.  F.  J.  Hofmeister,  Dr.  John  Gill- 
man,  Dr.  Harry  Waddington  and  Dr.  Charles 
Hunter. 

The  society  came  of  age  in  1961  when  our 
then  President,  Dr.  Ted  Koefoot,  transported 
the  meeting  to  Nevada  and  extended  it  from 
a one-day  to  a two-day  meeting.  Since  then, 
interest  and  participation  in  the  society  has 
grown.  The  papers  published  in  the  May 
and  June  issues  of  our  Nebraska  State  Med- 
ical Jouryial  are  the  papers  presented  at  the 
Nebraska  State  Obstetric  Society’s  meeting, 
November  1962.  This  meeting  was  conduct- 
ed under  the  direction  of  last  year’s  Presi- 
dent, Dr.  E.  Brillhart.  The  next  clinical 
meeting  is  planned  for  December  6th  and 
7th  at  the  Flamingo  Hotel  in  Las  Vegas, 
Nevada.  Under  the  able  direction  of  the 
current  President,  Dr.  Randolph  Tibbels,  it 
has  every  indication  of  being  as  interesting 
as  previous  meetings. 

With  these  words  of  introduction  to  our 
society,  we  encourage  your  inquiry  and  mem- 
bership in  the  Nebraska  State  Obstetric  and 


Gynecologic  Society.  Our  dues  are  five  dol- 
lars yearly  and  our  only  requirement  is  an 
interest  in  obstetrics  and  gjmecology.  Con- 
tact our  secretary-treasurer.  Dr.  W.  Riley 
Kovar,  3610  Dodge,  Omaha,  Nebraska. 

Wm.  L.  Rumbolz. 


BLUEPRINT  FOR  BANKRUPTCY  OF  A 
NATION  AND  ITS  HEALTH^ 

I 

It’s  as  phony  as  a nine  dollar  bill,  but  it 
is  also  a fact  of  legislative  life:  the  fourth 
consecutive  proposal  for  compulsory  federal 
health  care  of  the  aged  under  Social  Secur- 
ity in  as  many  Congresses  is  in  the  hopper. 
With  a few  political  refinements  aimed  at 
making  it  seem  what  it  isn’t,  the  most  recent 
version  of  King-Anderson  is  still  King-An- 
derson  with  a new  number,  H.R.  3920  in 
the  House  and  S.  880  in  the  Senate. 

Structured  on  the  tortured  logic  of  fed- 
eralism and  couched  in  the  twisted  dialect 
of  social  paternalism,  it’s  the  same  old  hoax 
and  deception.  The  measure  enjoys  the  same 
sponsors  as  before,  meaning  specifically,  the 
AFL-CIO,  the  Kennedy  Administration,  and 
the  whole  roundtable  of  do-gooders,  nuts,  and 
doctrinaire  welfare  staters.  It  wrongly  as- 
sumes existence  of  a nonexistent  need;  it  is 
fantastically  extravagant;  it  could  bankrupt 
the  nation;  and  it  will  socialize  American 
medicine. 

The  advocates  of  H.R.  3920  contradict 
their  own  tired,  old  arguments  and  practice 
deceit  in  a degree  that  would  make  the  devil 
blush.  The  whole  package  is  a fraud  of 
monstrous  proportion  upon  all  the  Ameri- 
can people.  Its  pitiable  focus  is  a group 
of  17  million  persons  whom  it  seeks  to  os- 
tracize from  society  because  of  a mere  bio- 
logical characteristic,  the  fact  that  they  are 
enjoying  longer,  healthier  lives. 

Cecil  King’s  warmed-over  blueprint  for 
compulsory  federal  medical  care  is  75  pages 
long  or  eight  more  pages  of  tax-paid  print- 
ing than  he  whipped  up  in  1961.  Benefits, 
limited  and  inadequate  for  the  job  claimed, 
accomplished  by  the  bill  are: 

•J  Mississippi  State  M.  A.  4:175-177  (April)  1963,  copy- 
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— From  45  to  180  days  of  hospital  care, 
based  upon  exercise  of  options  by  the  aged 
patient  and  his  election  to  pay  as  much  as 
$90  or  two  and  one-half  times  the  average 
per  diem  cost. 

— Up  to  180  days  of  skilled  nursing  home 
service  immediately  following  hospitaliza- 
tion. 

— Home  health  services  up  to  a maximum 
of  240  visits  during  a calendar  year,  includ- 
ing intermittent  nursing  care,  physical,  oc- 
cupational, or  speech  therapy,  medical  social 
services,  medical  supplies  (other  than  drugs 
and  biologicals),  and  medical  services  of  an 
interne  or  resident  under  an  approved  teach- 
ing program. 

— Outpatient  hospital  diagnostic  services, 
subject  to  a minimum  payment  of  $20  for 
each  complete  diagnostic  study. 

— Although  avidly  merchandised  as  the 
“Hospital  Insurance  Act  of  1963,”  which  it 
patently  is  not,  the  proposal  still  furnishes 
physicians’  services.  Payment  may  be  made 
for  services  of  pathologists,  radiologists, 
physiatrists,  and  anesthesiologists  rendered 
while  the  patient  is  hospitalized.  Services  of 
internes  and  residents  would  also  be  provid- 
ed when  these  physicians  are  under  teaching 
programs  approved  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  Ameri- 
can Medical  Association  or,  in  case  of  an  os- 
teopathic hospital,  approved  by  a “recognized 
body  approved  for  the  purpose  by  the  Sec- 
retary (of  Health,  Education  and  Welfare.)” 

II 

Apart  from  being  mislabeled,  misrepre- 
sented, and  mistaken  in  concept,  H.R.  3920 
is,  unto  itself,  a liar  by  all  the  clocks  in 
Switzerland.  Section  1702  of  the  bill  is  en- 
titled “Free  Choice  by  Patient  Guaranteed,” 
but  this  is  cynically  superseded  by  Sections 
1708  through  1710  which  direct  the  Secre- 
tary to  promulgate  care  criteria,  to  evaluate 
institutions  in  which  care  would  be  rendered, 
to  determine  what  constitutes  reasonable 
payment  amounts,  and  to  terminate  agree- 
ments on  those  care  sources  not  measuring 
up  to  federally  established  standards. 

Free  choice,  indeed! 


The  proponents  of  the  legislation  ought 
to  get  together  and  untangle  their  signals, 
too.  In  Section  2,  the  declaration  of  purpose 
is  put  this  way: 

“The  Congress  hereby  finds  that  the  heavy 
costs  of  hospital  care  and  related  health  care 
are  a grave  threat  to  the  security  of  aged  in- 
dividuals, most  of  them  are  not  able  to  quali- 
fy for  and  to  afford  private  insurance  . . .” 

Now  in  1962,  some  55  per  cent  of  all 
Americans  over  age  65  owned  some  form 
of  health  insurance  or  voluntary  prepay- 
ment. At  best,  Mr.  King’s  “most”  is  45  per 
cent,  losing  something  in  his  translation. 
Even  the  Department  of  Health,  Education 
and  Welfare  concedes  that  by  1970,  at  least 
70  per  cent  of  the  aged  will  be  covered  by 
health  insurance. 

The  bill  purports  to  do  a job  which  it 
could  not  possibly  do.  It  states  a need  which 
can’t  be  demonstrated,  presents  a phony 
panacea,  and  taxes  the  daylights  out  of  gen- 
erations yet  unborn  so  that  public  funds 
can  be  poured  out  like  yesterday’s  dish- 
water on  a political  proposition  that  would- 
n’t work,  even  if  it  were  remotely  needed. 

Through  liberal  mysticism  and  fiscal 
legerdemain,  the  proponents  say  that  the 
gift-wrapped  package  will  cost  only  $13  more 
a year  in  Social  Security  taxes.  What  it  real- 
ly does  on  pages  62  through  66  is  to  propose 
amendments  to  the  Internal  Revenue  Code  of 
1954  to  make  the  additional  tax  $55  for  the 
first  year  on  everybody  in  the  nation  earning 
$5,200.  In  fact,  a tax  schedule  is  included  to 
make  the  employee  and  employer  paij  exactly 
$507  annually  in  Social  Security  taxes  after 
1967! 

And  not  a single  benefit  would  accrue  to 
a single  person  before  Jan.  1,  1965,  if  the 
measure  were  enacted  into  law  tomorrow. 

Ill 

Few  Americans  realize  just  how  costly 
socialized  medicine  can  be.  President  Ken- 
nedy said  in  his  health  message  that  this 
program  would  amount  to  an  outlay  of  $5.6 
billion  in  the  first  four  years,  an  average  of 
$1.4  annually.  This  is  about  as  optimistic 
as  his  foreign  policy.  A more  realistic  first 
(Continued  on  page  302) 
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Comments  From  Your  President 


During  this  legislative  year  the  adminis- 
trative staff,  your  officers  and  many  of  you, 
individually  and  in  groups  have  been  seri- 
ously involved  with  medical-legal  and  socio- 
economic problems  affecting  our  profession. 
We  are  faced  with  helping  to  solve  the  many 
knotty  problems  of  increasing  human  inter- 
dependence of  the  economic  and  political  as- 
pect of  medicine  and  its  relation  to  the  health 
of  our  citizens  in  our  evolving  society.  The 
interest  of  the  public  in  health  care  appears 
to  be  expanding;  more  and  more  nonprofes- 
sional people  seem  to  think  it  necessary  that 
they  exert  their  influence  in  an  effort  to 
solve  our  problems,  and  in  so  doing  often 
complicate  them.  Doctors  are  asked  and  ex- 
pected to  give  more  and  more  of  their  time 
and  effort  in  this  area.  More  intensive  pub- 
lic education  is  necessary  and  it  becomes  im- 
perative that  we  tell  our  story  as  a profes- 
sion to  be  effective  in  coping  with  the  in- 
creasing legislative  problems  M^hich  continue 
to  arise. 

“Operation  Home  Town”  — an  educa- 
tional program  designed  to  combat  the  ad- 
ministrations proposal  for  health  care  of 
the  aged  through  Social  Security  — was  con- 
ducted through  a series  of  meetings  over 
the  state  — April  22-26 ! Such  a program  of 
continued  education  of  doctors  and  their 
wives,  and  through  them  the  public,  should 
be  much  more  effective  and  more  economical 
than  last  minute  crash  programs.  You  may 
expect  more  of  this  type  of  sutained  effort! 
Medicine  dare  not  relax  its  guard  even  for 
a moment  against  the  administration’s  pro- 
posed medical  care  plan. 

The  Kerr-Mills  bill  is  presently  being  re- 
vised and  amended,  and  it  appears  that  we 
can  end  up  with  a bill  that  will  be  palatable 
to  the  many  interests  involved  and  one  which 
we  feel  would  serve  its  intended  purpose. 
Our  major  concern  at  the  moment  is  one  of 
costs  and  the  attitude  which  the  Budget 
Committee  will  take  in  appropriating  funds 
for  its  implementation. 

The  College  of  Osteopathic  Physicians  and 
Surgeons  at  Los  Angeles  having  joined  the 
ranks  of  legitimate  medicine  dealt  osteo- 
pathy a serious  blow.  It  is  making  what 


appears  to  be  a last  ditch  fanatical  effort  to 
maintain  its  system  of  healing.  Having  pro- 
fessed to  rid  itself  of  the  stigma  of  cultism, 
it  now  seeks  to  clothe  itself  in  a mantle  of 
respectability  by  embracing  the  precepts  of 
long  established  and  firmly  entrenched  medi- 
cal practice.  It  continues,  however,  to  des- 
perately attempt  to  obtain  privileges  to  prac- 
tice medicine  and  surgery  by  legislation 
rather  than  through  accreditation  and  legiti- 
mate licensure.  This  becomes  more  apparent 
as  the  tempo  of  their  legislative  effort  in- 
creases with  each  succeeding  year,  and  at  the 
present  time  appears  to  have  assumed  the 
form  of  a frantic  convulsive  terminal  epi- 
sode. 

You  have  received  the  program  of  the 
Annual  Meeting  of  the  Nebraska  State  Medi- 
cal Association  — May  12-15  — in  which 
each  of  us  will  find  much  of  interest.  As  an 
association  we  are  only  as  effective  as  our 
individual  interest  and  concern,  and  your 
presence  at  the  meeting  demonstrates  your 
willingness  to  cooperate  and  gives  you  an 
opportunity  to  keep  informed  and  be  an  ac- 
tive, effective  member.  Along  with  the  high- 
ly interesting  scientific  papers  and  an  excit- 
ing annual  banquet,  you  will  hear  from  rep- 
resentatives of  the  American  Medical  Asso- 
ciation. We  will  make  every  effort  to  bring 
you  up  to  date  on  the  activities  of  your  state 
and  national  organizations. 

0.  A.  KOSTAL,  M.D., 
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ARTICLES 


Postpartum  Psychosis* 


The  purpose  of  this  paper  is  to 
clear  up  some  misunderstand- 
ing about  so-called  “postpartum 
psychosis”  and  to  suggest  prevention  and 
treatment. 

“Postpartum”  or  “puerperal”  psychosis 
still  lingers  with  vague  outline  in  the  think- 
ing of  many  physicians  and  often,  yet,  is 
considered  to  be  an  entity  peculiar  to  the 
postpartum  period. 

This  sort  of  concept  is  objectionable 
and  better  laid  permanently  to  rest,  first  of 
all,  because  it  is  inaccui-ate  and  misleading; 
and  secondly,  because  it  may  lead  to  errors 
in  prevention  and  treatment,  mostly  sins  of 
omission.  When  one  depends  on  this  con- 
cept he  is  inclined  to  feel  a psychosis  occur- 
ring during  involution  following  delivery  to 
be  in  part  self-limiting  and  therefore  to 
treat  the  patient  inadequately. 

I would  like  to  help  you  toward  a clearer 
understanding  of  that  mental  illness  which 
becomes  obvious  during  this  period  and  to 
suggest  methods  of  prevention  and  treat- 
ment. 

Definitions 

A neurosis  is  a disorder  of  the  functions 
of  the  psyche  characterized  mainly  by  com- 
binations of  anxiety,  phobias,  compulsions, 
and  depression,  to  name  a few  symptoms, 
and  which  results  in  only  a partial  disorgan- 
ization of  the  personality  with  preservation 
of  fairly  useful  insight. 

A psychosis  is  a severe  mental  disorder 
in  which  all  forms  of  adaptation  are  mark- 
edly disrupted  and  in  which  there  is  ex- 
tensive disorganization  of  the  personality. 
The  various  symptoms  of  neurosis  may  be 
present  with  fragmentation  of  thinking,  de- 
lusions and  hallucinations. 

No  single  psychiatric  condition  is  asso- 
ciated with  the  puerperium.  Except  for  or- 
ganic factors  related  to  pregnancy,  deliv- 
ery or  the  postpartum  period,  there  are  no 
factors,  except  psychic  factors  existing  be- 
fore pregnancy,  which  produce  mental  ill- 
ness during  the  puerperium. 


CHARLES  W.  LANDGRAF,  JR.,  MD 
Hastings,  Nebraska 


The  term  “postpartum  psychosis”  is  no 
more  meaningful  than  “pregnancy-psycho- 
sis,” “lactation  psychosis,”  “f  e v e r,”  or 
“pain.”  It  is  useful  only  to  indicate  occur- 
rence in  a particular  context  of  time. 

Incidence 

Most  authors  give  an  incidence  of  psy- 
chosis in  puerperium  of  0.1  per  cent  or  less. 
Of  this  number,  less  than  one-half  are  pri- 
marily organic  psychoses  — those  associat- 
ed with  puerperal  infection  and  toxemia  of 
pregnancy. 

Mental  illness  in  which  the  physical  and 
psychological  stresses  of  having  a baby  play 
a part  appears  usually  within  the  first  two 
weeks  following  delivery. 

Approximately  10  per  cent  of  patients 
suffering  from  eclampsia  will  develop  a tem- 
porary psychosis,  usually  by  the  second  or 
third  postpartum  day. 

Depression  is  m.ore  frequent  than  schizo- 
phrenia. 

Etiology 

Etiological  factors  are  physical  and  psy- 
chological. 

In  the  organic  psychoses  the  physical  fac- 
tors predominate;  these  may  be  toxic  dam- 
age to  the  brain,  hemorrhage  associated  with 
marked  hypertension,  and  brain  damage  as- 
sociated with  anoxia  in  convulsions.  Inter- 
estingly enough,  the  history  may  show  indi- 
cation of  marginal  emotional  compensation 
before  the  onset  of  the  organic  illness.  Two 
of  the  most  important  factors  in  primary 
mental  illness  in  the  puerperium  are  mar- 
ginal emotional  compensation  before  preg- 
nancy and  the  psychological  sti*esses  of  preg- 
nancy, delivery,  and  puerperium. 

♦Presented  at  Fall  Scientific  Session  of  Nebraska  State 
Obstetric  and  Gynecologic  Society,  Las  Vegas,  Nevada,  Novem- 
ber 30,  1962. 
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Biochemical  factors  such  as  certain  cen- 
tral nei’\’ous  system  enzyme  systems  are 
of  undoubted  importance,  but  their  sigifi- 
cance  remains  obscure  for  the  time  being. 

Pregnancy  in  the  normal  woman  is  a sym- 
biotic condition  par  excellence.  In  the  wom- 
an who  is  beset  with  fear,  marked  feelings 
of  inadequacy,  and  severe  problems  in  her 
relationships  with  others,  pregnancy  may 
be  a pathologic,  parasitic  condition,  charged 
with  severe  threatening  anxiety  and  guilt. 
Birth  interrupts  the  symbiosis  of  pregnancy, 
and  the  mother  may  be  readj’  or  not  for  the 
complex,  emotionally  charged  function  of 
motherhood.  To  be  a good  mother,  to  love 
her  child,  and  to  fulfill  his  needs  is  the 
ideal  of  every  mother.  Because  the  child, 
as  a result  of  his  needs,  becomes  a sort 
of  strict  super-ego  for  the  mother,  she  may 
unconsciously  project  onto  him  too  much  of 
her  hopes  and  frustrations.  She  may  reject 
the  child  because  of  her  frustrations,  as- 
suming that  he,  like  her,  cannot  undo  her 
past  failures,  and  cannot  help  her  feel  ade- 
quate. If  she  is  already  seriously  threat- 
ened by  her  relationships  with,  and  respon- 
sibilities toward  others,  a new  child  may 
be  the  final  blow  to  her  self-esteem,  and  she 
may  retreat  into  a mental  illness  in  an  at- 
tempt to  resolve  her  difficulties.  If  the  psy- 
chosexual  organization  is  laden  with  con- 
flicts toward  motherhood,  superimposed  on 
an  already  marginallj*  compensated  person- 
ality, illness  is  likely,  following  delivery. 

These  conflicts  and  the  reasons  for  an  un- 
stable personality  arise  out  of  the  emo- 
tional atmosphere  surrounding  the  child 
during  development,  especially  during  the 
first  several  years.  The  key  individual  here 
is  probably  the  patient’s  own  mother,  with 
the  father  next,  and  siblings,  other  relatives 
and  friends  following  in  importance. 

Generallj'  a perfectionistic,  rather  intoler- 
ant, fearful,  cyclothymic,  guilt-ridden  moth- 
er or  father,  or  both,  who  is  reasonably 
close  or  clear  to  her  children  will  instill  in 
her  children  similar  problems.  A new  moth- 
er from  such  a background  may  develop  a 
severe,  even  psychotic  depression  (not  the 
normal  let  down)  following  delivery. 

Parents  who  are  distant,  rather  cold,  re- 


jecting, unclear  and,  again,  fear-ridden, 
may  have  a child  who  later,  under  stress, 
such  as  pregnancy  and  delivery  develops  a 
schizophrenic  illness.  A common  factor  in 
both  is  an  unhealthy  sexual  adjustment. 

In  women  who  develop  a psychosis  fol- 
lowing delivery,  the  mental  illness  may  be 
there  before  but  is  latent,  or  the  personality 
can  be  said  only  to  be  compensating  in  vary- 
ing degree. 

Signs  and  Symptoms 

The  signs  and  symptoms  of  the  organic 
psychoses  associated  with  toxemia  will  not 
be  discussed  in  detail.  They  are  confusion, 
disorientation,  delusions,  usually  in  the 
form  of  misidentification  of  individuals,  and 
if  hallucinations  appear,  they  are  most  often 
visual.  There  may  be  panic  resulting  from 
the  hallucinations,  and  marked  emotional 
lability  is  common. 

The  schizophrenic  personality  before  overt 
illness  is  somewhat  withdrawn  and  flat; 
there  is  unusual  sensitivity,  often  in  the  form 
of  ideas  of  reference.  An  apparent  preoc- 
cupation is  common.  The  onset  of  the  overt 
illness  superficially  appears  to  be  abrupt. 

The  overt  schizophrenic  psychosis  in  the 
puerperium  is  manifested  by  the  same  char- 
acteristics as  schizophrenia  occurring  in  any 
situation  — severe  withdrawal,  dissociation 
of  affect  and  thought,  disorganization  of 
thinking,  delusions,  often  paranoid,  and  hal- 
lucinations, often  auditoiy,  which  are  full 
of  destructive  criticism  of  the  patient.  The 
content  of  thinking  is  heavily  sexual,  fre- 
quently. Behavior  may  be  bizarre. 

Psychotic  depression  occurs  most  often  in 
perfectionistic,  cyclothjunic  women  who  are 
markedly  overconcerned  about  their  ade- 
quacy and  who  frequenty  have  complained 
over  a period  of  time  of  a myriad  of  rather 
vague  physical  symptoms.  The  manic  phase 
of  these  affective  psychoses  is  characterized 
by  overactivity,  verbosity,  delusions  of  gi’an- 
deur,  often  irritability  and  provacative  be- 
havior, just  as  in  this  illness  in  other  circum- 
stances. 

In  depression  there  is  marked  decrease  in 
acitvity,  delusional  self-criticism  and  ni- 
hilistic ideation,  often  preoccupation  with 
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suicide  and  preoccupation  with  markedly 
exaggerated  past  mistakes,  again  frequently 
sexually  tinged.  Rapid  alternation  between 
mania  and  depression  occurs  only  occasion- 
ally. 

Prevention 

Prevention  is  difficult  to  evaluate  statis- 
tically partly  because  insufficient  attempts 
have  been  made. 

Prophylaxis  against  these  psychoses  in- 
volves, first,  perspectively  and  sympathetic- 
ally getting  a detailed  history — being  watch- 
ful for  evidence  of  more  than  the  ordinary 
anxiety  about  pregnancy  and  delivery,  evi- 
dence of  potential  adverse  reaction  to  stress 
such  as  withdrawal,  mood  swings,  patho- 
logic sensitivity,  sexual  maladjustment,  mar- 
ital strife,  and  ambivalence  about  having  a 
baby.  Secondly,  simple  supportive  counsel- 
ling and  judicious  use  of  tranquilizers  with 
a special  effort  to  be  understanding  often 
can  work  wonders. 

The  obstetrician  should  spend  as  much 
time  as  possible  with  the  patient  during 
pregnancy  and  delivery;  his  mere  presence 
is  reassuring.  If  one  feels  the  situation  is 
deteriorating,  psychiatric  consultation  is  in- 
dicated. 

Treatment 

The  treatment  of  organic  psychosis  in- 
volves treatment  of  the  organic  cause,  and 
medication  for  control  of  behavior  and  wall 
not  be  discussed  in  detail. 

In  all  of  these  illnesses  initially  the  pa- 
tient and  her  baby  should  be  separated; 
w^hen  to  return  the  baby  to  the  mother  will 
have  to  be  played  by  ear  and  will  depend 
on  her  readiness  to  accept  the  baby. 

Psychiatric  consultation  always  should  be 
sought. 

Organic  psychoses  usually  resolve  them- 
selves as  the  organic  condition  improves. 
Morphine  and  barbiturates  should  be  avoid- 
ed especially  in  the  treatment  of  organic  psy- 
choses because  of  the  possibility  of  cerebral 
edema  and  respiratory  and  cardiac  depres- 
sion. 

In  treatment  of  schizophrenia,  sedation. 


preferrably  in  the  form  of  tranquillizers, 
such  as  chlorpromazine  or  promazine  hy- 
drochloride, in  fairly  large  doses,  the  latter 
up  to  twm  or  three  hundred  milligrams  intra- 
muscularly a day,  is  important.  If  there  is 
not  rather  rapid  response,  or  if  behavior 
becomes  markedly  disturbed,  as  is  more 
likely  in  schizophrenic  illnesses,  transfer  to 
a psychiatric  hospital  should  be  made.  Hos- 
pitalization may  be  required  for  one  to  three 
months. 

Electric  treatments  may  be  very  helpful 
if  this  is  the  first  illness  and  the  symptoms 
are  mostly  of  catatonic  or  paranoid  nature. 
Insulin  coma  still  has  a place  in  the  treat- 
ment of  schizophrenia  at  times.  Simple  sup- 
portive psychotherapy  is  used  until  the  psy- 
chotic phase  is  ended ; then,  depending  upon 
the  intellectual  capacity  and  emotional  as- 
sets of  the  patient,  more  intensive  psycho- 
therapy may  be  undertaken. 

In  depression,  again,  tranquilizers,  and 
mood  elevators,  such  as  imipramine  hydro- 
chloride up  to  twenty-five  milligrams  four 
times  a day  are  helpful.  More  than  this 
amount  per  day,  in  my  opinion,  will  not 
hurry  the  desired  response ; two  to  four 
weeks  may  elapse  before  there  is  marked  im- 
provement in  mood.  I have  found  a combin- 
ation of  dextro-amphetamine  sulfate  and 
amobarbital  in  a long  acting  capsule  form, 
given  one  on  arising,  to  be  helpful  in  im- 
proving mood,  at  least  until  the  imipramine 
becomes  effective;  one  must  be  extremely 
careful  that  the  amphetamine  does  not  ex- 
cite an  already  disturbed  patient,  particu- 
larly during  the  manic  phase  w^hen  it  should 
not  be  used.  Drugs  such  as  chlorpromazine 
are  to  be  avoided  in  the  treatment  of  depres- 
sions because  they,  w^hile  useful  for  anxiety, 
may  deepen  a depression. 

Insulin  treatment,  except  in  small  doses 
before  meals  to  increase  appetite,  is  of  no 
value  in  the  treatment  of  the  depressions. 
Electric  treatment  usually,  if  the  patient  is 
markedly  ill,  wall  produce  remission  and  is 
not  indicated  in  milder  illnesses.  Again,  as 
with  drugs,  it  is  symptomatic  treatment, 
only.  I believe  the  incidence  of  relapse  is 
much  less  in  depression,  when  electric  treat- 
ment is  used,  if  four  to  five  treatments 
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are  given  after  good  improvement  appears. 
This  means  a series  of  ten  to  twelve  such 
treatments,  as  a rule. 

During  the  acute  phase,  only  the  simplest 
supportive  psychotherapy  is  indicated,  be- 
cause to  attempt  more  is  ineffective  until  the 
patient  is  improved  sufficiently  to  take  more 
constructive  part  in  her  treatment.  Given 
a woman  with  good  motivation  and  intelli- 
gence, intensive  psychotherapy  may  well  re- 
sult in  permanent  and  marked  improvement 
in  mental  health. 

Whenever  possible  during  the  time  the 
patient  is  receiving  intensive  psychiatric 
care,  the  obstetrician  should  remain  part  of 
the  team  and  retain  his  contact  with  his  pa- 
tient. Frequent  conversation  between  the 
psychiatrist  and  obstetrician  can  obviate 
most  confusion.  Hospitalization  usually  is 
required  for  around  two  weeks. 

Definitive  psychotherapy  should  be  under- 
taken when  the  patient  has  “compensated” 
sufficiently,  and  should  be  on  an  outpatient 
basis  as  soon  as  possible. 

Prognosis 

Generally,  the  outcome  in  the  organic  psy- 
choses depends  on  the  extent  of  brain  dam- 
age ; it  is  good,  usually.  However,  one  must 
not  forget  that  in  these  individuals  previous 
personality  adjustment  may  be  an  important 
factor. 

Prognosis,  especially  in  schizophrenic 
illnesses,  depends  partly  on  early,  vigorous, 
prolonged  treatment  and  the  basic  person- 
ality. Usually,  there  are  varying  degrees  of 
“scarring”  manifested  by  dulling  of  affec- 
tivity,  loss  of  elasticity  and  spontaneity,  and 
increased  sensitivity.  The  prospects  for 
complete  recovery  and  healthy  integration 
are  only  fair,  at  best,  but  are  good  for  re- 
covery from  the  acute  phase  and  for  at 
least  a fairly  adequate  compensation.  These 
individuals  may  need  some  form  of  psychi- 
atric support  indefinitely. 

The  outcome  in  the  affective  psychoses 
usually  is  good.  More  often  than  not,  with 
proper  follow-through  after  recovery  from 
the  acute  illness,  relapse  can  be  avoided. 


Part  of  the  reason  is  that  the  pre-illness  per- 
sonality in  the  affective  disorders  is  better 
put  together,  and  there  is  not  usually  the 
marked  devastation  during  the  severe  part 
of  the  illness.  One  major  difficulty  in  schiz- 
ophrenia is  communication;  communication 
is  a major  tool  in  psychiatric  treatment. 

The  key  is  early  vigorous  treatment  with 
proper  follow-through;  there  is  sufficient 
integrative  tendency,  sufficient  need  to  be 
healthy  in  most  everyone,  that  any  effort  is 
worthwhile. 

Summary 

Psychoses  occurring  during  the  puer- 
perium  have  been  discussed.  It  has  been 
pointed  out  that  no  mental  illness  is  peculiar 
to  this  period,  except  those  secondary  to  or- 
ganic illness  such  as  toxemia.  Even  these 
are  typical  of  any  organic  psychosis. 

Greater  attention  to  prevention  is  urged, 
and  the  indications  of  later  mental  decom- 
pensation are  discussed.  Early  psychiatric 
consultation  is  advised. 

Prompt,  vigorous  treatment  together  with 
thorough  follow-through  is  recommended. 

It  is  suggested  that  the  obstetrician  be 
part  of  the  treatment-team  and  that  he 
should  maintain  his  close  relationship  with 
his  patient. 

Treatment  usually  produces  only  fair  re- 
sults in  the  schizophrenic  illnesses  but  ex- 
cellent results  in  the  organic  and  affective 
psychoses. 

Discussion  of  Dr.  Landgraf’s  paper  was  opened 
by  R.  D.  Owen,  MD,  Berkley,  California. 

Bibliography 

1.  Alexander,  F.  (ed.):  Dynamic  Psychiatry. 

University  of  Chicago  Press,  1952. 

2.  Arieti,  S.  (ed.):  American  Handbook  of 

Psychiatry,  Vol.  I,  Basic  Books,  1959. 

3.  Deutsch,  H.:  Psychology  of  Women,  Vol.  II, 

New  York,  Grune  and  Stratton,  1945. 

4.  Greenhill,  J.  P.:  Obstetrics,  12th  ed.,  Saun- 

ders, Philadelphia,  1960. 

5.  Harrison,  T.  R.:  Principles  of  Internal  Medi- 

cine, Vol.  I,  New  York,  McGraw-Hill,  1958. 

6.  Massennan,  J.:  The  Practice  of  Dynamic  Psy- 
chiatry, Saunders,  Philadelphia,  1955. 

7.  Stander,  H.  J.:  Textbook  of  Obstetrics,  Apple- 
ton-Century,  New  York,  1945. 


212 


Nebraska  S.  M.  J. 


Adequate  Cytology  Examination* 


At  the  1961-meeting  of  the  Ne- 
braska Association  of  Obstet- 
rics and  Gynecology  I dis- 
cussed with  you  various  techniques  of  biopsy 
where  one  has  had  suspicious  cytology 
smears  from  the  uterine  cervix.  Almost  all 
of  the  medical  literature  supports  the  be- 
lief that  cytology  is  a very  useful  tool  in 
the  early  detection  of  this  cancer  and 
should  be  used  routinely. ^ That  this  is 
an  effective  and  useful  program  is  shown 
by  our  most  recent  analysis  of  cases.  In 
a total  of  23,764  cases  seen  in  our  private 
laboratory  and  at  the  University  of  Ne- 
braska College  of  Medicine  there  were  240 
cases  considered  suspicious  for  carcinoma. 
This  is  an  incidence  of  approximately  10  per 
1000  cases.  The  detailed  analysis  of  these 
cases  is  the  subject  of  another  paper  and  will 
not  be  presented  at  this  time. 

There  are  two  basic  responsibilities  of  an 
effective  cytology  program: 

1.  The  detection  of  occult  or  unsuspected 
carcinoma  of  the  cervix. 

2.  The  responsibility  for  the  accuracy 
of  a negative  examination  so  that  the  pa- 
tient can  feel  assured  that  she  does  not  have 
a malignant  neoplasm  of  the  cervix.  To  ful- 
fill these  two  requirements  we  must  first  ob- 
tain good  cytology  preparations  and  second, 
interpret  them  properly. 

It  is  the  purpose  of  this  paper  to:  1.  Enu- 
merate some  of  the  reasons  for  poor  cytology 
smears.  2.  Report  an  analysis  of  100  posi- 
tive cases  relative  to  the  adequacy  of  single- 
slide specimens  in  the  detection  of  malig- 
nancy. 

The  following  is  a list  of  the  more  im- 
portant reasons  for  poor  quality  of  cytologic 
preparations : 

1.  Poor  fixation. 

2.  Excessive  drying. 

3.  Thick  preparations. 

4.  Inadequate  numbers  of  epithelial  cells. 

5.  Poor  sampling.  (No  endocervical 
cells  seen). 
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6.  Epithelial  cells  obscured  by  inflam- 
matory material. 

7.  Epithelial  cells  obscured  by  blood. 

8.  Degenerative  changes  in  epithelial 
cells  obscuring  nuclear  detail. 

The  first  four  of  these  are  illustrations  of 
inadequate  or  unsatisfactory  preparations 
based  on  technique.  The  last  four  represent 
features  more  likely  related  to  inherent  dis- 
ease or  abnormalities  of  the  uterine  cervix. 

The  first  technical  error  is  poor  fixation. 
The  most  common  fixative  used  is  a com- 
bination of  equal  parts  of  ethel  alcohol  and 
ether.  Other  fixatives  which  are  satisfac- 
tory but  perhaps  somewhat  inferior  are 
acetone  and  isopropyl  alcohol.  If  the  fixa- 
tive is  insufficient  in  amount  and  the  time 
of  fixation  is  inadequate,  or  if  the  fixative 
has  been  contaminated  by  other  substances 
or  material,  improper  fixation  of  cells  will 
result.  This  will  cause  distortion  and  make 
interpretation  difficult  or  erroneous.  The 
fixative,  therefore,  must  be  of  the  right 
type,  used  in  adequate  amount,  and  of  suf- 
ficient duration. 

Marked  distortion  of  epithelial  cells  be- 
gins to  occur  very  rapidly  after  the  cells 
are  placed  on  a slide.  Much  of  this  is  due 
to  drying.  To  prevent  this  second  technical 
reason  for  poor  preparations  the  specimen 
must  be  placed  immediately  in  the  fixative 
so  that  drying  does  not  occur. 

The  amount  of  material  which  one  may 
obtain  upon  an  appliactor  stick  or  in  an  as- 
pirating tube  is  quite  variable.  If  a large 
amount  of  material  is  obtained,  the  prepara- 
tions will  be  too  thick  and  cellular  detail 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting.  Las  Vegas,  Nevada,  November  30- 
December  1,  1962. 
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thus  obscured  if  they  are  not  carefully 
smeared.  It  is  important  to  remember  that 
the  smear  must  be  smoothly  and  unifoi*mly 
spread  over  the  slide.  If  large  amounts  of 
foreign  material  such  as  lubricating  jelly 
are  present,  the  smears  are  unsatisfactory. 

In  some  instances  when  the  cervix  is 
quite  clean,  and  I would  suspect  many  times 
the  patient  has  recently  had  a douche,  there 
may  be  very  small  numbers  of  cells  present. 
If  there  are  not  many  epithelial  cells  present 
the  preparations  are  not  considered  satisfac- 
tory. 

You  are  aware  of  the  marked  variation  in 
the  size,  shape,  and  contour  of  the  uterine 
cervix  as  well  as  the  vaginal  canal.  These 
variations  sometimes  dictate  the  type  of 
preparation  which  one  can  obtain.  The 
specimen  should  be  obtained  in  such  a man- 
ner that  the  cells  which  are  seen  with  the 
microscope  are  representative  of  those 
which  have  been  scraped  or  exfoliated  from 
the  surface  epithelium  in  the  area  of  the 
external  os  of  the  cervix.  It  is  in  the  junc- 
tional area  between  the  squamous  epithelium 
of  the  exocervix  and  the  endoceiwical  col- 
umnar epithelium  that  almost  all  of  the 
squamous  cell  carcinomas  arise.®  If  the  ma- 
terial which  is  placed  upon  the  slide  is  not 
from  this  area  it  is  possible  to  examine  cyto- 
logic preparations  in  which  an  unsuspected 
malignant  neoplasm  exists,  but  in  which 
none  of  the  abnormal  cells  would  be  present 
on  the  preparations.  It  does  not  matter 
what  type  of  applicator  or  other  instrument 
is  used  in  obtaining  the  specimen  as  long  as 
it  is  representative  of  the  entire  circumfer- 
ence of  this  area  of  the  uterine  cervix.  The 
fundamental  rule  to  remember  is  that  the 
material  must  represent  the  entire  circum- 
ference of  the  cervix  in  the  area  of  the 
squamo-columnar  juncture.  Sometimes  one 
can  tell  that  the  cells  are  from  this  area  by 
finding,  scattered  among  the  squamous  epi- 
thelial cells,  a few  endocervical  simple  col- 
umnar cells.  Many  smears,  however,  do  not 
contain  these  cells.  In  some  instances  it 
may  be  necessary  to  use  a glass  aspirator 
rather  than  an  applicator  stick  of  some  type 
to  insure  an  adequate  specimen  including 
some  of  the  material  from  the  endocervix. 

The  uterine  cervix  is  a common  site  for 


acute  and  chronic  inflammation.  The  exu- 
date in  such  a case  may  be  only  purulent  ma- 
terial. This  inflammatory  exudate  may  be 
so  marked  as  to  completely  obscure  the  epi- 
thelial cells.  If  one  obtains  smears  in  which 
the  material  appears  to  be  largely  pus,  it 
is  a good  idea,  using  another  spatula,  to 
obtain  a third  specimen  which  is  then  more 
likely  to  contain  epithelial  cells  scraped  from 
the  surface. 

In  some  cases  the  cervix  may  be  eroded 
and  bleed  easily.  Excessive  amounts  of 
blood  in  the  smear  may  obscure  the  epi- 
thelial cells  resulting  in  poor  staining. 
Where  the  surface  of  the  cervix  at  the  ex- 
ternal os  appears  eroded,  one  should  be 
careful  to  obtain  the  smears  with  very  little 
trauma  so  that  excessive  amounts  of  blood 
will  not  be  present.  In  certain  instances, 
some  degree  of  bleeding  cannot  be  complete- 
ly avoided. 

Degenerative  changes  in  the  epithelial 
cells  may  be  due  in  part  to  atrophic  changes 
and  in  part  to  inflammation.  In  these  in- 
stances the  nuclear  detail  may  become  ob- 
scured and  the  nuclei  appear  smudged  so 
that  the  true  character  of  the  cells  cannot 
be  determined. 

While  it  is  generally  suggested  that  two 
smears  be  obtained  in  each  case,  some  physi- 
cians believe  one  sample  will  be  sufficient. 
In  order  to  test  this  hypothesis  we  have  re- 
viewed 100  positive  cases  from  our  files. 
Fifty  of  these  cases  were  taken  from  the 
clinics  and  hospital  of  the  University  of  Ne- 
braska College  of  Medicine  and  50  cases 
from  our  private  laboratory.  Each  slide 
was  separately  tabulated  as  to  whether  or 
not  it  was  positive  for  malignant  cells  or 
was  negative. 

The  following  table  is  the  result  of  this 
evaluation : 

One 

Postive 

Both  One 

Positive  Negative 

UNH  46  4 

Private  48  2 

Total  94  6 

From  this  tabulation  it  would  appear  that 
a 6 per  cent  error  could  occur  using  only 
one  slide  preparation  as  the  screening  test 
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for  uterine  malignancy.  I believe  that  this 
potential  error  is  too  great  a risk.  Al- 
though in  many  instances  from  the  private 
cases  we  do  not  know  what  type  of  prepara- 
tion was  made,  in  the  cases  from  the  Uni- 
versity Hospital,  both  smears  were  made  by 
scraping  the  surface  of  the  cervix  at  the 
area  of  the  external  os. 

The  following  further  illustrates  potential 
possibility  of  missing  a case  of  unsuspected 
carcinoma  by  poor  sampling.  The  first 
specimens  showed  only  a few  atypical  cells. 
It  is  quite  possible  that  in  screening  these 
smears  the  abnormal  cells  could  have  been 
missed  or  misinterpreted  as  representing 
only  variations  from  normal.  However,  a 
repeat  examination  was  requested  and  these 
preparations  showed  many  very  abnormal 
cells  highly  suspicious  of  malignancy.  With- 
in a few  days  the  smear  changed  from  al- 
most completely  negative  to  one  which  was 
strongly  positive. 

Summary 

1.  An  effective  cytology  program  must 
be  capable  of  detecting  unsuspected  carcino- 


ma and  in  addition,  when  the  report  is  nega- 
tive, should  give  the  patient  reassurance. 

2.  Both  technical  and  pathological  causes 
for  unsatisfactory  cytology  preparations  are 
considered. 

3.  A review  of  100  positive  cases  indicates 
a potential  error  of  6 per  cent  if  only  the 
one  smear  technique  is  used.  We  believe  this 
potential  error  is  too  large  a risk. 

4.  In  order  to  insure  a high  degree  of 
accuracy  in  a cytology  screening  program 
for  carcinoma  of  the  uterine  cervix,  it  is 
important  that  the  specimens  be  representa- 
tive and  well  made. 

Discussion  of  Dr.  McWhorter’s  paper  was  by 
Frank  H.  Tanner,  MD  of  Lincoln,  Nebraska,  and 
Marvin  Wright,  MD,  of  Rhinelander,  Wisconsin. 
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AIR-BORNE  STAPHYLOCOCCUS  AUREUS 
As  an  increase  in  air-borne  staphylococcus  aureus  was  noted 
over  a 3-week  period  in  the  nurseries  of  a 300-bed  general  hospital, 
during  the  summer  of  1961,  attention  was  directed  towards  the  air 
control  equipment.  Cultures  taken  from  remote  areas  under  and 
within  this  equipment  revealed  S.  aureus  in  5 of  the  8 air  circulators 
in  the  4 nurseries.  When  cultures  were  done  on  68  (25%)  of  the 
air  circulators  throughout  the  entire  hospital,  S.  aureus  was  found 
present  in  16  (23.5%).  Phage  type  80/81  S.  aureus  was  found 
present  in  a unit  in  a patient  room  on  the  6th  floor.  Other  phage 
types  were  found  in  units  at  various  locations  in  the  hospital.  Seven- 
ty-nine per  cent  of  the  S.  aureus  cultures  were  resistant  to  penicillin 
G.  (J.  G.  Shaffer  and  J.  J.  McDade,  Arch  Environ  Health  5:547, 
Dec.,  1962). 
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The  Use  of  Fluothane  In  Obstetrics* 


IN  1955,  the  research  labora- 
tories of  Imperial  Chemical  In- 
dustries of  England  synthe- 
tized  a fluorinated  ethane  derivative  which 
proved  to  be  the  first  satisfactory  nonexplo- 
sive and  noninflammable  inhalation-anes- 
thetic. This  product,  halothane,  was  mar- 
keted in  the  United  States  by  Ayerst  Labor- 
atories in  1958,  under  the  name  of  Fluo- 
thane. Since  that  time  the  usefulness  of 
halothane  as  an  inhalation-anesthetic  has 
been  described  in  many  clinical  reports,  cov- 
ering more  than  650  papers.  Dr.  Michael 
Johnstone  of  the  Royal  Infirmary,  Man- 
chester, England,  in  a five  year  review  of 
world  experience  with  the  drug,  came  to  the 
conclusion  that  halothane  “approaches  more 
closely  to  the  perfect  anesthetic  agent  than 
any  of  its  predecessors.”^ 

There  have  been  innumerable  attempts  at 
obtaining  a completely  satisfactory  anes- 
thesic  for  obstetrics  since  the  advent 
of  anesthesia  in  1842.  Each  of  you  has 
your  own  routine  for  analgesia  and  anes- 
thesia for  delivery.  The  purpose  of  this 
paper  is  not  a plea  for  you  to  change  your 
whole  routine  but  rather  a plea  for  you 
to  keep  in  mind  the  properties  of  an  anes- 
thetic called  Fluothane.  No  doubt,  some  of 
you  have  had  much  more  experience  with 
this  halogenated  compound  than  I,  but  by 
the  same  token,  there  are  probably  those 
who  have  never  used  this  rather  unique 
liquid. 

Fluothane  is  a clear,  colorless  liquid  with 
a specific  odor.  It  is  not  explosive  or  flam- 
mable. The  odor  is  pleasantly  sweet,  and 
the  vapor  can  be  inhaled  without  irritation. 
Applied  to  the  skin,  Fluothane  is  nonirritat- 
ing unlike  either  ether  or  chloroform.  Its 
vapor  is  nonirritating  to  the  buccal,  laryn- 
geal or  tracheal  mucosa.  It  is  a stable  com- 
pound even  in  the  presence  of  soda  lime  but, 
in  time,  breaks  down  into  various  halide 
acids  if  exposed  to  light,  moisture  or  air. 
Parmacologic  studies  of  the  dog  by  Raven- 
tos  showed  Fluothane  to  be  about  five 
times  as  potent  as  di-ethyl  ether.^ 


THEODORE  KOEFOOT,  JR.,  MD 
Broken  Bow,  Nebraska 


The  effects  of  Fluothane  upon  the  cardio- 
vascular system  were  negligible  when  used 
in  a concentration  of  less  than  two  per 
cent.  A higher  concentration  would  cause  a 
fall  in  blood  pressure,  which  was  invariably 
corrected  by  lightening  the  anesthesia.  A 
decrease  in  the  pulse  rate  was  also  noted, 
and  this  was  directly  related  to  the  depth 
of  the  anesthesia.  The  electrocardiogram 
was  essentially  normal,  except  at  high  con- 
centrations (four  per  cent  or  more),  which 
would  produce  a decrease  in  voltage  of  the 
QRST  complex.  There  were  no  significant 
histologic  changes  found  in  the  liver  or  kid- 
neys of  animals  after  prolonged  administra- 
tion of  Fluothane.  Heart  irregularities 
were  noted  in  the  presence  of  epinephrine 
and  norepinephrine,  when  ventricular 
tachycardia  and  ventricular  fibrillation  were 
produced.  These  toxic  reactions  are  well 
outside  the  range  of  concentration  used  in 
the  human  in  inducing  and  maintaining  ade- 
quate anesthesia.  However,  I would  not 
recommend  giving  epinephrine  and  norepine- 
phrine to  patients  receiving  Fluothane. 

There  have  been  many  articles  published 
concerning  the  effect  of  Fluothane  on  the 
uterine  musculature.  There  is  a general 
agreement,  and  my  usage  of  it  has  borne 
this  out,  that  in  high  concentrations  Fluo- 
thane will  inhibit  uterine  muscular  contrac- 
tion partially  or  completely.  However,  in 
low  concentrations  such  as  0.5  to  1 per  cent 
there  is  no  significant  reduction  in  uterine 
contractibility.  By  the  same  token,  there 
is  no  increased  tendency  to  hemorrhage  fol- 
lowing the  use  of  Fluothane.  Many  authors 
have  reported  that  Fluothane  will  cause  ex- 
cessive uterine  bleeding.  I don’t  believe 
this  is  true  in  low  concentrations.  In  high 
concentrations,  probably  yes.  We  use  Fluo- 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyn^ 
colo^c  Society  meeting.  Las  Vegas,  Nevada,  November  30- 
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thane  in  our  Caesarean  sections,  and  in  one 
case  out  of  ten,  there  was  a marked  uterine 
relaxation  and,  following  this,  a secondary 
uterine  hemorrhage.  Both  completely 
cleared  on  lightening  the  concentration  of 
Fluothane. 

I might  mention  here,  since  I’ve  been 
asked,  that  our  routine  analgesia  for  Cae- 
sarean sections  consists  of  giving  the  patient, 
preoperatively,  1/150  grain  (0.5  mg)  of  atro- 
pine. She  is  prepared  and  draped  on  the 
operating  table  and  just  prior  to  making  the 
incision,  receives  about  0.25  gm  of  sodium 
Pentothal  intravenously  and  a mixture  of 
nitrous  oxide  and  oxygen,  and  Fluothane  is 
started.  Sodium  Penthotal  does  not  reach 
the  fetal  circulation  for  about  seven  minutes, 
which  allows  a margin  of  safety  for  the 
baby.  This  has  worked  very  nicely  for  us. 

In  the  practice  of  obstetrics,  the  two  main 
causes  of  mortality  — hemorrhage  and  sep- 
sis — have  decreased  in  recent  years,  so 
that  today,  anesthesia  has  become  a major 
cause  of  maternal  mortality.  In  the  United 
States,  ten  per  cent  of  all  maternal  deaths 
are  attributable  to  anesthesia.  The  great 
majority  of  these  are  preventable.  Aspira- 
tion of  vomitus  remains  the  greatest  cause 
of  maternal  anesthetic  deaths. 

The  causes  of  the  high  incidence  of  vom- 
iting during  delivery  may  be  grouped  under 
three  main  headings,  namely:  physiological, 
psychological,  and  mechanical.  The  mechan- 
ical causes  we  can  dispose  of  by  taking  one 
look  at  the  size  of  the  abdomen.  The  physio- 
logical changes  are  somewhat  more  complex. 
Here  we  must  consider  oxygen-deprivation 
and  carbon  dioxide  accumulation,  premedica- 
tion or  lack  thereof,  central  nervous  system 
irritability,  alterations  of  the  sympathetic  or 
parasympathetic  systems,  and  endocrine 
changes.  Under  the  psychological  causes  we 
must  list  fear  of  the  delivery  or  even  of  the 
anesthetic  mask,  and  abnormal  behavior  of 
mothers  who  do  not  want  the  baby. 

Let  us  consider  for  a moment  some  of  the 
properties  of  Fluothane  which  would  reduce 
the  incidence  of  vomiting  in  obstetrical  anes- 
thesia and  thus,  in  turn,  reduce  the  maternal 
mortality  from  aspiration  of  vomitus.  Its 
action  is  rapid.  Fluothane  acts  faster  than 


the  anesthetic  agents  commonly  used  in  ob- 
stetrics. Pharyngolaryngeal  reflexes  are  rap- 
idly eliminated,  because  it  controls  or  sup- 
presses the  principal  sensory  and  vomiting 
reflexes  in  contrast  to  other  anesthetic 
agents,  such  as  ether.  Induction  is  smooth 
due  to  its  rapid  action.  As  Fluothane  does 
not  appear  to  be  a vagal  stimulant,  coughing 
and  other  reflexes  which  may  induce  vomit- 
ing are  not  stimulated.  In  over  - excited 
women  induction  and  awakening  are  pleas- 
ant when  Fluothane  is  used.  Its  rapid  elim- 
ination brings  quick  recoveiy  even  after 
prolonged  operations,  producing  less  nausea 
and  retching.  It  has  no  stimulating  action 
on  the  secretory  glands  of  the  respiratory 
and  digestive  tracts  hence  no  undue  salivary, 
mucous,  or  gastric  secretions  were  noted. 
This  is  irrespective  of  anesthetic  concentra- 
tion.^ Naturally,  the  mechanical  cause  of  an 
enlarged  abdomen  must  await  delivery. 

The  anesthetic  technique  is  not  difficult 
once  it  becomes  familiar.  It  is  given  in  a 
nonrebreathing  semiclosed  Heidbrink  appar- 
atus with  a Fluotec  or  FNS  attachment. 
During  delivery  the  patient  is  asked  to 
breathe  a mixture  of  two  liters  of  NO2  two 
liters  of  0^  and  1 per  cent  Fluothane  with 
each  onset  of  pain.  The  mask  is  removed 
when  the  pain  stops  and  reapplied  when  the 
pain  starts  again.  This  is  continued  until 
the  head  is  crowning,  when  the  Fluothane  is 
increased  up  to  2.5  per  cent  for  only  two 
minutes  until  the  patient  is  in  a quiet  state 
of  anesthesia  — I would  say  the  first  plane. 
Then  the  concentration  is  reduced  to  1.5  to 
1 per  cent  and,  during  the  repair,  a main- 
tenance level  of  about  0.5  per  cent  is  found 
to  be  adequate. 

Now,  as  you  can  see  this  can  be  very  easily 
regulated  during  delivery,  and  even  though 
I am  not  advocating  its  usage  by  so-called 
poorly  trained  personnel,  it  still  can  be  used 
with  a high  degree  of  safety  during  de- 
livery. 

If  you  find  that  this  percentage  concen- 
tration is  not  quite  enough  to  hold  the  pa- 
tient, or  if  she  is  not  deeply  enough  anesthe- 
tized to  suit  your  own  personal  desires,  you 
can  increase  the  concentration  for  a few 
seconds  and  still  not  get  into  any  trouble 
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with  it.  We  have  used  Fluothane  in  seven- 
ty-eight deliveries  at  the  time  this  paper  was 
prepared.  In  twenty-five  of  these,  low  for- 
ceps were  applied.  Ten  of  these  were  in 
Caesarean  sections.  The  incidence  of  Ca- 
sarean  sections  might  seem  a little  high  for 
these  figures,  but  that  is  because  we  do 
sections  in  our  hospital  for  all  of  the  men  on 
the  staff. 

I have  been  very  well  satisfied  with  Fluo- 
thane. We  have  had  no  vomiting  following 
delivery  in  any  of  our  cases  and  no  uterine 
hemorrhage  directly  attributable  to  the  anes- 
thetic except  for  the  above  mentioned  sec- 
tion. The  baby  responds  almost  immediate- 
ly with  a husky  cry.  The  patient  is  awake 
and  very  well  oriented  when  she  is  placed 
in  bed.  All  of  our  mothers  have  been  very 
pleased  with  their  anesthetic,  upon  question- 
ing them  after  delivery. 

I have  thus,  in  this  short  resume,  tried 
to  stimulate  your  interest  in  my  obstetrical 
anesthetic  agent.  We  have  found  the  disad- 
vantages to  be  very  few.  It  is  incompatible 
with  epinephrine  and  norepinephrine.  It 
is  not  for  unskilled  personnel  or  anesthetists. 


A special  vaporizor  is  needed.  In  high  con- 
centration it  has  depressant  action  on  the 
respiratory  and  circulatory  systems  and 
causes  relaxation  of  uterine  musculature. 

On  the  other  hand  the  advantages  are 
many.  The  vapor  can  be  inhaled  without 
irritation.  It  is  nonexplosive  and  noninflam- 
mable. Because  of  its  rapid  action,  the  in- 
duction is  relatively  smooth.  It  suppresses 
the  vomiting  center,  and  inhibits  the  sali- 
vary and  bronchial  secretions  which  action, 
in  turn,  should  lower  the  maternal  death 
rate  attributable  to  the  aspiration  of  vom- 
itus. 

The  technique  for  administration  has  been 
explained.  It  is  my  hope  that  this  paper 
may  have  stimulated  enough  interest  that  a 
few  of  you  will  give  this  anesthetic  a proper 
trial  in  your  own  obstetrical  routine. 
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UNIFORMITY  IN  STATE  DRUG  LAWS 
If  the  city  of  New  York  were  to  attempt  to  regulate  drugs  in 
county-wide  channels  of  commerce,  and  other  cities  and  states  were 
to  follow  this  example,  a chaos  of  conflicting  local  and  state  require- 
ments would  be  imposed  on  drug  manufacturers  throughout  the 
country.  This  would  be  reflected  in  the  cost  of  the  drugs  to  the 
users.  It  would  burden  the  industry  in  such  a way  as  to  make 
trade  practically  impossible.  For  many  years  we  have  supported 
efforts  to  achieve  uniformity  of  food  and  diaig  legislation  so  as  to 
give  the  consumer  the  greatest  benefit  of  all  advances  and  impose 
the  least  burden  on  industry.  (Leona  Baumgartner,  MD,  New  York 
City  Health  Commissioner,  to  House  Interstate  and  Foreign  Com- 
merce Committee,  May  17,  1962). 


218 


Nebraska  S.  M.  J. 


I 

Vesical  Foreign  Bodies  \ have  known* 


By  definition,  a foreign  body  is 
a mass  of  material  which  is  not 
normal  to  the  place  where  it  is 
found.  Foreign  bodies  have  been  described 
in  almost  every  body  orifice ; however,  in 
this  discussion  I shall  confine  my  remarks, 
for  the  most  part,  to  foreign  bodies  as  they 
involve  the  bladder. 

Foreign  bodies  may  enter  the  bladder  by 
the  following  routes; 

1.  Through  the  urethra.  Whereinto  they 
are  introduced  for  erotic  purposes  or 
by  an  insane  person. 

2.  Through  a wound.  Either  by  external 
trauma  or  surgical  trauma. 

3.  Through  the  bladder  wall.  By  ulcer- 
ation through  the  wall  from  peritoneal 
viscus  or  prevesical  space. 

Once  in  the  bladder  cavity,  inevitably 
foreign  bodies  become  encrusted  with  cal- 
cium salts  and  induce  secondary  infection. 
The  symptoms  usually  produced  are  in- 
creased urinary  frequency,  burning,  pain  in 
bladder  or  urethra,  pyuria,  and  hematuria. 
The  diagnosis  is  based  on  the  history,  sup- 
plemented by  X-ray  and  cystoscopic  examin- 
ations. A word  of  caution  might  be  given 
as  regards  the  history  in  establishing  a di- 
agnosis of  foreign  body.  These  patients 
characteristically  are  reluctant  to  tell  the 
truth  about  how  the  foreign  body  reached 
the  bladder.  In  many  instances  they  express 
amazement  when  confronted  with  the  fact 
that  there  is  a foreign  body  in  the  bladder. 

Treatment  is  determined  by  the  nature, 
size,  and  position  of  the  foreign  body.  Most 
may  be  removed  by  endoscopic  technic  using 
an  instrument  such  as  a Lowsley  Alligator 
forceps.  However,  in  some  instances  open 
surgical,  suprapubic  cystostomy  must  be 
utilized.  It  is  most  desirable  to  remove  the 
offending  body  by  endoscopic  means  if  at 
all  possible,  as  the  presence  of  a lower  ab- 
dominal incision  is  a constant  reminder  to 
the  patient  of  his  transgression  of  propriety. 

Before  presenting  to  you  a most  unusual 
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type  of  foreign-body  problem,  I should  like 
to  review  a few  examples  of  the  more  com- 
monly seen  types  of  foreign  bodies  in  our 
practice : 

1.  Hair  pin.  (45-year-old  man) 

2.  Paraffin  bougie.  (17-year-old  man — 
this  mass  was  rolled  from  a paraffin 
seal  from  a jelly  jar) 

3.  Birthday  cake  candles.  (19-year-old 
man — a total  of  five  separate  candles) 

4.  Plastic  “Tip  Top”  products  “hair 
roller  pin.”  (38-year-old  housewife) 

5.  Electricians  wire,  five  inch  segment. 

(26-year-old  man)  * 

6.  LeForte  Filiform.  (50-year-old  man 
— accidentally  lost  from  tip  of  Le- 
Forte Sound  which  was  introduced  for 
the  purpose  of  dilating  a stricture) 

7.  Silk  suture  material  used  in  a closure 
of  bladder  wall  during  a Marshall- 
Marchetti  procedure.  (48 -year -old 
woman) 

8.  Plastic  wheel  from  child’s  toy  loco- 
motive. (5-year-old  girl  — vaginal 
foreign  body) 

9.  Rubber  tubing,  two  inch  segment,  lb- 
year-old  girl  — vaginal  foreign  body) 

All  of  the  above  mentioned  foreign  bodies 
were  removed  with  the  Lowsley  Alligator 
forceps  thereby  obviating  the  necessity  of 
open  incision. 

Now  I should  like  to  present  a clinical 
summary  in  the  case  of  a patient  with  a most 
unusual  vesical  foreign  body,  as  follows: 

The  patient,  Mrs.  E.  B.,  white,  mar- 
ried, aged  27,  was  admitted  to  the  Of- 
futt  Air  Force  Base  Hospital  February 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting.  Las  Vegas,  Nevada,  November  30- 
December  1,  1962. 
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7,  1951,  with  the  complaints  of  blood  in 
the  urine,  and  increased  urinary  fre- 
quency. 

H.P.I.:  For  the  past  four  months 

the  patient  had  intermittent  attacks  of 
frequency  voiding  every  two  hours,  noc- 
turia 2-3,  burning,  and  urgency.  She 
received  two  courses  of  Terramycin 
which  helped  to  clear  the  symptoms, 
but  when  the  drug  was  stopped,  the 
symptoms  returned  promptly.  Two 
days  before  admission  she  had  onset  of 
such  an  attack,  and  this  time  gross 
hematuria  appeared.  She  had  no  flank 
pain.  Her  general  health  was  report- 
ed as  being  good  and  she  had  had  two 
children. 

Exam : Well  developed  and  nourished 
white  female  appearing  quite  healthy. 

Ext.  Gen.  & Pelvic;  No  abnormality 
was  evident  on  examination  by  the 
house  physician. 

Abdomen : Negative. 

Urine:  Macro:  grossly  hazy;  micro: 

many  leukocytes  and  erythrocytes ; 
chem:  acid,  sugar — negative,  albumin — 
trace.  Culture  of  urine  showed  Sta- 
phylococcus aureus. 

Laboratory : Blood  count  not  remark- 
able. 

X ray:  KUB  film  disclosed  a calci- 
fied area  about  1.5  cm  in  diameter  deep 
in  the  pelvis  on  the  left  side.  This  was 
thought  to  be  either  ureteral  calculus 
or  a calcified  lymph  node. 

2-13-51.  Cystoscopic  Examination: 
Local  anesthesia.  Cystoscope  No.  24 
was  passed  with  ease.  The  bladder  wall 
showed  loss  of  luster,  congestion  of 
blood  vessels,  and  generalized  inflamma- 
tory reaction.  The  right  ureteral  ori- 
fice appeared  normal.  On  the  left  side, 
the  ureteral  orifice  was  not  visualized 
by  reason  of  an  agglomerate  of  black 
hair,  which  was  lying  in  the  bladder 
cavity  in  that  general  area.  This  mass 
of  hair  was  partially  calcified  and  was 
about  five  inches  long  and  one  half  inch 
thick. 


2-13-51 : A cystogram,  with  an  evacu- 
ation film,  was  made  and  demonstrated 
the  agglomerate  of  hair. 

2-19-51 : Cystoscopic  removal  of  hair 
from  bladder  with  Lowsley  Grasping 
forceps  under  spinal  anesthesia  was  un- 
eventful. 

Clinical  Course:  Following  removal 

of  the  hair  from  the  bladder  the  pa- 
tient was  placed  on  urinary  antiseptics 
and  bladder  instillations  with  1 per  cent 
aqueous  Merchurochrome.  A pregnancy 
became  evident  shortly  thereafter.  She 
had  intermittent  urinary  complaints 
during  the  entire  pregnancy.  These  epi- 
sodes were  treated  with  various  urinary 
antiseptics  during  the  course  of  the 
pregnancy.  She  was  delivered  of  a nor- 
mal male  child  on  September  23,  1951. 

11-13-51:  A postpartum  intravenous 
pyelographic  study  was  made.  This 
showed  bilateral  function  with  no  ana- 
tomical abnormality  of  the  upper  urin- 
ary tract.  The  calcified  area  low  in  the 
pelvis  on  left  side  which  was  previously 
described  in  the  KUB  film  taken  before 
the  pregnancy  had  increased  to  about 
four  times  its  previous  size. 

11-15-51:  Operative  Note:  Under 
Pontocaine  spinal  anesthesia,  a supra- 
pubic cystostomy,  with  segmental  exci- 
sion of  a vesical  diverticulum  and  der- 
moid cyst  of  the  left  ovary,  was  accom- 
plished. The  bladder  was  opened  and  a 4 
mm  opening  found  in  the  bladder  wall 
approximately  4 cm  posterior  and  lat- 
eral to  the  left  ureteral  orifice.  The 
bladder  wall  surrounding  this  opening 
was  excised  and  the  opening  was  found 
to  connect  with  a large  cystic  mass 
arising  from  the  left  ovaiy  which  was 
about  5 cm  in  diameter.  A left  salpin- 
go-oophorectomy  was  done  and  a cys- 
tostomy tube  was  left  in  the  bladder. 
The  patient  tolerated  the  surgery  very 
well.  Her  convalescence  was  unevent- 
ful and  she  was  discharged  from  the 
hospital  on  the  16th  postoperative  day. 

Conclusions 

1.  Human  nature  being  as  it  is,  producing 
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a breed  of  humanity  interested  in  the  explor- 
ation of  body  openings  and  body  cavities, 
one  may  expect  a continual  experience  in  the 
diagnosis  and  removal  of  vesical  foreign 
bodies. 

2.  The  practicing  physician  would  be  well 
advised  to  remain  alert  to  these  habits. 


3.  Occasionally  some  rare  internal  lesion 
may  produce  a foreign  body  in  the  bladder, 
such  as  illustrated  by  the  case  presented 
wherein  there  was  a pseudodiverticulum  of 
the  bladder  containing  hair  due  to  rupture 
of  a dermoid  cyst  of  the  ovary  into  the 
bladder  cavity. 


A THREAT  TO  INDUSTRIAL  RESEARCH 

No  industry  has  immunity  against  legitimate  congressional  in- 
vestigation. So  far  as  we  know,  the  drug  industry  has  claimed 
no  such  immunity.  But  there  is  a clear  responsibility  that  congres- 
sional investigation  must  be  fair  and  accurate  and  just.  It  must 
disclose  a full  and  true  picture,  not  a partial  picture  or  a distorted 
picture.  And  directly  related  to  every  phase  of  drug  prices  is  the 
cost  of  drug  research.  The  legislators  should  be  careful  to  do 
nothing  that  will  result  in  a curbing  of  industrial  research,  which  is 
as  much  in  the  public  interest  of  all  the  people  as  in  the  private 
interest  of  the  manufacturers.  (Editorial  in  New  Brunswick,  N.J., 
Home  News). 
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Wound  Disruption* 


IT  is  mj'  pleasure  to  give  a pa- 
per at  this  meeting  covering 
the  problem  of  wound  disrup- 
tion. There  are  some  basic  considerations 
that  consistently  seem  to  prevail.  The  in- 
cidence of  the  problem  varies  between  0.2 
per  cent  and  3 per  cent  of  all  surgical  ab- 
dominal wounds.  The  death  rates  reported 
in  the  1940’s  averaged  out  at  about  33  per 
cent  while  in  the  latest  report  I found,  in 
1962,  the  figure  was  just  under  25  per  cent. 
Obviously  this  surgical  complication  war- 
rants respect. 

The  age  or  sex  does  not  seem  to  be  of 
much  importance.  The  type  of  sutures  used 
likewise  is  not  paramount.  There  are  fac- 
tors which  do  bear  understanding.  Hypo- 
proteinemia  is  a common  denominator  in 
many  instances.  It  leads  to  poor  fibro- 
plasia, suture  line  edema,  and  distention. 
It  is  believed  that  catgut  is  absorbed  more 
quickly  in  the  presence  of  edema  and  so  here 
it  could  represent  a secondary  factor.  Vita- 
man-C -deficiency  contributes  to  delayed 
healing  as  do  clinical  or  subclinical  wouml 
infections. 

Technical  factors  also  must  be  considered. 
The  type  of  incision  is  important.  The  in- 
cidence of  hernia  and  wound  disruption  is 
about  30  times  greater  in  a vertical  wound 
than  in  one  of  transverse  type.  This  is  a 
result  of  fiber-direction  in  the  aponeurosis 
and  the  strong  pull  of  the  oblique  muscles 
on  the  vertical  wounds.  One  finds  about  43 
per  cent  of  wound  dehiscences  in  subum- 
bilical  incisions.  The  midline  incision  in 
particular  is  prone  to  trouble  as  indicated 
by  the  fact  that  it  represents  76  per  cent  of 
all  the  cases. 

The  length  of  the  incision  per  se  is  of  no 
great  importance,  but  personally  we  have 
seen  much  less  trouble  in  the  short  versus 
the  truly  long  wounds. 

The  obese,  emaciated,  toxic,  anemic,  or 
carcinomatous  patients  are  the  ones  most 
frequently  involved.  Especially  is  this  im- 
poilant  when  combined  with  distention. 
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(fluid  or  gas),  coughing,  hiccoughing,  or 
retching. 

In  the  likely  pi'ospect,  one  should  correct 
protein  and  vitamin  deficiencies.  Drains 
should  not  traverse  the  suture  line.  Partic- 
lar  care  in  the  type  of  incision  and  personal, 
secure,  primary  closure  will  reduce  the  prob- 
abilities of  disruption.  Likewise,  the  avoid- 
ance of  gaseous  distention  by  suction  or  as- 
piration of  ascitic  fluid  postsurgically  will 
reduce  the  wound  strain  and  promote  secure 
healing. 

Early  removal  of  skin  sutures  should  be 
avoided.  Healing  is  quite  poor  at  six  to 
seven  days.  It  is  obviously  more  desirable 
to  face  a wound  disruption  with  subsequent 
hernia  than  one  with  total  evisceration  that 
so  often  follows  removal  of  skin  sutures. 

Certain  clues  suggest  that  the  wound  heal- 
ing is  inadequate.  Soft,  bogg>’  wounds  or 
those  with  some  serosanguineous  drainage 
often  indicate  that  there  has  been  a deep 
layer  dehiscence.  These  patients  warrant 
leaving  the  skin  sutures  in  place  and  imme- 
diate strapping  with  tapes  for  10  to  14  days. 
There  is  a so-called  healing  ridge  along  the 
normal  wound.  This  induration  appears  on 
about  the  fifth  operative  day  and  is  indica- 
tive that  healing  is  progressing  satisfactor- 
ily. If  this  induration  is  absent  or  incom- 
plete, one  should  be  on  guard. 

Treatment  of  an  evisceration  is  not  too 
satisfactoiy  in  lieu  of  the  mortality  factor 
of  20  odd  per  cent.  Additionally,  about  30 
per  cent  of  the  surviving  group  have  a re- 
sultant incisional  hernia. 

The  most  commonly  used  treatment  is  the 
immediate  return  to  surgery  and  closure  of 
the  wound  with  through  and  through  su- 

• Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting.  Las  Vegas,  Nevada,  November  30- 
December  1,  1962. 
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tures.  This,  of  course,  requires  anesthesia. 
The  other  accepted  approach  and  the  one  we 
prefer  is  the  so-called  conservative  method. 
This  requires  no  anesthetic,  permits  resusci- 
tation if  needed,  avoids  the  emergency,  and 
converts  any  needed  surgical  operation  to 
the  planned  elective  type.  The  patient  is 
quieted  with  morphine  or  a similar  drug. 
The  skin  is  painted  with  benzoin  or  ace  ad- 
herent. A drain  is  laid  along  the  incision. 
Wide,  special,  butterfly  tapes  are  then  ap- 
plied with  simultaneous  pull  from  each  flap, 
easily  approximating  the  wound.  At  the  on- 
set, the  assistant,  with  sterile  glove  and  a 
moist  pack,  may  need  to  depress  the  intes- 
tines to  start  the  closure.  This  seldom 
causes  difficulty  in  tissue  approximation. 
The  abdomen  is  ultimately  taped  from  axil- 
lary line  to  axillary  line.  Wide  tape  is  re- 


quired. Nasogastric  suction  and  anti- 
biotics are  instituted. 

In  48  hours  or  so  one  has  attained  stability 
and  the  patient  may  then  be  returned  to  sur- 
gery for  surgical  closure,  if  desired.  One 
does  not  have  to  do  this  for  many  can  be 
carried  entirely  on  tapes  for  14  to  16  days 
with  good  healing.  Perhaps  50  per  cent  will 
subsequently  require  a hernia-repair. 

Using  this  technique,  in  13  years  of  prac- 
tice we  have  had  no  fatality  and  minimal 
morbidity.  In  view  of  the  safety  factor,  we 
strongly  recommend  the  conservative  ap- 
proach for  the  ordinary  control  of  total 
wound  disruption. 

Discussion  on  Dr.  Rasmussen’s  paper  opened  by 
B.  R.  Bancroft,  MD,  Kearney,  Nebraska,  and  Robert 
Koefoot,  MD,  Grand  Island,  Nebraska. 
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GOOD  JUDGMENT  IN  DRUG  THERAPY 
We  are  all  too  human  — members  of  the  health  professions,  drug 
manufacturers,  advertising  agencies,  sick  people,  and  all  the  rest 
of  us  who  are  trying  to  live  happily  — and  often  our  emotions  get  in 
the  way  of  our  good  sense.  When  it  comes  to  drags,  it  might  be 
wise  to  let  the  experts  in  the  field  tell  us  what  it’s  all  about,  and 
then  use  our  own  good  judgment  in  deciding  whether  the  risk  of  the 
drag  outweighs  the  risk  of  the  disease.  There  is  risk  both  ways,  and 
this  we  must  understand.  (Chauncey  D.  Leake,  PhD,  in  Medical 
Tribune,  September  10,  1962). 
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Bleeding  Problems  in  the  adolescent* 


Adolescent  menstrual  bleed- 
ing is  characterized  by  such 
wide  variability,  that  it  is  ex- 
tremely difficult  to  define  the  normal  range. 
Because  of  this,  it  is  equally  difficult  to 
define  what  constitutes  abnormal  bleeding 
in  this  age  group.  However,  if  the  bleed- 
ing produces  sjTnptoms  of  blood  loss,  low- 
ers the  hemoglobin,  or  lasts  more  than  seven 
days,  it  should  be  regarded  as  pathologic. 

A clinical  classification  of  practical  value 
outlining  the  causes  of  adolescent  bleeding 
has  been  formulated  by  McArthur.®  It  is 
as  follows: 

1.  Endocrinopathies 

a.  Metropathia  hemorrhagica  (func- 
tional uterine  bleeding) 

b.  Estrogen-producing  tumors 

c.  Stein-Leventhal  syndrome 

2.  Constitutional  diseases 
a.  Blood  dyscrasias 
b.  Liver  diseases 

3.  Local  pelvic  pathologj' 

a.  Complications  of  pregnancy 
b.  Tumors  of  the  vagina  and  cervix 

IMetropathia  hemorrhagica,  dysfunctional 
uterine  bleeding,  and  functional  uterine 
bleeding  are  synonymous  and  are  used  to 
designate  uterine  bleeding  of  endocrine  or- 
igin. Since  bleeding  of  this  nature  is  the 
most  common,  the  scope  of  this  paper  will 
be  limited  to  this  gjmecologic  problem. 

Clinical  Manifestations  — The  amount  ot 
blood  loss,  frequency,  and  its  duration  may 
vary  considerably.  Severe  anemia  may  oc- 
cur but  fatal  hemorrhage  is  rare.  IMost  fre- 
quently the  history  reveals  periods  of  amen- 
orrhea, followed  by  episodes  of  painless 
bleeding  in  small  amounts,  which  may  con- 
tinue for  weeks  or  even  months. 

Occasionally,  acute  episodes  requiring 
prompt  hemostasis  do  occur. 

Endocrine  Considerations  — The  precise 
nature  of  the  various  endocrine  mechanisms 
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involved  in  the  production  of  dysfunctional 
uterine  bleeding  is  not  clear.  Collected  clin- 
ical, laboratory,  and  histologic  data  suggest 
that,  most  often,  functional  uterine  bleeding 
is  due  to  failure  of  ovulation  and,  hence,  to 
the  continued  stimulation  of  the  endometri- 
um by  estrogen  without  the  cyclic  appear- 
ance of  progesterone.  Vollman®  considers 
the  year  of  menarche  as  “gjmecological  age 
I”  and  finds  that  50  per  cent  of  the  men- 
strual cycles  were  anovulatory  during  this 
year.  By  the  twelfth  gjmecologic  year  the 
incidence  of  anovulatory  cycles  was  2.9 
per  cent. 

Polycystic  ovaries,  the  result  of  anovula- 
tion, represent  a temporary  or,  in  some  in- 
stances, a continued  pituitary-ovarian  im- 
balance which  results  in  varying  amounts 
of  estrogen  production.  Dysfunctional  uter- 
ine bleeding  occurs  with  constant,  rising  or 
falling  estrogen  levels.  The  estrogen  level 
is  reflected  in  the  endometrium  resulting  in 
inconstant  histologic  appearance.  This  may 
vary  from  a hyperplastic  endometrium  to  an 
immature  proliferative  or  to  one  that  is 
atrophic  in  character. ^ 

A certain  number  of  adolescents  with  ab- 
normal bleeding  are  destined  to  have  con- 
tinued difficulties.  Pregnancy  - complica- 
tions, infertility,  ovarian  cysts,  and  func- 
tional bleeding  are  among  those  found  in 
followup  studies  of  adolescent  functional 
bleeders.® 

Diagnosis  — A presumptive  diagnosis  is 
based  upon  securing  a careful  and  accurate 
history.  This  is  followed  by  a general 
physical  examination,  recto-abdominal  ex- 
amination of  the  pelvis,  and  visualization  of 
the  cervix.  A carefully  prepared  blood 
smear  should  be  studied  and  the  bleeding 
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time,  clot  retraction,  and  capillary  fragility 
tested. 

One  may  spare  the  adolescent  the  psycho- 
logical or  physical  trauma  of  curettage,  or 
both,  especially  in  cases  where  the  hymen 
is  intact  or  where  operation  is  not  needed 
to  stop  the  bleeding.  A trial  of  therapy  is 
justifiable  in  these  cases,  but  if  the  thera- 
peutic response  is  not  prompt  and  typical, 
immediate  curettage  is  indicated  in  this  age 
group. 

Management  — The  treatment  of  function- 
al uterine  bleeding  revolves  around  three 
modalities  — hormonal,  surgical,  and  adjunc- 
tive. Estrogen  and  progesterone  are  the 
hormones  used  more  frequently  to  control 
functional  uterine  bleeding. 

The  acute  adolescent  bleeder  developing 
signs  and  symptoms  of  blood  loss  should 
be  hospitalized.  Rapid  hemostasis  is  indi- 
cated and  may  be  obtained  by  the  intra- 
venous use  of  Premarin  (estrogenic  sub- 
stances, conjugated).  The  dosage  is  20  mg 
every  four  to  eight  hours  until  bleeding  is 
arrested.  After  the  bleeding  is  arrested, 
Premarin,  or  the  equivalent,  is  given  oral- 
ly in  doses  of  3.75  mg  daily,  gradually  re- 
ducing the  dose  to  1.25  mg  daily.  This  oral 
estrogenic  therapy  extends  over  a three-week 
period  and  is  followed  by  a course  of  pro- 
gesterone, such  as  Pranone  (anhydrohy- 
droxyprogesterone)  30  mg  for  5 days.  En- 
ovid,  Provera  (medroxyprogesterone),  or 
Norlutin  (norethindrone)  may  be  used  in- 
stead of  Pranone  in  doses  of  5-10  mg  for  five 
days.  Withdrawal  bleeding  follows  several 
days  later  which  will  simulate  a menstrual 
period.  In  order  to  guard  against  recur- 
rent bleeding,  the  above  cyclic  estrogen- 
progesterone  therapy  is  repeated  for  three 
consecutive  months  starting  on  the  second 
day  of  withdrawal  bleeding. 

Norlutin,  Enovid,  or  Provera  can  be  used 
alone  to  arrest  acute  adolescent  uterine 
bleeding.  For  this  purpose  they  are  given 
orally  in  daily  doses  of  30-60  mg.  After 
arrest  of  the  bleeding  an  estrogen  is  added 
and  continued  for  5 to  20  days.  Withdrawal 
bleeding  follows  when  medication  is  discon- 
tinued. Oral  progesterone  is  then  repeated 


for  five  days  each  month  at  cyclic  intervals 
until  ovulatory  menstrual  cycles  occur. 

Occasionally  hormonal  therapy  fails  to  ar- 
rest acute  adolescent  bleeding.  Dilatation 
and  curettage  must  then  be  employed  which 
should  be  followed  immediately  by  hormonal 
therapy  as  outlined  above.  In  some  cases 
surprisingly  large  doses  of  estrogen  are  re- 
quired to  prevent  recurrence  of  bleeding. 
This  is  exemplified  in  a 16-year-old  patient 
who  required  curettage  to  control  her  bleed- 
ing. Following  curettage  she  continued  to 
have  break-through  bleeding  in  spite  of 
supposedly  adequate  estrogen  dosage.  Nor- 
mal menstrual  bleeding  followed  three  con- 
secutive months  of  the  following  therapy: 
Delestrogen  (estradiol  valerate),  a potent 
estrogen  with  prolonged  action  lasting  two 
to  three  weeks,  20  mg  was  given  intramus- 
cularly on  two  occasions  with  one  day  inter- 
vening. The  patient  was  also  given  Pre- 
marin in  3.75  mg  daily  dosages  which  was 
gradually  reduced  to  1.25  mg  daily.  On  the 
21st  day,  progesterone  in  oil,  50  mg  was  giv- 
en intramuscularly.  Withdrawal  bleeding  oc- 
curred five  to  seven  days  later.  Delestro- 
gen and  Premarin  were  repeated,  as  above, 
starting  on  the  second  day  of  the  with- 
drawal bleeding. 

In  cases  of  adolescent  functional  uterine 
bleeding  in  which  rapid  hemostasis  is  not 
important,  there  is  time  for  an  endocrine 
appraisal  before  instituting  therapy.  The 
Shorr  stain,  which  is  a simple  and  rapid 
office  method  of  staining  vaginal  smears, 
gives  some  insight  as  to  estronism.'^  If  the 
vaginal  smear  discloses  numerous  cornified 
epithelial  cells,  estrogen  secretion  may  be 
considered  as  reasonably  adequate,  and  pe- 
riodic progesterone  administration  may  be 
the  only  treatment  required.  Pranone  (an- 
hydrohydroxprogesterone)  50  mg  daily  by 
mouth  for  five  days  is  followed  by  a with- 
drawal-flow within  48  hours.  Enovid,  Nor- 
lutin, or  Provera  in  doses  of  5-10  mg  also 
may  be  used.  Progesterone  should  be  given 
as  outlined  approximately  every  six  weeks 
to  prevent  recurrent  bleeding.  This  inter- 
val provides  sufficient  time  for  estrogen  to 
prime  the  endometrium. 

If  the  vaginal  smear  discloses  a prepon- 
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derance  of  basal  cells,  progesterone  alone  is 
likely  to  fail.  Estrogen  is  given  first  to 
secure  hemostasis  and  prime  the  edometi’ium 
for  the  action  of  progesterone.  Cyclic  es- 
trogen-progesterone therapy  is  continued  for 
three  to  four  consecutive  months. 

Surgical  Treatment  — It  goes  almost  with- 
out saying  that  hysterectomy  has  no  place  in 
the  control  of  adolescent  bleeding.  Curet- 
tage, as  mentioned  before,  may  be  necessary 
to  stop  the  bleeding.  Ovarian  wedge  re- 
section is  deferred  even  if  polycystic  ovaries 
can  be  demonstrated;  however,  it  may  be 
indicated  in  the  case  requiring  repeated 
blood  transfusions  and  repeated  anesthesia 
for  curettage. 

Adjunctive  Therapy  — The  use  of  thyroid 
is  indicated  in  the  face  of  hypothyroidism. 
There  should  be  a correction  of  body  weight 
in  the  undernourished  or  obese  individual. 
Blutene  (toluidine  blue),  two  tablets  twice 
daily,  with  meals,  should  be  used  when 
bleeding  tendencies  are  associated  with  clot- 
ting abnormalities.  Psychosomatic  disturb- 
ances should  be  given  special  attention  and 
corrected. 

Summary 

The  most  common  bleeding  problem  en- 
countered in  the  adolescent  is  of  endocrine 
origin.  The  synonymous  terms  metropathia 
hemorrhagica,  dysfunctional  uterine  bleed- 
inf,  and  functional  uterine  bleeding  are  used 
to  designate  this  condition. 

A presumptive  diagnosis  is  permissible 
following  complete  physical  examination,  in- 
cluding a careful  pelvic  examination,  and 
blood  studies.  A trial  of  therapy  is  then  jus- 
tified but  immediate  curettage  is  indicated 


if  the  therapeutic  response  is  not  prompt 
and  typical. 

Treatment  resolves  itself  around  three 
modalities  — hormonal,  surgical,  and  adjunc- 
tive. Endocrine  therapy  using  estrogen  and 
progesterone  is  the  treatment  of  choice. 

Inadequate  hormonal  dosage  and  failure 
to  continue  treatment  following  hemostasis 
are  the  chief  reasons  for  unsuccessful  endo- 
crine therapy.  Inadequate  dosage  not  only 
fails  to  procure  hemostasis  but  also  lends 
itself  to  “break  through  bleeding.”  Abrupt 
discontinuance  of  therapy  following  hemo- 
stasis is  followed  by  withdrawal  bleeding 
which  tends  to  confuse  the  patient  and  some- 
times her  physician. 

Discussion  opened  by  William  L.  Rumbolz,  M.D., 
Omaha,  Nebraska. 
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THE  PARADOX  OF 

Tetanus  Prophylaxis 


Forty  years  have  passed  since 
tetanus  toxoid  was  introduced. 
Subsequently,  the  injured  in 
World  War  II,  and  the  Korean  conflict  have 
provided  unparalleled  evidence  of  the  effec- 
tiveness of  this  immunizing  agent  in  the  pre- 
vention of  tetanus.  Through  the  years  there 
have  been  numerous  refinements  of  the  tox- 
oid rendering  it  almost  reaction-free.  A 
safe  adult  diphtheria-tetanus  toxoid  has 
been  available  for  more  than  two  years. 

Tetanus  antitoxin,  through  the  transfer 
of  circulating  antibodies  produces  a passive 
immunity  of  brief  duration,  accompanied  by 
an  excessive  sensitivity  and  reaction  rate. 
More  to  the  point,  however,  is  the  inadequacy 
of  the  antitoxin  in  abating  the  disease  in 
heretofore  recommended  dosage.  Other  ob- 
stacles accompany  the  use  of  antitoxin  in- 
cluding future  sensitization  to  equine  sera, 
immediate  anaphylactic  reactions  and  de- 
layed neurologic  or  serum  reactions. 

The  seriousness  of  the  paradox  we  live 
with  can  be  simply  stated:  The  death  rate 
continues  to  rise  in  a disease  for  which  im- 
munization is  not  only  available  but  99.9  per 
cent  effective.!  Yet,  with  this  effective 
agent,  less  than  forty  per  cent  of  the  adult 
populace  are  immunized  and  many  of  these 
are  unfamiliar  with  the  nature  of  their  im- 
munization record.2  Failure  to  maintain 
proper  immunization  has  contributed  to  the 
paradox.  The  effect  of  this  complacency 
can  be  measured  by  the  rising  incidence  of 
tetanus  in  the  adult  age-group  with  a mor- 
tality of  fifty  per  cent.!-^-® 

Tetanus  is  very  much  alive  today  in  Ne- 
braska. Morbidity  and  mortality  reports 
may  be  inaccurate  due  to  physician-failure 
to  report  individual  cases,  nonetheless  twen- 
ty-eight cases  of  tetanus  are  known  to  have 
occurred  in  this  state  during  the  five-year 
period  1957  to  1963.  A recent  mortality 
study  in  Omaha-Douglas  County  provides  a 
clue  to  the  disease  pattern.  Since  1945  fatal 
tetanus  has  been  confined  to  the  30  to  65 
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age-group  in  Omaha-Douglas  County  with 
a male  preponderance  of  three  to  one.® 

Historically,  tetanus  is  predictable  year 
after  year,  yet  the  trend  of  declining  im- 
munization and  unsustained  antibody  re- 
sponse through  inadequate  booster  immun- 
ization poses  a constant  threat  of  increasing 
incidence. 

The  pattern  of  this  disease  may  be  illus- 
trated by  the  diversity  of  sources  of  infec- 
tion in  the  adult  patients  in  this  state. 
Burns  and  minor  wounds  occurred  with 
greater  frequency  than  grossly  contaminated 
wounds.  Tetanus  occurred  in  one  patient 
following  segmental  resection  of  the  colon 
and  in  two  patients  following  hemorrhoidec- 
tomy. One  of  these  patients  was  a registered 
nurse  without  benefit  of  prior  immunization. 

Until  tetanus  immunization  is  universally 
accepted,  every  physician  must  formulate  a 
policy  of  management  of  the  injured  patient 
with  respect  to  tetanus  prophylaxis.  It  must 
be  emphasized  that  any  workable  plan  must 
employ  selectivity  in  the  administration  of 
tetanus  antitoxin.  The  following  outline  is 
suggested  as  a guide. 

Wound  Care 

Thorough  irrigation  and  debridement  is 
mandatory  in  all  wounds.  Contaminated 
and  severely  contused  wounds  should  be  left 
open  in  the  tetanus-prone  individual.  Local 
signs  of  infection  frequently  precede  sys- 
temic manifestations  of  tetanus;  repeated 
examination  of  the  wound  is  necessary  for 
several  weeks  after  injury.  Penicillin  and 
broad  spectrum  antibiotics  exert  a strong 
deterrent  force  in  the  prevention  of  tetanus 
when  used  as  a supplement  to  debridement. 
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Tetanus  Antitoxin 

Passive  immunity  with  antitoxin  provides 
a rapid  but  transitory  rise  in  circulating 
antibodies.  Any  dosage  less  than  5000  units 
will  provide  insignificant  protection  to  the 
patient.  Tetanus  has  occurred  in  two  pa- 
tients in  the  group  studied  two  weeks  after 
passive  immunity  was  instituted.  Antitoxin, 
when  utilized,  must  therefore  be  given  in  suf- 
ficient dosage  to  elicit  an  adequate  antibody 
level  and  repeated  to  combat  the  rapid  de- 
cline in  blood  levels.® 

Serum  Sensitivity 

Serum  reactions  can  be  anticipated  in  five 
per  cent  of  all  patients  in  whom  negative 
skin  tests  have  beeen  recorded. ^ Prior  to 
the  administration  of  tetanus  antitoxin  every 
patient  should  be  carefully  examined  to  de- 
tect sensitivity  to  equine  or  bovine  serum. 
Intracutaneous  testing  may  be  accomplished 
by  injection  of  0.02  ml  of  1 :10  saline  dilu- 
tion of  tetanus  antitoxin.  Erythema  and 
wheal  formation  greater  than  0.5  cm  indi- 
cates sensitivity  to  the  serum.  A control 
test  with  saline  when  smaller  wheals  are 
elicited  with  antitoxin  may  exclude  false 
positive  reactions.'* 

Patients  sensitive  to  horse  serum  will  fre- 
quently also  exhibit  sensitivity  to  bovine 
serum.  However,  testing  with  bovine  serum 
should  be  conducted  in  patients  whose  tests 
show  sensitivity  to  horse  serum,  because  a 
negative  reaction  may  permit  administration 
of  bovine  serum.  The  minimum  dosage  is 
5,000  units.*’  6 Desensitization  procedures 
have  proven  of  little  value;  the  antitoxin  is 
rapidly  neutralized  by  the  sensitized  indi- 
vidual’s circulating  antibodies.^ 

Sensitivity  to  both  equine  and  bovine  sera 
presents  a more  formidable  problem.  Hy- 
perimmune globulin  or  the  transfusion  of 
blood  from  a donor  who  has  received  a 
tetanus  toxoid  booster  within  four  weeks 
may  be  used  in  severe  injuries  to  tetanus- 
prone  persons. 

Patients  Previously  Immunized 

A rapid  rise  in  circulating  antibodies  may 
be  elicited  in  patients  previously  immunized 
and  those  who  have  maintained  their  booster 
immunization  at  intervals  of  four  years  or 
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less.  Recent  studies  indicate  that  circulating 
antibodies  are  present  in  measurable 
amounts  as  long  as  eleven  years  after  basic 
immunization.^-  ’’  The  level  may  be  inade- 
quate to  prevent  tetanus  in  these  instances 
and  the  additional  transitory  protection  of- 
fered by  5000  units  of  tetanus  antitoxin  may 
be  advisable  until  the  booster  toxoid  has 
elicited  a satisfactory  antibody  titer. 

Basic  Immunization 

Patients  not  previously  immunized  should 
have  their  basic  tetanus  immunization  series 
started  at  the  time  of  emergency  wound  care 
and  without  respect  to  the  administration  of 
antitoxin.  Subcutaneous  injection  of  0.5  ml 
of  alum  precipitated  toxoid  is  administered 
in  the  arm  opposite  to  the  site  of  antitoxin 
administration.  Basic  immunization  is  ob- 
tained by  the  administration  of  three  doses 
of  the  alum  precipitated  toxoid.  The  first 
two  doses  are  given  at  monthly  intervals 
followed  by  the  third  injection  six  to  twelve 
months  later. 

Serious  consideration  should  be  given  to 
utilization  of  the  refined  tetanus-diphtheria 
toxoid  in  children  over  ten  years  and  all 
adults.  This  product  is  not  for  use  in  chil- 
dren. Conversely,  the  administration  of 
pediatric  tetanus- diphtheria  toxoid  to  an 
adult  may  result  in  a serere  local  or  systemic 
reaction.^ 

Summary 

Tetanus  continues  to  pose  a serious  threat 
to  every  community  through  complacency  of 
patient  and  physician  toward  tetanus  im- 
munization. The  paradox  of  tetanus  pro- 
phylaxis can  be  eliminated  by  our  vigorous 
support  of  an  education  effort  to  encourage 
tetanus  immunization  in  the  nonimmunized 
populace  of  Nebraska. 
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“.  . . and  I have  known  a single  one  (doctor)  of  whom  it 
wouldn’t  be  rank  libel  as  well  as  gross  untruth  to  state  that  he 
is  against  everything  America  is  for.  On  the  contrary,  the  men 
I know  have  been  against  the  socialistic  fungus  that  is  trying  to 
destroy  America,  and  have  been  for  the  great  glory  of  American 
individual  initiative,  independence,  self-reliance,  honesty  in  financial 
matters,  personal  and  governmental;  have  been  stedfast  in  faith 
that  the  climate  of  freedom  holds  assurance  of  higher  living 
standard,  more  of  security  and  needed  medical  attention  for  everyone 
than  any  other  system  on  earth.”  (From  editorial  “Another  Loss 
to  Mourn,”  The  Journal  of  the  Kansas  Medical  Society,  March, 
1962,  p.  115). 
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WHAT'S  NEW  ^ 


"What's  New  in  Urology" 


The  following  articles  in  cur- 
rent urologic  literature  are 
thought  to  be  of  general  interest 
and  are  reviewed  for  that  reason. 

1.  Congenital  Anomalies  of  the  Urinary 
Tract  and  Their  Association  With  Spina 
Bifida. 

Autopsy  records  at  the  Royal  Infirmary 
and  Childrens  Hospital  Sheffield,  England: 
One  hundred  seventy-nine  (179)  cases  of 
spina  bifida  were  reviewed  to  determine  the 
incidence  and  types  of  anomalies  of  the 
urinary  tract.  Thirty-five  of  these  179  pa- 
tients, or  19  per  cent,  demonstrated  such 
anomalies.  The  most  common  of  the  ano- 
malies was  contralateral  fusion  of  the  kid- 
neys, which  usually  were  quite  unlike  that 
seen  with  horseshoe  kidney.  These  exhibit- 
ed a much  wider  area  of  fusion  which  sug- 
gests that  ordinary  surgical  corrective  pro- 
cedures would  be  exceedingly  difficult  to 
accomplish. 

The  next  most  common  anomaly  of  the 
series  was  polycystic  kidney.  The  usual  in- 
cidence is  1 in  250,  but  in  this  series  the 
incidence  was  1 in  25.  Other  anomalies 
noted  were  renal  agenesis,  either  bilateral 
or  unilateral,  ectopic  ureter,  ureteral  stric- 
ture, and  epispadias  and  hypospadias.  The 
author  comments  that  this  relationship  is 
significant  to  urologists  who  are  increas- 
ingly likely  to  face  urinary  problems  in  pa- 
tients with  spina  bifida. 

Roberts,  J.  B.  M. : Congenital  anomalies  of  the 

urinary  tract  and  their  association  with  spina  bi- 
fida. Brit.  J.  Urol.  33:309-315  (Sept.)  1961. 

2.  Redistribution  of  Renal  Blood  Flow 
During  Mannitol  Administration. 

It  has  been  reported  that  hypertonic  man- 
nitol administration  alters  renal  medullary 
blood  flow,  and  these  investigators  have  at- 
tempted to  investigate  the  countercurrent 
hypothesis  by  studying  dogs  during  control 
periods  and  during  periods  of  20  per  cent 
mannitol  administration. 

Clearance  and  extraction  of  para-amino- 
hippurate  (PAH)  either  decreased  to  a lesser 
extent  or  was  found  to  be  increased.  They 
noted  that  these  effects  resulted  in  a con- 
sistent elevation  of  renal  plasma  flow,  de- 
spite decreased  GFR  rate.  The  decrease  in 
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extraction  of  PAH  suggests  changes  in 
blood-flow  distribution  within  the  kidney 
with  greater  circulation  occurring  in  non- 
functioning areas,  such  as  the  medulla.  In 
the  presence  of  increased  plasma  flow,  the 
decrease  noted  in  GFR  is  explained  by  dila- 
tation of  the  efferent  arterioles  which  is  the 
site  where  changes  can  occur  resulting  in 
the  fall  in  PAH  extraction  and  decrease  in 
GFR,  this  taking  place  in  the  efferent  ar- 
teriole of  the  juxtamedullary  glomerulus. 
The  authors  postulate  that  these  changes  ob- 
served during  mannitol  administration  indi- 
cate that  the  efferent  arteriole  of  the  juxta- 
medullary glomerulus  is  dilated  by  the  man- 
nitol thereby  permitting  increased  shunting 
of  blood  to  the  medulla. 

Abstracter’ s Comment.  This  investigation 
suggests  the  mechanism  by  which  the  in- 
travenous administration  of  80  grams  of 
mannitol  in  300  cc.  of  normal  saline,  as  ad- 
vocated by  Parry,  during  extensive  surgical 
procedures,  or  as  soon  as  possible  after 
crush-injuries,  prevents  acute  renal  failure. 
The  intravenous  administration  of  16  or  20 
per  cent  mannitol  during  cystoscopy  pro- 
duces diuresis  and  is  a helpful  procedure 
when  segregated  urine  specimens  are  col- 
lected. 

Lilianfield,  Lawrence  R.,  and  Brown,  William  E.: 
Redistribution  of  renal  blood  flow  during  mannitol 
administration.  Clin.  Res.  10:67  (Jan.)  1962. 

3.  Reflux  and  Recurrent  Infection. 

This  discussion  of  this  type  of  problem 
is  limited  by  the  authors  to  children,  most 
frequently  young  girls,  who  exhibit  recur- 
rent infections  of  the  urinary  tract,  and 
who  show  normal  excretory  urograms  but  in 
whom  cystograms  have  demonstrated  uret- 
eral reflux.  It  is  the  authors’  opinion  that 
reflux  is  an  abnormal  condition.  They 
point  out  the  difficulties  in  attempting  to 
pinpoint,  in  each  case,  the  precise  etiologic 
agent.  The  authors’  approach  to  treatment 
consists  of  long-term  chemotherapy  which, 
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if  it  does  not  prevent  recurrence  of  infec- 
tion, is  augmented  by  correction  of  bladder 
neck  obstruction  by  a Y-V  plasty  in  prefer- 
ence to  transurethral  bladder  neck  operative 
procedures.  If  no  bladder  neck  obstruction 
is  demonstrable,  the  surgical  endeavors  are 
directed  to  ureteroneocystotomy  in  an  at- 
tempt to  provide  an  oblique  path  for  the 
ureter  through  the  bladder  wall,  thus  pre- 
venting reflux.  The  authors,  however,  em- 
phasize that  these  procedures  are  not  always 
effective  and  believe  that  they  should  be 
combined  with  bladder  neck  corrections 
which,  if  successful,  lead  to  cessation  of  re- 
current infections. 

Abstracter’s  Comment.  There  is  consid- 


erable difference  of  opinion  in  urologic  cir- 
cles as  to  the  proper  approach  to  these 
problems.  Those  who  favor  the  nonopera- 
tive approach  and  rely  on  urethral  dilata- 
tions and  multiple  voiding  technics  are  able 
to  demonstrate  long-term  followup  results 
equally  as  impressive  as  those  presented 
by  urologists  who  believe  that  corrective 
bladder  neck  surgery  and  operations  on  the 
lower  ends  of  the  ureters  are  the  treatment 
of  choice.  This  excellent  article  is  recom- 
mended reading  for  all  pediatricians  and 
urologists  who  frequently  encounter  these 
difficult  problems. 

Williams,  D.  L;  Scott,  J.,  and  Turner-Wai’wick, 
R.  T.:  Reflux  and  recurrent  infection.  Brit.  J.  Urol. 
33:435-441  (Dec.)  1961. 


CRITERIA  FOR  THE  DIAGNOSIS  OF  HIATAL  HERNIA 
Criteria  for  the  diagnosis  of  hiatal  hernia  were  reviewed,  and 
a suggestive  symptom  complex  was  found  in  50%  of  the  patients 
reported.  The  incidence  of  sliding  hiatal  hernia  increases  when  the 
prone  oblique  radiographic  technique  is  used.  Motor  abnormalities 
including  incompetence  of  the  lower  sphincter,  diffuse  spasm,  and 
abnormal  deglutition  were  present  in  90%.  Perfusion  of  the  esopha- 
gus with  O.IN  reproduced  symptoms  of  heartburn.  Endoscopy  was  of 
value  in  diagnosing  esophagitis.  (E.  C.  Texter,  Jr.,  Arch  Intern  Med 
110:827,  Dec.,  1962). 
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SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Nutritional  Deficiencies 


Despite  considerable  medical 
knowledge  concerning  nutri- 
tion, malnutrition  continues  to 
beset  mankind  even  in  the  more  enlightened 
and  less  deprived  areas  of  the  world.  The 
causes  of  defective  dietary  intake  are  many : 

1.  Food  fads,  “cranks,”  hypochondriacs. 

Major  psychiatric  disorder  (as,  melan- 
cholia or  dementia),  living  alone,  pre- 
paring own  meals. 

Alcoholism  or  other  addiction. 

Wartime  deprivation,  famine. 

Indigency. 

Neglect  (infants,  children,  invalids). 
Ignorance,  superstition. 

Prolonged,  incomplete  diets. 

“Quick  lunch,”  “coke”-and-sandwich,  pie- 
and-coffee  meals. 

Prolonged  anorexia. 

2.  Vomiting,  dysphagia,  cardiospasm,  upper 
gastrointestinal  obstruction. 

3.  Malabsorption  disorders. 

4.  Excessive  metabolic  demand: 

Pregnancy,  lactation 

Athletes 

Laborers 

Febrile  states 

Hyperthyroidism 

Nutritional  deficiency  may  be  all-encom- 
passing, as  in  starvation,  or  somewhat  spe- 
cific. Nutritional  needs  may  be  discussed 
as: 

Protein 

Fat 

Carbohydrates 

Vitamins 

Minerals 

Iodine 

Mineral  depletion  syndromes  have  been 
discussed  in  the  chapter  on  electrolytes. 
Iron  deficiency  causes  anemia.  ..Iodine  de- 
ficiency leads  to  endemic  goitre  and  corre- 
lates with  a high  incidence  of  congenital 
hypothyroidism  ( cretinism ) . 

Protein,  fat,  and  carbohydrate  deficien- 
cies, alone  or  together,  result  in  no  predict- 
able neurologic  manifestations  in  the  adult. 
Marked  lack  of  carbohydrate  or  starvation 
may  cause  ketosis,  but  not  to  the  extent 
of  outstanding  clinical  manifestations  un- 
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less  otherwise  complicated  (namely,  with 
dehydration,  severe  infection).  In  children, 
however,  a diet  lacking  chiefly  in  protein 
results  in  a fairly  specific  clinicopathologic 
picture  called  Kwashiorkor  which  reveals 
some  neurologic  features. 

KWASHIORKORi 

Most  children  affected  are  between  six 
months  and  three  years  of  age.  Since  their 
diet  contains  sufficient  calories,  these  young 
patients  do  not  appear  cachectic.  Most  cases 
today  are  reported  from  Africa,  Central 
America,  and  Southeast  Asia.  Diarrhea, 
avitaminosis  and  metazoan  infestation  may 
accompany.  The  main  clinical  features  are: 

Edema 

Pellagra-like  skin  changes 
Apathy,  irritability 
Fatty  liver 
Hypoalbuminemia 
Gastrointestinal  disturbances 
Hair  defects 

Neurologic  manifestations  include: 

Mental  changes 
“Encephalitis”  of  recovery 

Electroencephalographic  (EEG)  abnormalities 
Hypoglycemia 

Rarely,  hypocalcemic  tetany 
Rarely,  hypokalemic  muscle  weakness 

Mental  changes  are  chiefly  those  of  apathy 
which  may  be  severe  enough  to  maintain 
the  young  patient  in  a state  of  mental  re- 
tardation. Fortunately,  this  is  usually 
transient  in  that  it  responds  to  therapy. 
Under  therapy,  some  children  demonstrate 
a transient  “encephalitic”  phase  (appear- 
ing six  days  to  several  weeks  after  high 
protein  diet  started)  characterized  by: 

Coarse  tremors,  rigidity 
Postural  abnormalities,  holding  arms  or 
hands  in  peculiar  position 
Hyperreflexia 
Myoclonus 
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EEG  abnormalities  are  found  in  at  least 
one-third  of  patients: 

Focal  temporal  lobe  abnormalities  in  sleep 
record 

Activity  below  expected  range  of  frequency 
for  age  group 
1-3  cycles/sec.  slow  waves 
Absence  of  dominant  basic  occipital 
frequencies 

Restitution  to  normal  rhythms  under 
therapy 

Hypoglycemia  appears  in  severe  or  ad- 
vanced cases  of  Kwashiorkor  and  is  not  an 
uncommon  cause  of  death. 

VITAMINS 

Most  neurologic  interest  in  deficiency  dis- 
eases centers  around  vitamins  and  particu- 
larly those  of  the  vitamin  B group.  While 
multiple  deficiencies  are  more  common  than 
single,  one-factor  depletions,  clinical  features 
may  be  predominantly  those  of  one-factor 
lack. 

Vitamin  — Deficiency  of  this  vitamin 
results  in  night  blindness  and  keratinization 
of  the  cornea.  In  infants,  neurologic  fea- 
tures occur: 

Mental  retardation 

Hydrocephalus 

VII  cranial  nerve  paralysis 

Vitamin  — This  group  contains  the 
following  chief  factors : 

Thiamine 

Niacin  (nicotinic  acid) 

Riboflavin 
Folic  acid 
Pyridoxine 
Pantothenic  acid 
Cyanocobalamin 

Much  of  our  recent  knowledge  of  this 
general  group  comes  from  studies  on : 

1.  Prisoners  of  War 

2.  Alcoholics 

3.  Experimental  subjects 

Thiamine  — An  outstanding  deficiency 
of  thiamine  usually  results  in  generalized, 
systemic  symptoms  in  approximately  12 
weeks. Anorexia,  neurotic-like  symptoms 
and  a variety  of  physical  discomforts  appear 
first,  followed  by  more  definitive  clinico- 
pathologic  pictures  which  may  overlap: 

1.  Polyneuropathy  (with  or  without  other 
features  of  beriberi) 

2.  Amblyopia  (retrobulbar  neuropathy) 

3.  Wernicke’s  encephalopathy 


4.  Korsakoff  psychosis 

5.  Rarely  other  cranial  nerve  deficits 

Beriberi  may  be  acute,  subacute  or  chron- 
ic; mild  or  severe.  Myocardial  dilatation 
and  polyneuropathy  are  outstanding  fea- 
tures of  beriberi  although  in  many  patients 
only  one  feature  appears.^-®  Infantile  beri- 
beri is  often  acute  and  it,  too,  may  manifest, 
largely,  symptoms  of  myocardial  failure, 
otherwise  cerebral  symptoms,  or  both.  Cere- 
bral symptoms  of  infantile  beriberi  are  hard- 
ly specific,  consisting  usually  of  one  or  more 
of  the  following:®’’^ 

Cerebral  edema 

Rigidity,  opisthotonos 

Convulsions 

Chorea 

Coma 

Physiologic  shock 
Meningeal  irritation 
Apathy,  somnolence 
Ptosis 

Optic  nerve  atrophy 
Laryngeal  paralysis 

Polyneuropathy  is  usually  distal,  symmetri- 
cal, and  ascending,  manifested  by  pares- 
thesias, burning,  then  flaccid  weakness.® 
Lower  extremities  are  usually  affected  first 
and  predominantly.  With  progression,  more 
proximal  extension  occurs.  In  one  patient, 
motor  loss  is  outstanding;  in  another,  sen- 
sory losses;  in  another,  subjective  sensory 
discomfort  (e.g.  hyperalgesia,  burning). 
The  gastrocnemius  muscle  is  commonly  quite 
tender. 

Retrobulbar  neuropathy  appears  slowly 
over  several  weeks,  is  usually  bilateral  and 
manifested  by  central  or  centrocecal  sco- 
tomas. Pallor  of  optic  discs  may  appear 
later.®-  ® While  thiamin  deprivation  appears 
important  in  this  condition,  lack  of  niacin 
and  cyanocobalamin  (vitamin  Bi,)  may 
also  cause  this.  Perhaps  a deficiency  of  two 
or  more  of  these  vitamins  operates  in  some 
patients  with  nutritional  amblyopia. 

Wernicke’s  encephalopathy  represents  a 
disorder  requiring  prompt  diagnosis  because 
of  grave  consequences  of  permanent  mental 
defect  or  fatality.  Time  is  often  lost  in 
diagnostic  procedure  and  contemplation 
when  the  patient  urgently  needs  specific 
therapy.  Any  combination  of  two  or  more 
of  the  following  signs  should  alert  the  diag- 
nostician to  administer  thiamin  parenterally 
and  then,  if  necessary,  to  proceed  with  diag- 
nostic tasks: 
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1.  Organic  mental  syndrome  (acute  or 
chronic 

2.  Lethargy 

3.  Hypotension  (including  postural  hypo- 
tension) 

4.  Extraocular  muscle  paresis  or  nystagmus, 
or  both 

5.  Cerebellar  ataxia 

In  the  United  States,  Wernicke’s  enceph- 
alopathy is  usually  found  with  chronic  al- 
coholism or  hyperemesis. 

Neurologic  signs  may  precede  the  men- 
tal changes.  The  complete  picture  in- 
cludes 

Diplopia 

Conjugate  gaze  paralysis 

Nystagmus 

Ptosis 

Pupillary  abnormalities 
Gait  and  truncal  ataxia 
Intention  tremor 
Peripheral  neuropathy 
Tachycardia 
Postural  hypotension 
Stupor 

Mental  changes 

a.  Apathy,  indifference,  lethargy,  unable  to 
concentrate 

b.  Confusion,  delirium 

c.  Korsakoff’s  psychosis 

Rarely  paralysis  of  VII,  IX,  XII  cranial 
nerves 

Wernicke’s  encephalopathy,  beriberi  (car- 
diac and  neuropathy)  and  Korsakoff’s  psy- 
chosis may  appear  together.  If  present, 
Korsakoff’s  psychosis  often  appears  as  the 
acute  Wernicke’s  passes. 

The  histopathologic  features  of  Wer- 
nicke’s encephalopathy  are  well  known,  pre- 
senting small  hemorrhages,  necrosis,  degen- 
eration, and  gliosis  rather  symmetrically 

jj-j  .lla,  12 

Thalamus,  hypothalamus  (paraventricular) 

Mammillary  bodies 

Periaqueductal  region 

Floor  of  IV  ventricle 

Corpora  quadrigemina 

Pontine  and  medullary  tegmentum 

Korsakoff’s  psychosis  often  appears  with 
Wernicke’s  or  polyneuropathy  but  may  also 
appear  alone.  It  carries  the  risk  of  perma- 
nent brain  damage  and  intellectual  defects. 
This  pyschosis  is  characterized  by: 

Onset  usually  with  common  confusional-de- 
lirious  reaction 

Recent  memory  outstandingly  impaired 


Cannot  establish  new  memories 
Cannot  associate  past  events  in  temporal 
sequence 
Confabulation 

Often  patient  appears  alert,  in  good  contact 
with  immediate  surrounings,  undisturbed 
Wernicke’s  and  polyneuropathy  features 

Recovery  from  this  psychosis  is  slow,  at 
times  incomplete.  Some  are  left  with  a 
chronic  Korsakoff’s  psychosis,  others  with 
varying  degrees  of  dementia.^®' Under- 
lying histologic  changes  are  similar  to  those 
found  in  Wernicke’s  encephalopathy.  Kor- 
sakoff’s and  Wernicke’s  likely  represent  two 
facets  or  phases  or  the  same  disease. 

Cranial  nerve  deficits,  other  than  those 
cited,  may  appear  rarely  with  thiamin  de- 
privation, including 
VII,  IX  or  XII  palsy 
VIII  nerve  deafness,  vertigo 
X nerve  paralysis 
Anosmia  (I  cranial  nerve) 

Sensory  V loss 

Niacin  — Deficiency  of  niacin  results  in 
pellagra.  In  its  earliest  stages,  this  dis- 
ease produces  nonspecific,  neurotic  - like 
symptoms  which  gradually  grow  to  the  triad 
of  dementia,  dermatitis,  and  diarrhea.  The 
complete  syndrome  discloses: 

Dermatitis  on  exposed  skin,  symmetrical 

Diarrhea 

Mental  changes 

May  resemble  a variety  of  psychiatric 
syndromes 

Confusional-delirious  reaction 
Dementia 
Stupor 
Glossitis 

Spinal  cord  involvement 
Posterior  columns 
Pyramidal  tracts 
Polyneuropathy  (not  common) 

Rarely:  Convulsions 
Parkinsonism 

Optic  or  retrobulbar  neuritis 
Diplopia 

Vertigo,  deafness  (VIII  nerve) 

Bulbar  palsies 

In  full  blown  pellagra,  cerebral  and  spinal 
cord  damage  is  more  prominent  than  per- 
ipheral nerve  involvement.  A particular 
risk  of  permanent  intellectual  defect  is  pres- 
ent. The  similarity  of  pellagrous  spinal 
cord  involvement  to  subacute  combined  de- 
generation due  to  vitamin  deficiency 

will  be  noted. 
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Pathologic  changes  are  found  particular- 
ly in  neurones  of  motor  (Betz)  cells,  cere- 
bellum (Purkinje)  and  paraventricular  nu- 
clei. Demyelinization  appears  in  posterior 
spinal  columns  and,  to  a less  extent,  in  pyra- 
midal tracts. 

Pyridoxine^^  — Outstanding  and  clinical- 
ly manifest  pyridoxine  deficiency  is  not 
common.  In  infants  it  appears  in  two  situa- 
tions. In  some  synthetic  and  proprietary 
dietary  formulas,  this  vitamin  has  been 
found  deficient.  A small  number  of  infants 
suffer  from  a genetic  metabolic  anomaly 
and  require  more  pyridoxine  than  average. 
The  greater  risk  occurs  particularly  while 
the  infant  subsists  on  milk  or  milk  formulas 
alone.  Hyperirritability  and  convulsions  ap- 
pear as  manifestations  of  this  lack  and  re- 
spond quickly  to  replacement  therapy.  In 
adults,  deficiency  has  been  encountered  in 
patients  taking  isoniazid  (for  tuberculosis), 
this  latter  drug  apparently  interfering  with 
pyridoxine  metabolism  or  storage.  Poly- 
neuropathy ensues  but  disappears  when  daily 
supplements  of  pyridoxine  are  given. 

Other  roles  have  been  suggested  for  this 
vitamin;  that  its  lack  may  be  associated 
with  alcoholic  convulsions  or  with  Parkin- 
sonism. Further  studies  are  awaited. 

Pantothenic  Acid}^  — If  a natural  syn- 
drome of  outstanding  lack  of  this  vitamin 
occurs,  it  is  not  known.  Experimental  de- 
privation is  accomplished  with  difficulty 
and  suggests  only  general  and  nonspecific 
effects,  among  which  may  be  sensory  neu- 
ropathy, tremor,  ataxia,  and  general  weak- 
ness. It  appears  possible  that  a deficiency 
of  this  vitamin  may  appear  with  deficiency 
of  others  of  the  B-group,  to  account  for  some 
of  the  variable  clinical  pictures. 

Cyanocobalamin  — This  is  the  well-known 
vitamin  Bj,.  Its  outstanding  deficiency  syn- 
drome has  been  discussed  in  the  chapter  on 
general  metabolic  disorders.  Vitamin  Bj2 
deprivation  usually  occurs  because  of  an  ab- 
sorptive defect  in  the  gastrointestinal  tract, 
commonly  due  to  lack  of  secretion  of  an 
“intrinsic  factor”  by  the  stomach,  which 
leads  to  failure  of  absorption  of  the  vitamin. 

Riboflavin  and  Folic  Acid  deficiencies  do 
not  demonstrate  neurologic  features. 

General  Vitamin  B Deficiency  — At  our 
present  state  of  knowledge  one  cannot  in- 
sist on  “pure”  syndromes  from  specific 
vitamin  B-factors.^^*^  In  clinical  practice. 


deficiencies  are  usually  multiple.  It  is  like- 
ly, too,  that  identical  or  overlapping  clinico- 
pathologic  syndrones  may  be  produced  by 
deprivation  of  any  one  of  several  vitamins 
B.  Retrobulbar  and  peripheral  neuropathies 
are  cited  as  examples. 

The  burning  feet  syndrome  may  be  an- 
other example,  possibly  caused  by  any  one 
*or  a combination  of  deficiencies  of  the 
vitamin  B-group.  This  is  an  outstanding 
sensory  neuropathy,  manifested  more  by 
subjective  discomfort  than  commensurate 
objective  findings.  The  main  pathologic 
changes  may  be  in  the  sensory  roots  or 
ganglia.^- The  distress  is  similar  to 
that  seen  with  diabetic  neuropathy,  worse 
at  night,  relieved  by  walking,  at  times 
paroxysmal  and  tabetic-like. 

Chi'onic  cerebeller  degeneration,  seen  with 
chronic  alcoholism,  may  be  related  to  pro- 
longed or  repeated  vitamin  B deficiency. 
Degeneration  of  the  corpus  callosum  (Mar- 
chiafava-Bignami’s  disease)  may  be  of  sim- 
ilar origin.  Found  in  chronic  alcoholics, 
this  disorder  reveals  major  but  diverse  cere- 
bral symptoms  (dementia,  convulsions,  focal 
deficits,  tremor,  rigidity). 

Diagnosis  is  established  by  pathologic 
study  which  demonstrates  marked  degenera- 
tion of  the  corpus  callosmum.^o- 

Central  pontine  myelinolysis,  also  appear- 
ing in  states  of  malnutrition  or  chronic  al- 
coholism, may  be  associated  with  recurrent 
or  longstanding  vitamin  B deficiency.  A 
central,  symmetrical  focus  of  demyeliniza- 
tion appears  in  the  base  of  the  pons  (basis 
pontis)  and  is  manifested  by  quadriplegia, 
facial  weakness,  dysarthria  and  dyspha- 
gia.io,  15, 16  Cerebral  cortieal  atrophy,  mani- 
fested by  dementia  (chronic  brain  syn- 
drome), may  also  result  from  cumulative  ef- 
fects of  vitamin  B deficiency.^®’ 

Vitamin  C — Deficiency  of  this  vitamin 
results  in  the  clinical  picture  of  scurvy. 
Neurologic  manifestations  are  noted  in  in- 
fancy, particularly  in  age  group  of  6 to  24 
months.  Besides  purpura,  petechiae  and 
bleeding  tendency,  one  may  note  also:^'^ 
Hyperirritability 

Generalized  tenderness,  hyperalgesia  (especial- 
ly legs) 

Immobility,  “pseudoparalysis” 

Pithed-frog  position,  lying  with  thighs  ab- 
ducted, externally  rotated,  legs  flexed 
Rarely,  intracerebral  or  subdural  hematoma 
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Scurvy  is  accompanied  by  multiple  defects 
which  lead  to  bleeding  tendency,  including 
changes  in  capillary  permeability,  thrombo- 
penia  and  reduction  in  plasma  coagulating 
factors.^* 

Vitamin  D — Neurologic  manifestations 
of  rickets  include 
Nystagmus 
Head  shaking 

Softening  of  skull  bones,  widened  sutures, 
delayed  fontanel  closure,  prominent  frontal 
bosses 
Kyphosis 

Tetany  (with  laryngospasm) 

Convulsions 
Delayed  walking 
Muscle  hypotonia 

Vitamin  — Deprivation  of  this  vita- 
min is  uncommon  although  it  may  appear 
in : 


Newborn  (transient) 

Severe  diarrhea 
Malabsorption  syndromes 
Biliary  or  hepatic  disease 
Severe  malnutrition 
Use  of  intestinal  antibiotics 

This  vitamin  is  also  synthesized  in  the  hu- 
man intestine  by  bacterial  flora.  Its  tran- 
sient absence  in  newborns  occurs  due  to  a 
lack  of  this  intestinal  flora.  Likewise,  in- 
testinal antibiotics  will  inhibit  this  action. 
The  lack  of  intestinal  formation  becomes  im- 
portant, of  course,  particularly  in  malnutri- 
tion states. 

The  resultant  bleeding  tendencies  have 
occasional  neurologic  implication,  particu- 
larly if  added  to  other  factors  that  may 
cause  hemorrhage,  such  as  birth  trauma 
(subarachnoid  or  cerebral  bleeding). 

(List  of  references  may  be  obtained  from  the 
author). 


TOO  MANY  DRUGS  BETTER  THAN  TOO  FEW 

Despite  the  seeming  inefficiencies  of  free  competition,  I,  as  a 
physician,  would  rather  be  deluged  with  more  medical  preparations 
than  be  forced  to  sit  idle  at  the  bedside  of  a patient  — doing  nothing 
because  there  are  not  enough  drags  to  save  lives  or  comfort  my 
patients.  As  the  president  of  a pharmaceutical  firai,  I would 
rather  be  accused  of  tiying  too  hard  to  market  my  useful  products 
than  to  default  on  marketing  and  — as  a result  — lose  sales  and 
thereby  increase  the  costs  of  products  to  the  consumer.  — Theodore 
Klumpp,  M.D.,  in  New  Medical  Materia,  June  1962. 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINIC— 

May  11  — Kearney,  Good  Samaritan  Hos- 
pital 

May  25  — McCook,  St.  Catherine’s  Hos- 
pital 

June  1 — Norfolk,  Norfolk  State  Hos- 
pital 

June  15  — Hastings,  Mary  Lanning  Hos- 
pital 

June  29  — O’Neil,  High  School  Building 

ANNUAL  SESSION  — Nebraska  State 
Medical  Association  — Sheraton-Fonten- 
elle  Hotel,  Omaha,  Nebraska,  May  13,  14, 
15,  1963. 

29th  ANNUAL  MEETING,  American  Col- 
lege of  Chest  Physicians  — June  13-17, 
1963;  Ambassador  Hotel,  Atlantic  City 
(combined  with  AMA  meeting). 

SECOND  INTERNATIONAL  CONFER- 
ENCE ON  CONGENITAL  MALFORMA- 
TIONS— Americana  Hotel,  New  York, 
July  15-19,  1963;  sponsored  by  National 
Foundation-March  of  Dimes.  Secretary, 
Stanley  E.  Henwood,  120  Broadway,  New 
York  5. 

AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

ANNUAL  MEETING  of  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation — August  26,  1963,  Shera- 
ton-Dallas  Hotel,  Dallas,  Texas.  Address: 
Doctor  Max  K.  Newman,  President,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  directed  that  the 
following  resolution  be  published  in  a con- 
spicuous place  in  the  Jornmal: 

Resolution — 

WHEREAS : The  practice  of  Pathology, 
both  clinical  and  anatomical,  has  been  de- 
clared repeatedly  to  be  the  practice  of  medi- 
cine by  the  American  Medical  Association, 
by  various  state  and  county  medical  societies, 
by  the  College  of  American  Pathologists  and 
other  special  professional  societies,  by  courts 
of  record  having  certain  legal  jurisdictions, 
and  by  opinions  of  record  of  attorneys  gen- 
eral of  certain  states,  and 

WHEREAS:  The  House  of  Delegates  of 
the  American  Medical  Association  in  1961 
stated  that,  “The  proper  conduct  of  labora- 
tory analyses  is  a medical  professional  re- 
sponsibility, and  all  specimens  for  such 
analysis  should  be  referred  to  laboratories 
supervised  by  fully  qualified  and  licensed 
physicians,”  and 

WHEREAS : The  final  report  of  the  com- 
mittee to  study  the  relationships  of  medicine 
with  Allied  Health  Professions  and  Services 
adopted  by  the  American  Medical  Associa- 
tion House  of  Delegates  in  1960,  states  that, 
“Services  which  involve  the  diagnosis  or 
treatment  of  nervous,  mental,  or  physical 
illnesses  or  disorders  of  individual  patients 
should  require  such  services  to  be  performed 
under  the  direct  supervision  of,  or  in  genuine 
collaboration  with,  a qualified  physician,” 
and 

WHEREAS : The  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  in 
February,  1962,  declared  itself  on  record  in 
support  of  these  principles  of  the  American 
Medical  Association,  and 

WHEREAS:  In  some  instances  labora- 
tory analyses  are  performed  in  the  State  of 
Nebraska  by  individuals  not  under  direct  or 
genuine  supervision  of  a qualified  and  li- 
censed physician ; or  under  conditions  which 
allow  division  of  fees  for  medical  services; 
and  without  any  regulation  by  any  super- 
vising or  licensing  board ; and 

WHEREAS : Such  practices  lead  to  the 
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immediate  and  ultimate  detriment  of  both 
patient  and  profession,  now  therefore  be  it 

RESOLVED : That  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation declare  that  the  performance  of  medi- 
cal laboratory  analyses  is  the  practice  of 
medicine,  and  be  it  further 

RESOLVED : That  laboratories  which 
perfoiTn  such  analyses  should  be  under  the 
direct  or  genuine  supervision  of  a quali- 
fied and  licensed  physician,  and  be  it  fur- 
ther 

RESOLVED  : That  any  licensed  physician 
and  surgeon  may  supervise  such  laboratory 
analyses,  and  be  it  further 

RESOLVED;  That  the  supervision  of 
laboratory  analyses  shall  be  considered  di- 
rect or  genuine  when  technical  personnel 
shall  perform  requested  examinations  in  ac- 
cordance with  techniques  and  quality  con- 
trols established  by  the  supervising  physi- 
cian; and  when  the  supervising  physician  is 
available  for  consultation  and  advice  when  it 
is  requested  by  the  referring,  inquiring 
physician,  and  be  it  further 

RESOLVED : That  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation declare  that  the  lending  of  one’s  name 
by  a physician  to  the  operation  of  a laboratory 
when  direct  or  genuine  supeiwision  does  not 
exist  as  outlined  above,  shall  be  considered 
unethical  conduct,  and  be  it  further 

RESOLVED;  That  inasmuch  as  the  per- 
formance of  laboratory  analyses  is  the  prac- 
tice of  medicine,  therefore  laboratories  per- 
forming such  analyses  must  be  operated  in 
conformity  with  the  Code  of  Ethics  of  the 
American  Medical  Association  in  regard  to 
advertising,  fees,  etc.,  and  be  it  further 

RESOLVED ; That  in  order  that  the  best 
interests  of  both  patient  and  profession  shall 
be  continually  served,  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Associa- 
tion call  upon  the  physicians  of  this  state  to 
refrain  from  submitting  specimens  for 
analysis  to  any  laboratory  not  operated  in 
conformity  with  the  Code  of  Ethics  of  the 
American  Medical  Association,  and  in  ac- 
cord with  this  resolution,  and  be  it  further 


RESOLVED ; That  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation direct  that  this  resolution  be  pub- 
lished in  a prominent  location  in  the  Journal 
of  the  Nebraska  State  Medical  Association 
for  the  information  of  all  its  member  physi- 
cians, and  that  it  take  whatever  other  steps 
are  necessary  to  advise  the  members  of  the 
above  mentioned  ethical  considerations. 


DEDICATION  OF  THE 
EUGENE  C.  EPPLEY  INSTITUTE 
FOR  RESEARCH  IN  CANCER 
AND  ALLIED  DISEASES 
University  of  Nebraska  College  of  Medicine 

June  9 and  10,  1963 

Plans  have  been  announced  for  the  dedi- 
cation of  the  Eugene  C.  Eppley  Institute  for 
Research  in  Cancer  and  Allied  Diseases,  at 
the  University  of  Nebraska  College  of  Medi- 
cine, in  Omaha.  The  formal  act  of  opening 
the  Institute  will  take  place  following  the 
College  of  Medicine  commencement  cere- 
monies, Sunday,  June  9th.  University  offi- 
cials will  join  with  representatives  of  the 
Eppley  Foundation  in  the  opening  exercises. 

On  Monday,  June  10,  the  First  Eugene  C. 
Eppley  Scientific  Symposium  - DNA  Disease, 
will  bring  leaders  in  the  field  of  cancer  re- 
search in  the  United  States  to  the  Institute 
to  discuss  aspects  of  cancer,  birth  defects 
and  virus  disease,  which  have  an  important 
bearing  upon  the  future  of  medical  prac- 
tice. This  scientific  program  is  open  at  no 
charge  to  the  physicians  of  Nebraska  and  the 
surrounding  states.  The  group  will  meet 
in  the  seminar  room  of  the  new  building 
beginning  at  9 a.m. 

DNA  Disease  has  been  chosen  as  the  sub- 
ject for  this  first  symposium  because  of  the 
underlying  disorders  of  desoxyribosenucleo- 
protein  metabolism  which  are  now  known  or 
inferred  to  occur  in  each  of  the  group  of  dis- 
ease under  discussion  during  the  symposium. 

The  opening  of  the  Institute  marks  a sig- 
nificant milestone  in  the  history  of  Nebraska 
medicine.  1963  marks  the  fiftieth  anniver- 
sary of  the  first  medical  class  to  be  taught 
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on  the  present  site  of  the  College  of  Medi- 
cine. This  research  institute  represents  the 
culmination  of  years  of  planning  by  the 
University  and  College  of  Medicine  admin- 
istration and  faculty,  bringing  the  facilities 
of  the  medical  campus  one  step  nearer  to 
the  optimum  needed  for  undergraduate,  post- 
graduate, and  continuing  medical  education. 

The  Institute,  which  has  no  beds  for  pa- 
tient-care, has  been  planned  as  a flexible  ad- 
junct to  the  present  research  laboratories 
and  patient-care  areas  of  the  College  of  Med- 
icine and  University  Hospital.  It  is  con- 
nected by  several  tunnels  to  these  facilities, 
giving  students,  faculty  and  staff  ready  ac- 
cess in  either  direction. 

All  senior  staff  members  of  the  Institute 
will  have  professional  faculty  rank  in  the 
College  department  appropriate  to  their 
training.  In  matters  of  departmental  teach- 
ing and  administration  they  will  be  regard- 
ed as  any  other  faculty  member  of  the  Col- 
lege of  Medicine. 

Initial  research  activities  of  the  Institute 
will  include  studies  of  the  pathogenesis  of 
aging  and  cancer,  drug  and  hormonal  effects 
on  the  central  nervous  system,  investigation 
of  the  relationship  of  parathyroid  disease  to 
“osteoporosis,”  human  genetic  studies,  the 
development  of  new  anticancer  drugs,  and 
improvement  in  methods  of  cancer  chemo- 
therapy. An  active  preventive  medical  sec- 
tion is  planned,  working  closely  with  the 
State  Health  Department,  and  other  agencies 
both  public  and  voluntary,  in  the  eradication 
of  cancer  as  a cause  of  death  in  Nebraska. 

From  an  educational  standpoint  it  is  hoped 
that  the  Institute  will  become  a major  area 
for  postgraduate  and  continuing  education 
of  practitioners  and  teachers  of  medicine,  as 
well  as  a magnet  to  attract  young  people 
of  high  school  and  college  age  to  careers  in 
the  health  sciences.  The  Institute  will  also 
act  as  a bridge,  covering  the  widening  gap 
between  the  accelerating  knowledge  of  the 
fundamental  aspects  of  life  processes,  and 
the  application  of  that  new  knowledge  to  the 
prevention  and  treatment  of  disease. 

The  Director  of  the  Institute,  Dr.  Henry 
M.  Lemon,  hopes  that  the  physicians  of  Ne- 


braska will  fully  utilize  the  educational  and 
research  facilities  of  the  Institute  as  they 
develop  in  the  years  to  come. 

A banquet  will  be  held  Monday  evening 
following  the  scientific  program,  in  honor 
of  the  dedication  of  the  Institute.  The  pub- 
lic is  invited  to  hear  Dr.  Sidney  Farber,  Di- 
rector of  the  Children’s  Cancer  Research 
Foundation,  and  Professor  of  Pathology  at 
Harvard  Medical  School,  deliver  the  prin- 
cipal address  at  the  banquet,  to  be  held  at  the 
Sheraton-Fontenelle  Hotel  Ballroom. 

A detailed  program  follows: 

Monday,  June  10,  1963 
FIRST  EUGENE  C.  EPPLEY  SCIENTIFIC 
SYMPOSIUM 
DNA  DISEASE 
Monday  Morning 

9:00  Dean  J.  Perry  Tollman,  MD,  Welcome 

9:05  H.  M.  Lemon,  MD,  Introduction  to  Scien- 
tific Program 

9:10  Robert  J.  Huebner,  MD,  Chief  Laboratoiy 
of  Infectious  Diseases,  National  Institute 
of  Allergy  and  Infectious  Diseases,  Na- 
tional Institutes  of  Health:  “VIRUSES 
AND  CARCINOGENESIS” 

10:00  Roy  Hertz,  MD,  PhD,  Chief  Endocrinology 
Branch,  National  Cancer  Institute,  Na- 
tional Institutes  of  Health:  “CHEMO- 
THERAPY OF  ADULT  NEOPLASTIC 
DISEASE” 

11:00  Sidney  Farber,  MD,  Director  Children’s  Can- 
cer Research  Foundation,  Boston,  Profes- 
sor of  Pathology,  Harvard  Medical  School: 
“PROGRESS  IN  THE  CONTROL  OF 
CANCER  IN  CHILDREN” 

Monday  Afternoon 

Noon  to 

1:30  Buffet  Luncheon,  Conkling  Hall 

1:30  H.  M.  Lemon,  MD,  Introduction 

1:35  Mr.  Elton  Loucks,  President,  Eugene  C.  Ep- 
pley  Foundation  Board  of  Ti-ustees 

1:40  Panel  Discussion:  “DRUGS,  VIRUSES,  AND 
BIRTH  DEFECTS” 

Moderator:  M.  J.  Carver,  PhD,  Associate 

Research  Professor,  Departments  of  Neu- 
rology, Psychiatry,  and  Biochemistry,  Uni- 
versity of  Nebraska  College  of  Medicine 
Panelists: 

James  Eisen,  PhD,  Assistant  Professor  of 
of  Human  Genetics,  Department  of  Neu- 
rology and  Psychiatry,  University  of  Ne- 
braska College  of  Medicine 
M.  Lois  Murphy,  MD,  Member  Professional 
Staff  of  Sloan-Kettering  Institute  for 
Cancer  Research,  Associate  Professor  of 
Pediatrics,  Cornell  University  Medical 
College  (Nebraska  ’44) 
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T.  R.  Pfundt,  MD,  Professor  and  Chairman 
Department  of  Pediatrics,  Creighton  Uni- 
versity School  of  Medicine,  Director  Birth 
Defects  Clinic,  Childrens  Memorial  Hos- 
pital, Omaha 

Raymond  M.  Rice,  MD,  Vice  President'  for 
Medical  Affairs,  Eli  Lilly  and  Company, 
Indianapolis  (Nebraska  ’29) 

E.  L.  Stair,  Jr.,  DVM,  Instructor,  Depart- 
ment of  Veterinary  Science,  College  of  Ag- 
riculture, University  of  Nebraska 

3:00  to 

3:30  Intermission 

3:30  Panel  Discussion:  “INHIBITION  OF  VIRAL 
GROWTH” 

Moderator:  H.  W.  McFadden,  Jr.,  MD,  Pro- 
fessor and  Chainnan,  Department  of  Medi- 
cal Microbiology,  University  of  Nebraska 
College  of  Medicine 

Panelists: 

Normal  H.  Cromwell,  PhD,  Regents  Profes- 
sor of  Chemistry,  University  of  Nebraska 

Monto  Ho,  MD,  Associate  Professor  of  Mi- 
crobiology, Graduate  School  of  Public 
Health,  University  of  Pittsburgh 

Robert  J.  Huebner,  MD,  Chief  Laboratory 
of  Infectious  Diseases,  National  Institute 
of  Allergy  and  Infectious  Diseases,  Na- 
tional Institutes  of  Health 

Igor  Tamm,  MD,  Associate  Professor,  Rocke- 
feller Institute,  New  York  City 

Roberta  White,  PhD,  Assistant  Professor  of 
Medical  Microbiology,  University  of  Ne- 
braska College  of  Medicine  (Nebraska 
A.B.,  ’48,  M S.  ’54) 

George  A.  Young,  DVM,  Professor  and 
Chairman  Department  of  Veterinary  Sci- 
ence, College  of  Agriculture,  Lincoln 

4:45  Closing  Remarks,  H.  M.  Lemon,  MD 

7:00  Banquet,  Sheraton-Fontenelle  Ballroom 

Speaker:  Sidney  Farber,  MD 


Medicare  in  Operation 

Coverage  for  Out-patient  Care — 

Although  Medicare  provides  primarily  for 
professional  services  during  hospitalization 
and  does  not  permit  medical  care  normally 
considered  to  be  outpatient  care  at  Govern- 
ment expense,  certain  limited  benefits  are 
authorized  as  indicated : 

1.  Payment  is  authorized  in  an  amount 
not  to  exceed  $75  at  government  ex- 
pense for  necessary  diagnostic  tests 
performed  or  authorized  by  the  at- 
tending physician  prior  to  being  hos- 
pitalized for  the  same  injury  or  sur- 
gery performed  while  the  patient  is 
hospitalized. 


2.  Payment  not  to  exceed  $50  for  neces- 
sary tests  for  proper  after-care  of  the 
same  injury  or  surgery  performed 
while  patient  is  hospitalized. 

3.  The  authorized  payments  for  the 
treatment  of  a bodily  injury  when 
a patient  is  hospitalized. 

4.  The  authorized  payments  for  the 
treatment  of  a bodily  injury  when  a 
patient  is  not  hospitalized,  including 
any  diagnostic  and  therapeutic  tests 
and  procedures  authorized  by  the  at- 
tending physician,  are  limited  to  the 
treatment  of  fractures,  dislocations, 
lacerations,  and  other  wounds.  The 
patient  or  the  sponsor  is,  however,  re- 
quired to  pay  the  first  $15  of  the 
physician’s  charges  for  allowed  serv- 
ices. 

Those  instances  during  the  period  of  hos- 
pitalization when  treatment  by  the  use  of 
X ray,  radium,  or  radio-isotopes  is  pre- 
scribed, may  be  carried  out  on  an  outpatient 
basis.  The  allowance  payable  to  a physician 
or  surgeon  for  treatment  in  a hospital  for 
an  approved  surgical  procedure  or  a bodily 
injury  shall  include  prehospitalization  care 
and  normal  after  care. 


PRIMARY  CARCINOMA  OF  THE 
DUODENUM 

Four  patients  who  had  resection  for  pri- 
mary carcinoma  of  the  duodenum  by  the  au- 
thor are  presented.  Two  are  alive  and  well 
86  months  and  25  months  respectively  after 
the  operation.  The  prognosis  for  patients 
with  duodenal  cancer  subjected  to  radical 
operation  is  apparently  suprisingly  good. 
Eight  of  19  collected  cases  survived  for  5 
years.  It  is  important  to  distinguish  be- 
tween primary  carcinoma  of  the  duodenum, 
which  secondarily  invades  the  pancreas,  and 
primary  carcinoma  of  the  head  of  the  pan- 
creas, for  appropriate  resection  of  the  pri- 
mary lesion  may  result  in  cure.  Radical  pan- 
creaticoduodenectomy is  the  operation  of 
choice  for  most  primary  carcinomas  of  the 
duodenum. 

(R.  E.  Benson,  Ann  Surg  157:204,  Febr,  1963). 
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SHERATON-FONTENELLE  HOTEL 
OMAHA 

MAY  13-14-15,  1963 


THINGS  YOU  SHOULD  KNOW 

REGISTRATION — Mezzanine,  Sheraton  - Fontenelle 
Hotel,  8:30  a.m.,  Monday,  Tuesday  and  Wed- 
nesday, May  13,  14,  15,  1963. 

GENERAL  SESSIONS— Ballroom  and  Sheraton 
North. 

FUN  NIGHT  — 7:00  p.m.,  Monday,  May  13.  Tour 
of  Storz  Brewery.  Only  75  persons  can  be  ac- 
commodated on  this  tour,  so  it’s  first  come  — 
first  served.  Tickets  will  be  at  the  registration 
desk. 

7:30  p.m.,  Monday,  May  13.  Cinerama  — those 
who  do  not  wish  to  go  on  the  above  tour  can 
go  to  “The  Wonderful  World  of  the  Brothers 
Grim”  at  the  Indian  Hills  Cinerama  Theatre. 
Please  register  at  the  registration  desk  if  you 
plan  to  attend  this  event. 

7:00  p.m.,  Monday,  May  13.  — Excursion  Boat 
Ride  on  the  Missouri  River.  Cocktails,  Dinner 
and  Cards.  Limit  is  70  persons,  first  come  — 
first  served.  Tickets  will  be  available  at  the 
registration  desk. 

PAST  PRESIDENT’S  BREAKFAST— Tuesday,  8:00 
a.m..  May  14,  1963,  Forum  Room. 

SOCIAL  HOUR — Honoring  the  President  and  the 
President  of  the  Woman’s  Auxiliary.  Sheraton 
North,  Sheraton-Fontenelle  Hotel,  6:00  p.m., 
Tuesday,  May  14,  1963. 

BANQUET — Ballroom,  Sheraton-Fontenelle  Hotel, 
7:00  p.m.,  Tuesday,  May  14,  1963.  Presenta- 
tion of  50-year  pins.  Guest  speaker.  The'  Hon- 
orable Walter  H.  Judd,  Washington,  D.C. 

LEGISLATIVE  LUNCHEON  — Wednesday,  12:30 
p.m..  May  15,  1963.  Luncheon  for  all  members 
of  the  Nebraska  State  Medical  Association  and 
the  Auxiliary  to  the  Nebraska  State  Medical 
Association. 

LEGISLATIVE  CONFERENCE— Wednesday,  2:00 
p.m..  May  15,  1963.  Conference  for  all  members 
of  the  Association  and  the  Auxiliary  presented 
by  Mr.  Frank  K.  Woolley,  Chicago,  Illinois, 
Field  Representative,  American  Medical  Asso- 
ciation. 

GOLF  TOURNAMENT  — Omaha  Country  Club, 
Wednesday,  May  15,  1963,  1:00  p.m.,  Lee  Retels- 
dorf,  M.D.,  Omaha. 

TRAP  SHOOT  — Omaha  Country  Club,  Wednesday, 
May  15,  1963,  1:00  p.m.,  S.  M.  Truhlsen,  M.D., 
Omaha. 

BOWLING  — Rose  Bowl  Lanes,  Wednesday,  May 
15,  1963,  1:00  p.m.,  Maurice  Steinberg,  M.D., 
Omaha. 

SPORTSMAN’S  DINNER  — Omaha  Country  Club, 
Wednesday,  May  15,  1963,  6:30  p.m. 

AMPAC  PROGRAM  — Sunday,  May  12,  1963,  2:00 
p.m.,  Sheraton-Fontenelle  Hotel,  Forum  Room. 
All  members  cordially  invited  to  attend. 

ALUMNI  LUNCHEON  — University  of  Nebraska 
College  of  Medicine,  Wednesday,  May  15,  1963, 
12:15  p.m..  Forum  Room. 

POYNTER  FOUNDATION  — Dinner  and  Lecture, 
Sunday,  May  12,  1963,  6:15  p.m.,  Blackstone 
Hotel  Ballroom. 
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O.  A.  KOSTAL,  M.D. 
President  1962-1963 


R.  F.  SIEVERS,  M.D. 
President  1963-1964 


E.  H.  Baxter,  M.D. 

Columbus,  Ohio 

Graduated  from  the  Ohio  State 
University  College  of  Medicine 
in  1918  ; Professor  and  Chair< 
man,  Department  of  Pediatrics, 
The  College  of  Medicine,  Ohio 
State  University ; Special  in- 
terest in  Secondary  School  Ed- 
ucation and  Facilities ; Studies 
of  Medical  Curricula,  and  Pre- 
ventive Pediatrics ; avocations 
are  the  practice  of  medicine 
and  travel. 


Herman  T.  Blumenthal, 
M.D. 

St.  Louis,  Missouri 

Graduated  from  Washington 
University  School  of  Medicine 
in  1942 : Director,  Clinical  Re- 
search Program  on  Aging,  Vet- 
erans Administration  Hospital : 
Gerontological  Research  Asso- 
ciate, Graduate  School,  Wash- 
ington University  : Past  Chair- 
man and  Member,  Executive 
Council,  Missouri  Division,  So- 
ciety for  Experimental  Biology 
and  Medicine : Present  Treasur- 
er, Gerontological  Society  and 
International  Associat-on  of  Ger- 
ontology : has  written  approxi- 
mately 100  papers  in  Scientific 
Journals  ; Co  - author,  "Pan- 
creatitis — A Clinico-Patho- 
logical  Correlation,”  Editor, 
“Clinical  and  Medical  Aspects 
of  Aging”  and  “Cowdry's  Ar- 
teriosclerosis— A Survey  of  the 
Problem  avocations  are  music 
and  construction. 


Lewis  M.  Brand,  M.D. 

Saskatoon,  Saskatchewan, 
Canada 

Graduated  from  the  University 
of  Manitoba  Faculty  of  Medi- 
cine in  1949  : Clinical  Teacher, 
University  of  Saskatchewan 
College  of  Medicine ; On  the 
staff  of  University  & St. 
Paul’s  City  Hospitals  at  Sas- 
katoon : Member,  Joint  Com- 

mittee on  Hospital  Nursing  and 
Medical  Services,  for  College  of 
Physicians  and  Surgeons: 
served  as  Surgeon  Lieutenant 
Commander,  Royal  Canadian 
Naval  Reserve;  was  candidate 
for  Provincial  Legislature  in 
1960 ; is  Vice  President,  P^ 
gressive  Conservative  Associa- 
tion of  Saskatchewan,  which  is 
a Political  Party ; avocation  is 
photography. 
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Raymond  Geo.  E. 

Bunge,  M.D. 

Iowa  City,  Iowa 

Graduated  from  the  University 
of  Michigan  Medical  School  in 
1936 : is  Professor  of  Urology, 
State  University  of  Iowa  Col- 
lege of  Medicine ; has  written 
62  papers  dealing  with  various 
urologic  of  medicine : special 

interests  and  research  are  in 
intersexuality  and  male  infer- 
tility : served  as  a Captain  in 
the  Medical  Corps  of  the  Air 
Force : avocations  are  painting 
and  drawing,  fishing,  and  be- 
ing an  amateur  radio  operator. 


G.  J.  Fruthaler,  Jr,,  M.D. 

New  Orleans*  Louisiana 

Graduated  from  Tulane  Univer- 
sity School  of  Medicine  in 
1948 ; is  Assistant  Professor  of 
Clinical  Pediatrics  at  Tulane; 
on  the  Pediatric  staff  of  Ochs- 
ner  Foundation  Hospital ; Con- 
sultant in  Pediatrics  to  Kees- 
ler  Air  Force  Hospital,  Long 
Charity  Hospital ; is  vice  chair- 
man of  the  Louisiana  Chapter 
of  the  American  Academy  of 
Pediatrics ; past  president  of 
the  New  Orleans  Pediatric  So- 
ciety ; his  special  interest  is  al- 
lergic disease  in  childhood  ; has 
written  many  publications,  and 
is  Official  Examiner  of  the 
American  Board  of  Pediatrics ; 
his  avocation  is  American  His- 
tory. 


Louis  T.  Byars,  M.D. 

St.  Louis*  Missouri 

Graduated  from  the  Washing- 
ton University  School  of  Medi- 
cine in  1932  ; is  Associate  Pro- 
fessor of  Clinical  Surgery, 
Washington  University  School 
of  Medicine ; Past  President, 
St.  Louis  Surgical  S o c i e t y* 
American  Board  of  Plastic 
Surgery,  American  Society  of 
Plastic  and  Reconstructive  Sur- 
gery : Member  Board  of  Re- 

gents, American  College  of 
Surgeons ; has  written  numer- 
ous contributions  to  books  and 
medical  journals  on  vari- 
ous subjects  in  plastic  surgery 
and  treatment  of  head  and 
neck  cancer. 


Arthur  Grollman,  M.D. 

Dallas*  Texas 

Graduated  from  Johns  Hopkins 
University  School  of  Medicine 
in  1930 ; is  Professor  and 
Chairman,  Department  of  Ex- 
perimental Medicine,  Univer- 
sity of  Texas  Southwestern 
Medical  School:  attending 

physician  Parkland  Memorial 
Hospital  ; consultant,  U.S.  Vet- 
erans Hospital  and  Food  and 
Drug  Administration  : member. 
Revision  Committee,  U.S.  Phar- 
macopeia : author  of  “Pharma- 

cology and  Therapeutics”  and 
editor  of  “Physiological  Basis 
of  Medical  Practice:”  avocation 
is  travel. 


George  M.  Fister,  M.D. 

Ogden,  Utah 

Graduated  from  the  Rush 
Medical  College  in  1918 : As- 
sumed office  as  the  116th 
President  of  the  American 
Medical  Association  in  June, 
1962 : Took  postgraduate  work 
in  urology  in  London  and  Vi- 
enna : Past  president  of  West- 
ern Swtion  of  the  American 
Urological  Association  : Clinical 
lecturer  in  surgery  at  the 
University  of  Utah  College  of 
Medicine : has  written  a num- 
ber of  scientific  papers  on  va- 
rious types  of  genitourinary 
tract  diseases  which  have  ap- 
peared in  national  publica- 
tions : Member  of  the  Board  of 
Regents  of  the  University  of 
Utah  : serves  as  a consultant  to 
the  surgeons  general  of  the 
Navy  and  Air  Force,  and  is  a 
member  of  the  medical  advisory 
staff  of  SS  Hope. 


Robert  E.  Hodjjes,  M.D. 

Iowa  City,  Iowa 

Graduated  from  the  State 
University  of  Iowa  College  of 
Medicine  in  1947  : received  M.S. 
Degree  in  Physiology  in  1949  ; 
Diplomat,  American  Board  of 
Internal  Medicine  in  1954  : is 
Associate  Professor  of  Internal 
Medicine,  State  University  of 
Iowa  College  of  Medicine:  was 
Secretary-Treasurer,  American 
Society  for  Clinical  Nutrition 
in  1960 ; Associate  Editor, 
Journal  of  Laboratory  and 
Clinical  Medicine:  member, 

Central  Clinical  Research  Club, 
American  Institute  of  Nutri- 
tion, American  Society  for  Clin- 
ical Nutrition,  and  numerous 
others : served  in  the  Armed 

Forces  ; has  written  33  publica- 
tions : avocation  is  photography. 
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Ernest  B.  Howard.  M.D. 

Chicago,  Illinois 

Graduated  from  Boston  Uni- 
versity Medical  School  in  1936  ; 
received  Master  of  Public 
Health  degree  from  Harvard 
School  of  Public  Health  in 

1941  ; served  as  Director  of  the 
Division  of  Venereal  Disease 
Control  Massachusetts  Depart- 
ment of  Public  Health.  1940- 

1942  ; served  in  the  U.S.  Army. 
1942-1945 ; served  as  chief  of 
the  United  States  Department 
of  State  Health  Mission  to 
Peru.  1946-1947,  in  recognition 
of  his  service,  received  Peru’s 
highest  decoration,  the  Order 
of  the  Sol  : served  as  assistant 
executive  vice  president  of  the 
American  Medical  Association 
since  1948. 


Francis  M.  Insersoll,  M.D. 

Newton,  Massachusetts 

Graduated  from  the  Harvard 
Medical  School  in  1938 : is 

clinical  associate  in  Gynecology 
in  Harvard  Medical  School  ; as- 
sociate visiting  surgeon,  Massa- 
chusetts General  Hospital  ; 
Gynecologist  at  New  England 
Deaconess  Hospital ; is  a mem- 
ber of  the  American  Associa- 
tion of  Obstetrics  and  Gyne- 
cologj’  the  New  England  Sur- 
gical Society,  and  the  Ameri- 
can College  of  Obstetrics  and 
Gynecologj' ; special  interests 
are  Gynecological  Carcinoma, 
Endocrinology,  and  Stein- 
Leventhal  Syndrome : avocation 
is  a New  Hampshire  tree  farm. 


James  C.  Melby,  M.D. 

Boston,  Massachusetts 

Graduated  from  the  University 
of  Minnesota  Medical  School 
in  1953  : Associate  Professor 

of  Medicine,  Boston  University 
School  of  Medicine : Head  of 

the  Section  on  Endocrinology. 
Massachusetts  Memorial  Hos- 
pitals and  Robert  Da  w s o n 
Evans  Memorial  Research  Lab- 
oratories ; visiting  physician, 
Boston  City  Hospital  ; member 
of  the  American  Association 
for  the  Advancement  of  Sci- 
ence. American  Chemical  So- 
ciety, Councilor,  American  Fed- 
eration for  Clinical  Research. 
American  Society  of  Clinical 
Investigation ; served  in  the 
U.S.  Army  1946-1948  : has  writ- 
ten numerous  articles : special 

interests  are  Steroid  Hormone 
Metabolism,  Mechanism  of  Ac- 
tion of  Steroid  Hormones  ; avo- 
cations are  music,  sports. 


Honorable  Walter  H.  Judd 

Washington,  D.C. 

Graduated  from  the  University 
of  Nebraska  College  of  Medi- 
cine in  1923  : Fellowship  in 

Surgery,  Mayo  Foundation 
1934 ; served  as  medical  mis- 
sionary to  China  for  10  years : 
served  10  terms  as  a Member 
of  Congress  from  Minnesota ; 
member  of  Committee  on  For- 
eign Affairs  for  16  years  : Dele- 
gate to  General  Assembly  of 
the  United  Nations  in  1957  : 
Delegate  to  the  World  Health 
Organization  Assembly  in 
1950  and  1958 ; served  in  U.S. 
Army  1918-1919  ; recipient  of 
honorary  doctorate  degrees  from 
18  universities ; member  Phi 
Beta  Kappa.  Alpha  Omega 
Alpha,  Phi  Rho  Sigma : voted 
by  colleagues  one  of  five  most 
influential  Members  of  minor- 
ity party  in  Congress  in  1962. 


Foster  Matchett,  M.D. 

Denver,  Colorado 

Graduated  from  the  University 
of  Nebraska  College  of  Medicine 
in  1932  ; Clinical  Associate  Pro- 
fessor of  Orthopaedics,  Univer- 
sity of  Colorado  School  of  Medi- 
cine ; Consultant  in  Ortho- 
paedics, Fitzsimons  General 
Hospital,  Denver ; Consultant 
to  the  Veterans  Administration  ; 
served  as  Chief  of  Orthopaedic 
Surgerj’  to  the  29th  General 
Hospital  while  in  the  service; 
research  with  the  development 
of  the  Matchett  and  Brown 
Vitallium  Intramedullary  H i p 
Prosthesis  ; has  written  various 
articles  on  Orthopaedic  tech- 
niques ; avocations  are  water 
skiing,  movies,  gardening,  trav- 
eling,  and  teaching. 


Wilford  B.  Neptune,  M.D. 

Boston,  Massachusetts 

Graduated  from  Ohio  State 
University  College  of  Medicine 
in  1944  : Associate.  Over- 
holt Thoracic  Clinic  : Thoracic 
Surgeon,  New  England  Dea- 
coness and  New  England 
Baptist  Hospitals,  Boston  ; Cer- 
tified by  the  Board  of  General 
and  Thoracic  Surgery  : Member, 
American  Association  of  Thor- 
acic Surgeons ; Fellow,  Ameri- 
can College  of  Surgeon^.. 
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Melvin  P.  Osborne,  M.D. 

Boston.  Massachusetts 

iGraduated  from  the  Harvard 
Medical  School  in  1942  ; Assist- 
ant Clinical  Professor  of  Sur- 
gery. Harvard  Medical  School  ; 
Acting  Director  and  Visiting 
Surgeon.  Fifth  (Harvard  I Sur- 
gical Service  and  Sears  Surgical 
i Laboratory ; Chief  of  Surgery. 
The  Faulkner  Hospital  : Fellow, 
(American  College  of  Surgeons; 
Member.  International  Society 
tfor  Surgery  : served  in  the  U.S. 
Medical  Corps,  1943-1946;  re- 
search interests  and  publica- 

itions  concerning  Massive  Upper 
Gastrointestinal  Tract  Bleeding. 
Surgical  Treatment  for  Pancre- 
latitis  and  its  Complications,  and 
I research  concerning  the  Rela- 
I tionship  Between  Pancreatic 

I Function  and  Gastric  Secretion  ; 
avocations  are  wilderness  canoe 
travel,  skiing,  and  duck  hunt- 
ing. 


I 


Raymond  D.  Pruitt,  M.D. 

Houston,  Texas 

Graduated  from  the  University 
of  Kansas  School  of  Medicine 
in  1939  ; Professor  and  Chair- 
man. Department  of  Medicine, 
Baylor  University  College  of 
Medicine ; Chief  of  Medicine, 
Jefferson  Davis  Hospital  ; for- 
merly Professor  of  Medicine 
and  Chief  of  Medicine  for  Med- 
ical Education,  the  Mayo 
Foundation,  Graduate  School, 
University  of  Minnesota  1954- 
1959  ; Editorial  Board,  Ameri- 
can Heart  Journal  and  Circula- 
tion : Council  Member,  Associa- 
tion of  University  Cardiologists  ; 
Association  of  Professors  of 
Medicine ; special  interests  are 
Cardiovascular  diseases,  electro- 
cardiography, clinical  and  ex- 
perimental : and  medical  edu- 

cation. 


Paul  R.  Schloerb,  M.D. 

Kansas  City,  Kansas 

Graduated  from  University  of 
Rochester  School  of  Medicine 
in  1944  ; Associate  Professor 
of  Surgery,  University  of  Kan- 
sas Medical  Center ; Fellow, 
American  College  of  Surgeons  ; 
the  Society  of  University  Sur- 
geons : Diplomate,  American 

Board  of  Surgery  ; American 
Federation  for  Clinical  Resi- 
dents ; served  in  the  U.S.  Navy 
1945  - 1946,  Medical  C o r p s. 
1953-1955  : special  interests  are 
Surgical  Physiology,  Flu  i d- 
Electrolyte  Metabolism.  Kidney 
Failure  with  various  publica- 
tions in  these  subject  areas. 


Max  Samter,  M.D. 

Chicago,  Illinois 

Graduated  from  Friedrich- 
Wilhelms  - Universitat  Medizin- 
ische  Fakultat,  Berlin,  Prus- 
sia, in  1931  : Pi’ofessor  of  Medi- 
cine, University  of  Illinois 
College  of  Medicine;  Attend- 
ing Physician  and  Chief,  Aller- 
gy Clinic,  University  of  Illi- 
nois Research  and  Educational 
Hospitals ; Past  President, 
American  Academy  of  Allergy ; 
served  M.C.A.U.S.  1943-1946. 


Robert  Glenn  Ravdin, 
M.D. 

Philadelphia,  Pennsylvania 

Graduated  from  the  University 
of  Pennsylvania  School  of  Medi- 
cine in  1945 ; Associate  Profes- 
sor of  Surgery,  University  of 
Pennsylvania  School  of  Medi- 
cine: Attending  Surgeon,  Hos- 
pital. University  of  Pennsyl- 
vania : Fellow  of  the  American 
College  of  Surgeons  ; Cancer 
Commission.  Pennsylvania  State 
Medical  Society ; Member, 
Board  of  Censors,  Philadelphia 
County  Medical  Society ; Hoi- 
sted Society ; served  in  the 
U.S.  Medical  Coi*ps,  1946-1949  ; 
special  interests  are  mainly  in 
Cancer  therapy  and  related 
problems. 


Frank  Shubeck,  M.D. 

Portland,  Oregon 

Graduated  from  the  University 
of  Michigan  Medical  School  in 
1953  ; Assistant  Professor,  Ob- 
stetrics - Gynecology.  University 
of  Oregon  Medical  School  ; Nor- 
man F.  Miller  Gynecological 
Society ; Washtenaw  County 
Medical  Society ; American  As- 
sociation for  the  Advancement 
of  Science : Oregon  Society  of 
Obstetricians  and  Gynecologists  ; 
served  in  the  U.S.  Naval  Re- 
serve, 1943-1946  ; interests  and 
research  in  Electronics  in  Medi- 
cine and  Uterine  Physiology ; 
has  written  numerous  articles ; 
avocation  is  photography. 
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Frank  K.  Woolley 

Chicago,  Illinois 

Received  law  Degree  from  the 
Kansas  City  University ; was  a 
Federal  official  for  18  years ; 
in  1943  was  appointed  by  the 
President  and  confirmed  by  the 
Senate  as  Vice  President  of 
the  Board  of  Directors  of  the 
Commodity  Credit  Corporation ; 
in  1951  became  Legislative 
Counsel  for  the  American  Farm 
Bureau  Federation ; traveled  as 
a government  official  through- 
out the  United  States,  North 
America.  Europe,  and  Africa ; 
is  presently  Field  Representa- 
tive for  the  American  Medical 
Association. 


Technical  Exhibitors 

Abbott  Laboratories,  North  Chicago,  Illinois 
Blue  Cross-Blue  Shield,  Omaha,  Nebraska 
Ciba  Pharmaceutical  Products,  Summit,  New  Jersey 
Coca-Cola  Company,  Atlanta,  Georgia 
Cusack-Harmon  Company,  Omaha,  Nebraska 
Dictaphone  Corporation,  Omaha,  Nebraska 
Harold  Diers  & Company,  Omaha,  Nebraska 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 
Dorsey  Laboratories,  Lincoln,  Nebraska 
International  Business  Machines,  Omaha,  Nebraska 
Eli  Lilly  & Company,  Indianapolis,  Indiana 
Hugo  Heyn  Company,  Omaha,  Nebraska 
Marion  Laboratories,  Kansas  City,  Missouri 
Mead  Johnson  Laboratories,  Evansville,  Indiana 
Medical  Protective  Company,  Fort  Wayne,  Indiana 
Medcolator,  Watei’loo,  Iowa 

Mutual  Benefit  Life  Insurance  Company,  Omaha, 
Nebraska 

Parke  Davis  & Company,  Detroit,  Michigan 
Pfizer  Laboratories,  New  York,  New  York 
Physicians  & Hospitals  Supply  Company,  Minne- 
apolis, Minnesota 

International  Latex  CoiTJoration,  New  York,  New 
York 

Professional  Credit  Protective  Bureau,  Lincoln, 
Nebraska 

A.  H.  Robins  Company,  Richmond,  Virginia 
Roche  Laboratories,  Nutley,  New  Jersey 
W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania 

Julius  Schmid,  Incorporated,  New  York,  New  York 
G.  D.  Searle  & Company,  Chicago,  Illinois 
E.  R.  Squibb  & Sons,  New  York,  New  York 
Statistical  Accounting,  Omaha,  Nebraska 
System  Sales,  Omaha,  Nebraska 
Ulmer  Pharmacal  Company,  Minneapolis,  Minnesota 
Warren-Teed  Products  Company,  Columbus,  Ohio 
Winthrop  Laboratories,  New  York,  New  York 


r 


President 

R.  F.  Sievers,  M.D.  Blair 

Vice  President 

R.  S.  Wycoff,  M.D. Lexington 

Secretary-Treasurer 

John  T.  McGreer,  Jr.,  M.D. Lincoln 

Executive-Secretary 

Kenneth  Neff  Lincoln 

Board  of  Councilors 

District  Term  Expires  | 

1.  Harold  Neu,  M.D.,  Omaha 1963 

2.  R.  E.  Garlinghouse,  M.D.,  Lincoln 1963  ■ 

3.  W.  W.  Waddell,  M.D.,  Beatrice 1963  | 

4.  George  Salter,  M.D.,  Norfolk 1963 

5.  R.  C.  Reeder,  M.D.,  Fremont 1964 

6.  C.  L.  Andei'son,  M.D.,  Stromsburg 1964 

7.  H.  V.  Nuss,  M.D.,  Sutton 1964  j 

8.  Rex  W’ilson,  M.D.,  Ainsworth 1964  ' 

9.  Dan  Nye,  M.D.,  Kearney 1965 

10.  L.  S.  McNeill,  M.D.,  Hastings 1965  ■ 

11.  Max  Raines,  M.D.,  North  Platte 1965  j 

12.  C.  J.  Cornelius,  M.D.,  Sidney 1965 

Chairman  Board  of  Councilors 
Harold  Neu,  M.D. Omaha 


Speaker,  House  of  Delegates 
Wm.  E.  Nutzman,  M.D.,  Kearney 1965 


Vice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1965 


Delegates  A.M.A. 


J.  D.  McCarthy,  M.D.,  Omaha 1964 

Earl  F.  Leininger,  M.D.,  McCook 1963 


Alternate  Delegates  A.M.A. 


Harold  S.  Morgan,  M.D.,  Lincoln 1964 

W.  C.  Kennel’,  M.D.,  Nebraska  City 1963 


Board  of  Trustees 

C.  N.  Sorensen,  M.D.,  Chm.,  Scottsbluff 1963 

J.  M.  Woodward,  M.D.,  Lincoln 1966 

M.  E.  Grier,  M.D.,  Omaha 1965 

A.  A.  Ashby,  M.D.,  Geneva 1964 

John  T.  McGreer,  Jr.,  M.D.,  Lincoln 
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The  Nebraska  State  Medical  Association  wishes 
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Bnice  F.  Claussen,  M.D. North  Platte 

John  T.  McGreer,  Jr.,  M.D. Lincoln 


PROGRAM 

Nebraska  State  Medical  Association 
95th  Annual  Session 

MONDAY,  MAY  13,  1963 
8:30  Exhibits  Open 
9:30  Film 

General  Session  — Ballroom 
A.  J.  Offennan,  M.D.,  Omaha,  Presiding 

10:00  Opening  Session 

— O.  A.  Kostal,  M.D.,  President,  Hastings 

10:05  Invocation 

— Rabbi  Meyer  Kripke,  Beth  El  Synagogue 

10:10  Presidential  Address 

— 0.  A.  Kostal,  M.D.,  Hastings 


10:20  Installation  of  Incoming  President 
— R.  F.  Sievers,  M.D.,  Blair 


Announcements 

House  of  Delegates 

1st  Session:  Monday,  May  13,  1963,  8:00  a.m., 

Sheraton  South 

2nd  Session:  Tuesday,  May  14,  1963,  8:00  a.m., 
Sheraton  South 

3rd  Session:  Wednesday,  May  15,  1963,  8:00  a.m., 
Sheraton  South 


10:30  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 
10:40  VIEW  THE  EXHIBITS 

11:00  Keynote  Speech 

— George  M.  Fister,  M.D.,  Ogden,  Utah, 
“The  Fedicare  Folly” 

President,  American  Medical  Association 


Board  of  Councilors 

1st  Session:  Monday,  May  13,  1963,  5:00  p.m., 

Sheraton  South 

2nd  Session:  Tuesday,  May  14,  1963,  9:00  a.m., 
Sheraton  South 

3rd  Session:  Wednesday,  May  15,  1963,  9:00  a.m., 
Sheraton  South 

Board  of  Trustees 

Tuesday,  May  14,  1963,  4:00  p.m.,  Sheraton  South 


12:30  Noon  Luncheon,  Ballroom 

— R.  F.  Sievers,  M.D.,  Blair,  Presiding 

Panel — 

— Ernest  B.  Howard,  M.D.,  Chicago,  Illinois, 
Assistant  Executive  Vice  President,  Amer- 
ican Medical  Association 

— Frank  K.  Woolley,  Chicago,  Illinois,  Field 
Representative,  American  Medical  Asso- 
ciation 

VIEW  THE  EXHIBITS 
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PROGRAM 


MONDAY  AFTERNOON,  MAY  13,  1963 

SECTION  A 
Ballroom 

Surgery  Seminar 

— Max  M.  Raines,  M.D.,  North  Platte,  Mod- 
erator 

2:00  “Dyspnea  as  Related  to  Tumors  of  the 
Lungs,  Pleura  and  Mediastinum  and  How 
We  Have  Managed  Such  Problems  by 
Surgical  Means” 

— Wilford  B.  Neptune,  M.D.,  Associate, 
Overholt  Thoracic  Clinic,  and  Thoracic 
Surgeon,  New  England  Deaconess  & New 
England  Baptist  Hospitals,  Boston,  Massa- 
chusetts 

2:20  “Surgical  Treatment  of  Pancreatitis  With 
Special  Reference  to  Post-Inflammatory 
Pancreatic  Pseudocyts” 

— Melvin  P.  Osborne,  M.D.,  Acting  Director, 
Fifth  (Harvard)  Surgical  Service,  Har- 
vard Medical  School,  Boston,  Massachu- 
setts 


2:40  “Management  of  Metastatic  Disease  of  the 
Breast” 

— Robert  Glenn  Ravdin,  M.D.,  Associate 
Professor  of  Surgeiy,  University  of  Penn- 
sylvania School  of  Medicine,  Philadelphia, 
Pennsylvania 

3:00  VIEW  THE  EXHIBITS 

Obstetrics  and  Gynecology  Seminar 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Ne- 
braska, Moderator 

3:30  “Conservative  Gynecological  Surgery” 

— Francis  M.  Ingersoll,  M.D.,  Clinical  Asso- 
ciate in  Gynecology,  Harvard  Medical 
School,  Boston,  Massachusetts 

3:50  “Fetal  Electrocardiography” 

— Frank  Shubeck,  M.D.,  Assistant  Professor, 
Obstetrics  and  Gynecology,  University  of 
Oregon  Medical  School,  Portland,  Oregon 

VIEW  THE  EXHIBITS 

4:30  Workshops 

Surgery,  Forum  Room 

— Max  M.  Raines,  M.D-,  North  Platte,  Mod- 
erator 

Obstetrics  and  Gynecology,  Sheraton  North 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Mod- 
erator 

Medicine,  Regal  Room 

— Harold  N.  Neu,  M.D.,  Omaha,  Moderator 

Pediatrics,  Colonial  Room 

— T.  R.  Pfundt,  M.D.,  Omaha,  Moderator 

— FUN  NIGHT  — 


MONDAY  AFTERNOON,  MAY  13,  1963 

SECTION  B 
Sheraton  North 

Medicine  Seminar 

— Harold  N.  Neu,  M.D.,  Omaha,  Moderator 

2:00  “Prognosis  in  Hypertension,  Treated  and 
Untreated” 

— Raymond  D.  Pruitt,  M.D.,  Professor  and 
Chairman,  Department  of  Internal  Medi- 
cine, Baylor  University  College  of  Medi- 
cine, Houston,  Texas 

2:20  “The  Role  of  Diet  in  the  Management  of  the 
Patient  With  Coronary  Heart  Disease” 

— Robert  E.  Hodges,  M.D.,  Associate  Profes- 
sor, Department  of  Internal  Medicine,  Di- 
rector, Metabolic  Ward,  State  University 
of  Iowa  College  of  Medicine,  Iowa  City, 
Iowa 


2:40  “Etiology  and  Pathogenesis  of  the  Angio- 
pathies Associated  With  Diabetes” 

— H.  T.  Blumenthal,  M.D.,  Director,  Clinical 
Research  Program  on  Aging,  Veterans  Ad- 
ministration Hospital,  St.  Louis,  Missouri 

3:00  VIEW  THE  EXHIBITS 


Pediatrics  Seminar 

— T.  R.  Pfundt,  M.D.,  Omaha,  Moderator 


“Rheumatoid  Arthritis  in  Children” 

3:30  “Diagnosis” 

— George  J.  Fruthaler,  M.D.,  Assistant  Pro- 
fessor of  Clinical  Pediatrics,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans, 
Louisiana 


3:50  “Management” 

— Earl  H.  Baxter,  M.D.,  Professor  and  Chair- 
man, Department  of  Pediatrics,  Ohio  State 
University  College  of  Medicine,  Columbus, 
Ohio 

VIEW  THE  EXHIBITS 

4:30  Workshops 

Surgery,  Forum  Room 

— Max  M.  Raines,  M.D.,  North  Platte,  Mod- 
erator 

Obstetrics  and  Gynecology,  Sheraton  North 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Mod- 
erator 

Medicine,  Regal  Room 

— Harold  N.  Neu,  M.D.,  Omaha,  Moderator 

Pediatrics,  Colonial  Room 

— T.  R.  Pfundt,  M.D.,  Omaha,  Moderator 

— FUN  NIGHT  — 


May,  1963 


249 


PROGRAM 


8:00 


9:00 


10:30 


11:00 


11:20 


11:40 


12:30 


TUESDAY  MORNING,  MAY  14,  1963 

Postgraduate  Instructional  Course  in  Medi- 
cine, Sheraton  North 

— R.  C.  Rosenlof,  M.D.,  Kearney,  Moderator 
“Management  of  the  Patient  With  Anorexia” 
— Robert  E.  Hodges,  M.D.,  Associate  Profes- 
sor, Department  of  Internal  Medicine,  Di- 
rector, Metabolic  Ward,  State  University 
of  Iowa  College  of  Medicine,  Iowa  City, 
Iowa 

GENERAL  SESSION 
Ballroom 

Trauma  Seminar 

— R.  W.  Gillespie,  M.D.,  Lincoln,  Moderator 
“Trauma  to  the  Shoulder  and  Adjacent 
Structures” 

— Foster  Matchett,  M.D.,  Clinical  Associate 
Professor  of  Orthopaedics,  University  of 
Colorado  School  of  Medicine,  Denver,  Colo- 
rado 

“Are  Skin  Tests  Helpful  in  Predicting  Re- 
actions to  Drugs?” 

— Max  Samter,  M.D.,  Professor  of  Medicine, 
University  of  Illinois  College  of  Medicine, 
Chicago,  Illinois 

“Trauma  of  the  Genito-Urinai-y  Tract” 

— Raymond  G.  E.  Bunge,  M.D.,  Professor 
of  Urology,  State  University  of  Iowa 
College  of  Medicine,  Iowa  City,  Iowa 
“Soft  Tissue  Injuries  of  the  Face” 

— Louis  T.  Byars,  M.D.,  Associate  Professor 
Clinical  Surgery,  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri 

VIEW  THE  EXHIBITS 

Surgery  Seminar 

— Clyde  L.  Kleager,  M.D.,  Hastings,  Mod- 
ator 


“Surgical  Treatment  of  Acquired  Heart 
Disease” 

— Wilford  B.  Neptune,  M.D.,  Associate, 
Overholt  Thoracic  Clinic,  and  Thoracic 
Surgeon,  New  England  Deaconess  & New 
England  Baptist  Hospitals,  Boston,  Massa- 
chusetts 

“Clinical  Aspects  of  the  Palliative  Manage- 
ment of  Advanced  Breast  Cancer” 

— Melvin  P.  Osborne,  M.D.,  Acting  Dii’ector, 
Fifth  (Harvard)  Surgical  Service,  Har- 
vard Medical  School,  Boston,  Massachu- 
setts 

“Ulcerative  Colitis” 

— Robert  G.  Ravdin,  M.D.,  Associate  Profes- 
sor of  Surgery,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  Pennsyl- 
vania 

Noon  Luncheon,  Ballroom 

— O.  A.  Kostal,  M.D.,  Hastings,  Presiding 

“The  Saskatchewan  Story'” 

— Lewis  M.  Brand,  M.D.,  Clinical  Teacher, 
University  of  Saskatchewan  Medical 
School,  Saskatoon,  Saskatchewan,  Canada 


TUESDAY  MORNING,  MAY  14,  1963 

8:00  Postgraduate  Instructional  Course  in  Sur- 
gery, Regal  Room 

— J.  G.  Yost,  M.D.,  Hastings,  Moderator 
“Backache  and  the  General  Practitioner” 
— Foster  Matchett,  M.D.,  Clinical  Associate 
Professor  of  Orthopaedics,  University  of 
Colorado  School  of  Medicine,  Denver,  Colo- 
rado 


Please  Attend  Trauma  Seminar 
in  Ballroom 


10:30  VIEW  THE  EXHIBITS 

SECTION  B 
Sheraton  North 

Medicine  Seminar 

— R.  J.  Morgan,  M.D.,  Alliance,  Moderator 

11:00  “The  Clinical  Recognition  of  Angina  Pec- 
toris, Past,  Present,  and  Future” 

— Raymond  D.  Pruitt,  M.D.,  Professor  and 
Chairman,  Department  of  Internal  Medi- 
cine, Baylor  University  College  of  Medi- 
cine, Houston,  Texas 

11:20  “Suiwival  Rations:  Water  Losses  Incident 

to  High  Protein  Intake” 

— Robert  E.  Hodges,  M.D.,  Associate  Pro- 
fessor, Department  of  Internal  Medicine, 
Director,  Metabolic  Ward,  State  Univer- 
sity of  Iowa  College  of  Medicine,  Iowa 
City,  Iowa 

11:40  “Concept  of  Maturity  Onset  Diabetes  As  An 
Auto-Immune  Phenomenon” 

— H.  T.  Blumenthal,  M.D.,  Director,  Clinical 
Research  Program  on  Aging,  Veterans  Ad- 
ministration Hospital,  St.  Louis,  Missouri 

12:30  Noon  Luncheon,  Ballroom 

— 0.  A.  Kostal,  M.D.,  Hastings,  Presiding 

“The  Saskatchewan  Story” 

— Lewis  M.  Brand,  M.D.,  Clinical  Teacher, 
University  of  Saskatchewan  Medical 
School,  Saskatoon,  Saskatchewan,  Canada 
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PROGRAM 


TUESDAY  AFTERNOON,  MAY  14,  1963  TUESDAY  AFTERNOON,  MAY  14,  1963 


SECTION  A 
Ballroom 

Infection  Seminar 

— J.  Calvin  Davis,  III,  M.D.,  Omaha,  Mod- 
erator 


2:00  “Why  Ai’e  Allergists  Concerned  With  In- 
fection ?” 

— Max  Samter,  M.D.,  Professor  of  Medicine, 
University  of  Illinois  College  of  Medi- 
cine, Chicago,  Illinois 


2:30  “Osteomyelitis  and  Septic  Arthritis  in  Chil- 
dren” 

— Foster  Matchett,  M.D.,  Clinical  Associate 
Professor  of  Orthopaedics,  University  of 
Colorado  School  of  Medicine,  Denver,  Colo- 
rado 


3:00  VIEW  THE  EXHIBITS 


Pediatrics  Seminar 

— Warren  G.  Bosley,  M.D.,  Grand  Island, 
Moderator 


3:30  “Non-Surgical  Urologic  Diagnosis  in  Chil- 
dren” 

— George  J.  Fruthaler,  Jr.,  M.D.,  Associate 
Professor  of  Clinical  Pediatrics,  Tulane 
University  School  of  Medicine,  New  Or- 
leans, Louisiana 


3:50  “Preventive  Pediatrics” 

— Earl  H.  Baxter,  M.D.,  Professor  and  Chair- 
man, Department  of  Pediatrics,  Ohio  State 
University  College  of  Medicine,  Columbus, 
Ohio 


VIEW  THE  EXHIBITS 


4:30  Workshops 

Infection,  Forum  Room 

— J.  Calvin  Davis,  III,  M.D.,  Omaha,  Mod- 
erator 

Tumor,  Regal  Room 

— Henry  M.  Lemon,  M.D.,  Omaha,  Moderator 
6:00  Social  Hour,  Sheraton  North 

7:00  Annual  Banquet,  Ballroom 

— W.  D.  Wright,  M.D.,  Omaha-Douglas  Coun- 
ty Medical  Society  President,  Presiding 
— ^Presentation  of  50-Year  Pins 
— Walter  H.  Judd,  M.D.,  Washington,  D.C. 


SECTION  B 
Sheraton  North 


Tumor  Seminar 

— Henry  M.  Lemon,  M.D.,  Omaha,  Moderator 


2:00  “Diagnosis  of  Cancer  of  the  Kidney” 

— Raymond  G.  E.  Bunge,  M.D.,  Professor  of 
Urology,  State  University  of  Iowa  College 
of  Medicine,  Iowa  City,  Iowa 


2:30  “Tumors  of  the  Salivary  Glands” 

— Louis  T.  Byars,  M.D.,  Associate  Profes- 
sor Clinical  Surgery,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Mis- 
souri 


3:00  VIEW  THE  EXHIBITS 

Obstetrics  and  Gynecology  Seminar 

— Theodore  H.  Koefoot,  Jr.,  M.D.,  Broken 
Bow,  Moderator 


3:30  “Current  Therapy  of  Carcinoma  of  the 
Uterus” 

— Francis  M.  Ingersoll,  M.D.,  Clinical  Asso- 
ciate in  Gynecology,  Harvard  Medical 
School,  Boston,  Massachusetts 


3:50  “Erythroblastosis” 

— Frank  Shubeck,  M.D.,  Assistant  Professor, 
Obstetrics  and  Gynecology,  University  of 
Oregon  Medical  School,  Portland,  Oregon 


VIEW  THE  EXHIBITS 

4:30  Workshops 

Tumor,  Regal  Room 

— Hemy  M.  Lemon,  M.D.,  Omaha,  Moderator 
Infection,  Forum  Room 

— J.  Calvin  Davis,  III,  M.D.,  Omaha,  Mod- 
erator 


6:00  Social  Hour,  Sheraton  North 


7 :00  Annual  Banquet,  Ballroom 

— W.  D.  Wright,  M.D.,  Omaha-Douglas 
County  Medical  Society  President,  Pre- 
siding 

— Presentation  of  50-Year  Pins 
— Walter  H.  Judd,  M.D.,  Washington,  D.C. 
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PROGRAM 

WEDNESDAY,  MAY  15,  1%3 

8:00  Postgraduate  Instructional  Course  in  Ob- 
stetrics and  Gynecology,  Regal  Room 
— T.  J.  Lemke,  M.D.,  Columbus,  Moderator 
“Management  of  the  Patient  With  Vaginal 
Discharge,  Pruritis  Vulvae  and  Pain” 

— Francis  M.  Ingersoll,  M.D.,  Clinical  As- 
sociate in  Gynecology,  Har\mrd  Medical 
School,  Boston,  Massachusetts 

8:00  Postgraduate  Instnictional  Course  in  Pedi- 
atrics, Forum  Room 

— Paul  Bancroft,  M.D.,  Lincoln,  Moderator 
“Current  Concepts  of  Milk  Allergy  and  Its 
Management” 

— George  J.  Fruthaler,  Jr.,  M.D.,  Assistant 
Professor  of  Clinical  Pediatrics,  Tulane 
University  School  of  Medicine,  New  Or- 
leans, Louisiana 

9:00  VIEW  THE  EXHIBITS 

GENERAL  SESSION 
Ballroom 

Harris  B.  Graves,  M.D.,  Omaha,  Moderator 

9:30  “The  Prevention  of  Phenylketonuria  in  Ne- 
braska” 

— Matilda  S.  Mclntire,  M.D.,  Omaha 

9:45  “Prenatal  Care  Today” 

— Albert  B.  Lorincz,  M.D.,  Omaha 

10:00  “Complications  of  Anticoagulant  Therapy 
Encountered  by  the  Surgeon” 

— Paul  E.  Hodgson,  M.D.,  Omaha 

10:15  “Management  of  Heart  Disease  in  Preg- 
nancy” 

— Richard  W.  Booth,  M.D.,  Omaha 

10:30  VIEW  THE  EXHIBITS 

“Supported  by  a Grant  from  the  Merck, 
Sharp  & Dohme  Postgraduate  Ph’ogram” 
SYMPOSIUM:  “THE  USE  AND  ABUSE 

OF  STEROID  THERAPY” 

— Thomas  G.  Skillman,  M.D.,  Omaha,  Mod- 
erator 

11:00  — Paul  R.  Schloerb,  M.D.,  Associate  Profes- 

sor of  Surgery,  University  of  Kansas  Med- 
ical Center,  Kansas  City,  Kansas 

11:20  — Arthur  Grollman,  M.D.,  Professor  and 
Chairman,  Department  of  Experimental 
Medicine,  University  of  Texas  Southwest- 
ern Medical  School,  Dallas,  Texas 

11:40  — James  C.  Melby,  M.D.,  Associate  Profes- 
sor of  Medicine,  Boston  University  School 
of  Medicine,  Boston,  Massachusetts 

12:30  Legislative  Luncheon,  Sheraton  South 

— Luncheon  for  all  members  of  the  Ne- 
braska State  Medical  Association  and  the 
Auxiliary  to  the  Nebraska  State  Medical 
Association 

2:00  Legislative  Conference,  Sheraton  South 

— Conference  for  all  members  of  the  Ne- 
braska State  Medical  Association  and  the 
Auxiliary  to  the  Nebraska  State  Medical 
Association 

— Frank  K.  Woolley,  Chicago,  Illinois,  Field 
Representative,  American  Medical  Asso- 
ciation will  present  program. 


Scientific  Filnn  Program 

West  Room 

MONDAY,  MAY  13,  1963 
Morning  Program 

:00  “Emergency  Removal  of  Patients” 

:30  “Disaster  Plan” 

:00  “External  Cardiac  Massage” 

— ^James  Jude,  M.D.,  Baltimore 

:30  “Open  Fractures” 

— Wm.  Laimon,  M.D.,  Chicago 

Afternoon  Program 

:00  “Intestinal  Obstruction  in  the  Newborn 
and  Infant” 

— Clifford  D.  Benson,  M.D. 

:30  “Exchange  Transfusion  in  the  Treatment  of 
Erythroblastosis” 

:00  “Anatomy  of  the  Human  Ear” 

— J.  Duncan  Gray,  M.D. 

:30  “Bedside  Management  of  Fluid  Balance” 

:00  “Complications  of  Acute  Appendicitis” 

— S.  W.  Moore,  M.D. 

:30  “Large  Bowel  Obstruction” 

— Fraser  N.  Gurd,  M D. 

:00  “Essentials  of  Neurological  Examination” 
— Francis  A.  Vazuka,  M.D. 

TUESDAY,  MAY  14,  1963 
Morning  Program 

:30  “Carcinoma  of  the  Breast” 

— C.  W.  Holman,  M.D. 

:00  “Acute  Head  Injuries” 

— Joseph  T.  Evans,  M.D. 

:30  “Surgery  of  Cancer  of  the  Colon” 

— R.  P.  Turnbull,  Jr.,  M.D. 

:00  “Transabdominal  Vagotomy,  Pyloroplasty 
and  Gastrostomy” 

— Stanley  O.  Hoerr,  M.D. 

:30  “Major  Amputations  for  Arteriosclerosis” 

— Richard  Warren,  M.D. 

:00  “Ureteral  Injury” 

— C.  C.  Higgins,  M.D. 

:30  “Recurrence  in  Inguinal  Heria” 

— Wm.  Estes,  M.D. 

Afternoon  Program 

:00  “Repair  of  Median  Episiotomies” 

— Robert  H.  Barter,  M.D. 

:30  “Vaginal  Hysterectomy” 

— -W.  Hawksworth,  M.D. 

:00  “Office  Surgery” 

— Samuel  D.  Kron,  M.D. 

:00  “Forty  Causes  of  Acute  Abdominal  Pain” 
— Hilger  P.  Jerkins,  M.D. 

:30  “Inguinal  Herniorrhaphy” 

— Chester  McVay,  M.D. 

:00  “Operative  Cholangiography” 

— Leon  Goldman,  M.D. 

WEDNESDAY,  MAY  15,  1963 
Morning  Program 

:30  “Fluid  Balance  in  Gastrointestinal  Surgery” 
— Robert  Zollinger,  M.D. 

:00  “Intermittent  Positive  Pressure  Breathing” 

- — T.  H.  Noehren,  M.D. 

:30  “Vagotomy,  P^'loroplasty  and  Supra-Antral 
Gastrectomy” 

— Clarence  J.  Berne,  M.D. 

:00  “Handling  the  Duodenal  Stump  in  Gastric 
Surgery” 

— Harold  D.  Han-ey,  M.D. 

:30  “Repair  of  Hiatal  Hernia” 

— James  H.  Gi'owdon,  M.D. 

:00  “Thvroidectomv,  A Safe  Operation” 

— D.  H.  Poer,  M.D. 
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Woman's 


Auxiliary 

CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  J.  Whitney  Kelley 

Arrangements — 

Mrs.  William  E.  Kelley 
Mrs.  C.  M.  Hartmann 

Program — 

Mrs.  Arnold  Lempka 
Mrs.  Clinton  Millett 

Hospitality — 

Mrs.  Donald  Parkison 
Mrs.  Arthur  Larson 
Mrs.  Jerome  Tamisiea 
Mrs.  Bernard  Magid 

Registration  and  Tickets 
Mrs.  George  Robertson 
Mrs.  James  P.  Donelan 

Resei’vations — 

Mrs.  C.  M.  Bressman 
Mrs.  David  Weeks 
Mrs.  John  Sage 
Mrs.  Roger  Jernstrom 
Mrs.  L.  E.  Hanisch 

Golf— 

Mrs.  John  D.  Ewing 

Transportation— 

Mrs.  S.  J.  Carnazzo 

Publicity — 

Mrs.  James  J.  O’Neil 

Fashion  Show — 

Mrs.  Arnold  Lempka 
Mrs.  Clinton  Millett 

Hostess  Auxiliary — 

Douglas  County  Medical  Auxiliary 

A cordial  invitation  is  extended  to  all  doctors’ 

wives  of  Nebraska  whether  or  not  you  are  an 

Auxiliary  member. 


MRS.  E.  R.  W. 
FOX 

Coeur  d'Alene.  Idaho 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

National  Chairman 
Committee  on  Health 
Careers 

Woman’s  Auxiliary 
to  the 

American  Medical 
Association 


AUXILIARY  PLEDGE 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary 
to  the  American  Medical  Association.  I will  sup- 
port its  activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals. 


WHO  IS  EXPECTED  TO  ATTEND 

Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the 
sessions. 
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Woman's  Auxiliary 

THIRTY-EIGHTH  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  on  the  Mezzanine 
of  the  Sheraton-Fontenelle  Hotel  from  12:00  p.m., 
Sunday,  May  12  through  Tuesday,  May  14,  1963. 


PROGRAM 

MONDAY,  MAY  13,  1963 

8:00  Registration,  Mezzanine,  S h e r a t o n-Fon- 
tenelle  Hotel 

8 :00  Pre-Convention  Executive  Board  Meeting 
and  Election  of  Officers,  Sheraton  North 
Mrs.  John  Christlieb,  Presiding 
Reports  of  County  Presidents  and  Chairmen 

1:00  Noon  Luncheon,  Fonim  Room 

2:30  Conducted  tour  of  the  Strategic  Air  Com- 
mand Headquarters,  the  Flight  Line,  and 
the  Airship  “Looking  Glass” 

(A  bus  from  S.A.C.  will  be  at  the  front 
entrance  of  the  hotel  at  2:30  p.m.  to  trans- 
port the  ladies  to  the  Air  Base  and  return 
you  to  the  hotel) 

6:30  Stagette  Dinner,  New  Tower  Restaurant, 
7764  Dodge  Street 
(Transportation  will  be  available) 

Special  Entertainment 


TUESDAY,  MAY  14,  1963 
Free  Morning 

12:30  Luncheon,  Happy  Hollow  Country  Club,  1701 
South  105th  Street 
(Transportation  will  be  available) 
Installation  of  Officers,  Mrs.  John  Christ- 
lieb, Presiding 

Mrs.  E.  R.  W.  Fox,  Coeur  d’Alene,  Idaho, 
Health  Careers  Chairman  of  the  Woman’s 
Auxiliary  to  the  American  Medical  As- 
sociation 
Fashion  Show 

7:00  Banquet,  Sheraton-Fontenelle  Hotel  Ball- 
room 


WEDNESDAY,  MAY  15,  1963 

9:00  Post-Convention  Executive  Board  Meeting, 
Sheraton  North 

Mrs.  R.  B.  Rundquist,  Presiding 
No  Host  Breakfast 

12:30  Legislative  Luncheon,  Sheraton  South 

2:00  Legislative  Conference,  Sheraton  South 

— Frank  K.  Woolley,  Chicago,  Illinois,  Field 
Representative,  American  Medical  Asso- 
ciation will  present  program. 


1962  Annual  Audit  and 
Committee  Reports 
Nebraska  State  Medical  Association 

Januaiy  14,  1963 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1962,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  sched- 
ules: 

Exhibit  A — Analysis  of  Fund  Balances. 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments. 

Schedule  B-1  — Statement  of  Receipts  and 
Disbursements  — Annual  Session. 

Schedule  B-2  — Comparison  of  General  Ex- 
pense with  Budget. 

Schedule  B-3  — Statement  of  Receipts  and 
Disbursements  — Hall  of  Health. 

Exhibit  C — Statement  of  Investments. 

Schedule  C-1  — Statement  of  Investment 
Balances. 

Exhibit  D — Journal  Accounts  Receivable,  Decem- 
ber 31,  1962. 

EXHIBIT  A 

Exhibit  A is  tbe  analysis  of  fund  balances.  Dur- 
ing tbe  year  1962  there  was  a decrease  in  the  bal- 
ances amounting  to  $19,452.92.  The  total  fund  bal- 
ances on  December  31,  1962  was  $77,524.63,  and 
was  represented  by  cash  in  the  regular  account  at 
the  National  Bank  of  Commerce,  Lincoln,  Nebraska, 
of  $532.62,  cash  in  the  investment  accounts  at  the 
National  Bank  of  Commerce  Trust  and  Savings 
Company,  Lincoln,  Nebraska,  of  $280.20,  notes  re- 
ceivable from  Nebraska  Medical  Foundation  $5,- 
000.00,  investments  of  $77,711.81,  less  notes  pay- 
able to  the  National  Bank  of  Commerce,  Lincoln, 
Nebraska,  in  the  amount  of  $6,000.00. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this 
statement  the  receipts  and  disbursements  bave  been 
divided  into  three  classifications.  Under  the  head- 
ing of  General,  the  principal  items  are  membership 
dues  of  $14,055.00,  interest  collected  of  $574.25, 
tnast  account  income  of  $2,289.72,  and  income  from 
the  annual  session  of  $7,834.44.  The  major  items 
of  income  for  the  Journal  during  the  year  were 
advertising  in  the  amount  of  $25,902.39,  and  sub- 
scriptions of  $569.40. 

Other  receipts  include  cash  received  for  the  Amer- 
ican Medical  Association  dues  of  $39,925.00  which 
was  remitted  to  that  Association  as  shown  under 
Other  Disbursements  in  this  statement.  Also  in- 
cluded as  other  receipts  is  the  cash  transferred 
from  the  tnist  fund  in  the  amount  of  $9,815.59  to 
cover  the  cost  of  the  1962  educational  program, 
and  $6,000.00  borrowed  from  the  National  Bank  of 
Commerce,  Lincoln,  Nebraska.  This  liability  is  se- 
cured by  a note  due  in  January,  1963. 

The  disbursements  of  the  Association  are  divided 
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into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $52,- 
976.64.  A comparison  of  these  items  with  the 
budget  items  approved  for  1962  is  shown  in  Sched- 
ule B-2.  Journal  expenses  for  the  year  totaled 
$30,997.15,  and  other  disbursements  were  $56,781.11. 
This  amount  included  American  Medical  Association 
dues  of  $39,925.00.  Other  principal  items  classified 
as  Other  Disbursements  wex’e  an  achievement  award 
granted  in  1962,  promotional  expense  of  $1,452.00, 
and  funds  used  in  the  general  public  educational 
program  of  $9,821.72.  The  total  disbursements  dur- 
ing the  year  were  $140,754.90.  The  excess  of  dis- 
bursements over  receipts  for  1962  operations 
amounted  to  $6,272.11. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C. 
The  total  amount  of  investments  at  the  beginning 
of  the  year  was  $84,892.62.  Securities  were  sold 
from  the  trust  account  during  the  year  which  re- 
sulted in  a net  gain  of  $2,265.68.  There  was  a net 
increase  in  the  United  States  Government  Bonds 
held  by  the  Association  of  $132.56.  The  increase 
in  savings  accounts  consisted  of  1962  income  credit- 
ed to  principal  and  amounted  to  $309.29.  The  total 
of  the  items  increasing  investments  was  $2,707.53. 
The  investment  account  was  decreased  in  1962  by 
the  transfer  of  cash  to  the  general  fund  in  the 
amount  of  $9,888.34.  The  resulting  net  decrease  in 
investments  for  year  1962  was  $7,180.01.  The  total 
amount  of  investments  at  cost  value  on  December 
31,  1962  was  $77,711.81.  A detailed  list  of  the 
investments  at  the  beginning  and  close  of  the  year 
is  shown  in  Schedule  C-1. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  Journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  re- 
ceivable record  indicated  that  these  accounts  are 
amounts  receivable  for  advertising  during  the 
months  of  November  and  December,  1962.  The 
records  also  indicated  that  these  accounts  are  be- 
ing paid  currently.  Because  the  Association  oper- 
ates on  the  cash  basis,  these  items  are  not  taken  in- 
to income  until  cash  is  received.  We  did  not 
confirm  the  balances  of  these  accounts  by  inde- 
pendent correspondence. 

SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition,  tests 
were  made  of  letters  of  transmittal  tracing  the 
detailed  items  to  the  individual  members’  accounts. 
An  inspection  of  the  members’  cards  in  connection 
with  our  examination  of  the  receipts  indicated  that 
all  cards  issued  to  members  during  the  year  were 
accounted  for  on  the  books  of  the  Association.  The 
records  also  indicate  that  during  the  year  1962 
cards  were  issued  to  108  Life  Members,  for  which 
no  dues  were  collected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined 
covering  a selected  portion  of  the  disbursements. 
Minutes  of  the  trustees’  meetings  during  the  year 
were  examined  in  regard  to  authorization  of  salaries, 
budgets  and  other  disbursements.  The  balances 


shown  as  Cash  in  Bank  were  confirmed  by  direct 
correspondence  with  the  depository. 

Our  audit  also  included  an  inspection  of  securities 
owned  by  the  Association  at  the  close  of  the  year. 
Funds  in  savings  and  loan  and  investment  accounts 
were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Nebraska  State  Med- 
ical Association  at  December  31,  1962,  and  the  re- 
sults of  its  operations  for  the  year  then  ended. 
Should  any  additional  information  be  desired  con- 
cerning matters  which  fall  within  the  scope  of  our 
examination,  we  shall  be  pleased  to  supply  it  upon 
request. 

DANA  F.  COLE  AND  COMPANY 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 


YEAR  1962 

Total  Fund  Balance,  January  1,  1962  $96,977.65 

Represented  by  : 

Cash — National  Bank  of  Commerce — 

General  Fund  $ 7,026.42 

Cash — National  Bank  of  Commerce 
Trust  & Savings  Company — 

Investment  Fund  58.51 

Investments — Exhibit  C 84,892.62 

Note  Receivable — Nebraska  Medical 

Foundation  5,000,00 


$96,977.55 

Less  : 

Excess  of  Disbursements  over 

Receipts — Exhibit  B 6,272.11 

Net  Decrease  in  Investments — 

Exhibit  C 7,180.81 

Note  Payable — National  Bank  of 

Commerce  6,000.00  19,452.92 


Total  Fund  Balances,  December  31,  1962  $77,524.63 

Represented  by : 

Cash — National  Bank  of  Commerce — 

General  Fund  532.62 

Cash — National  Bank  of  Commerce 
Trust  & Savings  Company — 

Investment  Fund  280.20 

Investments — Exhibit  C 77,711.81 

Notes  Receivable — Nebraska  Medical 

Foundation  6,000.00 


Less  : Note  Payable — National  Bank 
of  Commerce  


83,524.63 

6,000.00 


$77,624.63 


EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
YEAR  1962 

Cash  Balance,  National  Bank  of  Com- 
merce, Lincoln,  Nebr.,  Jan.  1,  1962 $ 7,026.42 

Cash  Balance,  National  Bank  of  Com- 
merce Trust  & Savings  Company, 

Lincoln,  Nebr.,  Jan.  1,  1962  58.51  $ 7,084.93 


RECEIPTS : 


General : 


Membership  Dues $ 

41,055.00 

Interest  Collected  - 

574.25 

Trust  Account  Income 

2,289.72 

Annual  Session — Sch.  B-l_ 
A.M.A.  Membership  Ex- 

7,834.44 

pense  Rebate 

399.32 

Roster  Sales  

10.00 

52,162.73 

Journal : 

Advertising - 

25,902.39 

Subscriptions  

569.40 

26,476.14 

Copies  Sold  

4.35 

Other  Receipts  : 

A.M.A.  Dues  

39,925.00 

Refund  on  Misc.  Exp.  — 

30.58 

Sale  of  Securities 

9,815.59 

Bank  Loan  

Proceeds  of  Postal  Savings 

6,000.00 

Account  

72.75 

55,843.92 

TOTAL  RECEIPTS 

. $134,482.79 
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DISBURSEMENTS: 


General : 

Salaries  and  Payroll 

Taxes  $ 23.066.49 

Travel  1,653.31 

Office  Expense: 

Rent  3.971.67 

Mimeograph  344.03 

Printing  1,158.65 

Postage  1,507.33 

Telephone  & Telegraph-  1,044.77 

Miscellaneous  984.37 

Annual  Session  (Sch.  B-11  9.848.01 

Committee  Expense 2,120.32 

Expendable  Supplies 454.55 

Delegate  and  Headquarters 

A.M.A.  2.054.65 

Miscellaneous  Dues  and 

Travel  1,563.10 

Senior  Medical  Day 715.75 

Audit  Expense  710.00 

Attorney*s  Fees  754.46 

Office  Equipment 311.00 

Civil  Defense  and 

Disaster  101.31 

President’s  Expense 612.87 


Journal : 

Salaries  2,706.82 

Publication  Expense  17,800.50 

Press  Clipping  Exp. 186.00 

Color  4,946.04 

Inserts  1,037.12 

Reprints  249.26 

Cuts,  Engraving  and 

Art  Work  559.47 

Cartoons  75.00 

Single  Wrapping  116.12 

Expenses — Editor  435.91 

Cover  804.59 

Reporter  for  Annual 

Session  1,369.52 

Programs  and  Mailing 616.85 

Miscellaneous  93.95 


52.976.64 


30,997.15 


Other  Disbursements : 

A.M.A.  Dues 

Relative  Value  Study 

Achievement  Award  

Promotion  

Educational  Program  

Miscellaneous  


39,925.00 

348,75 

5.000.00 

1,452.00 

9,821.72 

233.64  56.781.11 


TOTAL  DISBURSEMENTS  §140,754.90 

EXCESS  OF  DISBURSEMENTS 

OVER  RECEIPTS  6,272.11 

CASH  BALANCE,  December  31,  1962  $ 812.82 

Represented  by : 

Cash  Balance.  National  Bank  of  Commerce. 

Lincoln.  Nebr..  Dec.  31,  1962  § 532.62 

Cash  Balance,  National  Bank  of  Commerce  Trust 

& Savings  Co..  Lincoln,  Nebr..  Dec.  31,  1962 280.20 


$ 812.82 


SCHEDULE  B-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
YEAR  1962 
RECEIPTS: 


Exhibits  §4,170.00 

Banquet  1,425.00 

Fun  Night  618.00 

Reimbursed  Expenses  1,621.44 


Total  Receipts  

DISBURSEMENTS: 

Printing  

Badges  

Exhibitors’  Party  

Booths  

Courtesy  Room  

Fun  Night  

Banquet  

Guest  Speakers  

Auxiliary  Expense  

Employees’  Expense 

Past  Presidents’  Breakfast  

Awards  and  Gratitudes  ' 

Miscellaneous  

Fifty-Year  Pins  

Presidents'  Reception  

Plaques  and  Engraving  

Projectionists.  Cameras.  Slides  and  Screens 

Sportsmen's  Day  

Coffee  

Flowers  


164.25 

75.44 

199.50 

502.00 

14.25 

633.00 
1,311.50 
5,428.86 

31.00 

103.45 

19.25 
563.90 

33.85 

46.43 

103.10 

15.71 

211.22 

132.80 

137.50 

121.00 


§7.834.44 


Total  Disbursements  §9,848.01 

EXCESS  OF  DISBURSEMENTS  OVER 


SCHEDULE  B-2: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
YEAR  1962 


Actual  Unexpended 
Budget  Expense  Balance 


Salaries  and  Payroll  Taxes 

—S23.070.00 

$23,066.49  S 

3.51 

Travel  _ _ _ 

— _ 1.655.00 

1.653.31 

1.69 

Office: 

Rent 

3.975.00 

3.971.67 

3.33 

Mimeograph 

350.00 

344.03 

5.97 

Printing 

1.160.00 

1.158.65 

1.35 

Postage 

1.510.00 

1.507.33 

2.67 

Telephone 

1.050.00 

1.044.77 

5.23 

Miscellaneous 

990.00 

984.37 

5.63 

Council  Expense 

.5  00 

5.00 

1.99 

Annual  Session 

9.850.00 

9,848.01 

Committee  Expense 

2.130.00 

2.120.32 

9.68 

Miscellaneous  Dues.  Travel 

— 1.565.00 

1,563.10 

1.90 

Delegate  and  Headquarters. 
A.M.A. 

- 2,055.00 

2,054.65 

.35 

Senior  Medical  Dav 

720.00 

715.75 

4.25 

Audit 

715.00 

710.00 

5.00 

Attorneys’  Fees 

760.00 

754.46 

5.54 

Office  Equipment 

325.00 

311.00 

14.00 

President’s  Expense 

620.00 

612.87 

7.13 

Civil  Defense  and  Disaster 

110.00 

101.31 

8.69 

Expendable  Supplies 

460.00 

454.55 

5.45 

OO.UU  50. UU 

S53.160.00  $52,976.64  $ 183.36 

SCHEDULE  B-3: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 


HALL  OF  HEALTH 
YEAR  1962 

UNEXPENDED  BALANCE.  Bank  Balance. 

National  Bank  of  Commerce,  Lincoln. 

Nebr..  Jan.  1.  1962  $ 612.34 

RECEIPTS: 

American  Cancer  Society  § 100.00 

Lincoln  Chapter,  Multiple  Sclerosis  Society 100.00 

Nebraska  Dental  Association  100.00 

Nebraska  Diabetes  Association  300.00 

Nebraska  Heart  Association  100.00 

Nebraska  Nursing  Home  100.00 

Nebraska  Pharmaceutical  Association  100.00 

Nebraska  Society  X-ray  Technicians 100.00 

Nebraska  State  Medical  Association  100.00 

Nebraska  Tuberculosis  Association  100.00 

Nebraska  Vetennarj*  Association  115.00 

Department  of  Health  Public  Welfare 300.00 

Department  of  Health  Vital  Statistics  100.00  1,715.00 


§2,327.34 

DISBURSEMENTS: 

Exhibit  Space,  Nebraska  State  Fair 600.00 

Signs,  Decorations  and  Supplies  856.93 

Rental  of  Chairs  50.00 

Freight  211.82 

Miscellaneous  51.00  1,769.75 


UNEXPENDED  BALANCE.  Bank  Balance, 

National  Bank  of  Commerce. 

Lincoln.  Nebr.,  Dec.  31,  1962  $ 557.59 


NOTE:  The  Hall  of  Health  is  jointly  sponsored  by  the 

above  organizations,  and  the  records  are  kept  by  the  Ne- 
braska State  Medical  Association.  However,  funds  for  this 
project  are  not  properly  a part  of  the  Association  funds,  and 
are  kept  in  a separate  bank  account. 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
YEAR  1962 

Total  Investments,  JanuaiT  1.  1962 

(Schedule  C-1)  §84,892.62 

INCREASE  IN  TRUST 
ACCOUNT: 

Securities  Sold : 

Outboard  Marine — 

100  sh.  Common  : 

Selling  Price  §1,758.86 

Cost 3,184.75 


Net  (Loss)  (1,425.89) 

Union  Carbide — 

40  sh.  Common  : 

Selling  Price 4.039.27 

Cost  3,045.48 

Net  Gain  993.79 

Central  & South- 
west Corp. — 100  sh. 

Common : 

Selling  Price  4,017.46 

Cost  1,358.43 


RECEIPTS 


.§2,013.57  Net  Gain 


2,659.03 
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U.S.  Treas.  Bond  2*4%  • 

Maturity  Value 2.000.00 

Cost  1.961.25 


Net  Gain  38.75 


Total  Increase  in  Trust  Account 2.265.68 

INCREASE  IN  U.S. 

GOVT.  BONDS; 

Increase  in  Value: 

U.S.  Savings  Bonds. 

Series  J 132.56 

Bond  Transactions  : 

U.S.  Savings  Bonds. 

Series  G.  Matured 2,000.00 

U.S.  Savings  Bonds, 

Series  H,  Purchased-  2,000.00 

Total  Increase  in  U.S.  Govt.  Bonds 132.56 

INCREASE  IN  SAV- 
INGS ACCOUNTS  ; 

Omaha  Loan  & Bldg.  Assn. 124.83 

Conserv.  Sav.  & Loan  Assn. 101.73 

Nebr.  Central  Bldg.  & 


Loan  Assn.  81.98 

Postal  Savings  .75 


Net  Increase  in  Savings  Accounts 309.29 


Total  Increase  in  Investments  2,707.53 

DECREASE  IN 
TRUST  ACCOUNT; 

Proceeds  from  Sale  of  Securities 
transferred  to  General  Fund 

(Education  Program)  9,815.59 

DECREASE  IN 
SAVINGS  ACCOUNTS: 

Postal  Savings  Account  transferred 
to  General  Fund  72.75 


Total  Decrease  in  Investments  9,888.34 


Net  Decrease  in  Investments,  Year  1962  7,180.81 

TOTAL  INVESTMENTS,  December  31,  1962  $77,711.81 


SCHEDULE  C-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 
December  31,  1961  and  December  31,  1962 


12-31-1961 

TRUST  ACCOUNT:  (Stocks  and  Bonds 
at  Cost  Value  in  Hands  of  National 
Bank  of  Commerce  Trust  and  Sav- 


ings Company)  : 

Central  & Southwest  Corp. — 

200  sh.  Common  $ 2,716.87 

100  sh.  Common  

General  Electric  Co. — 

120  sh.  Common  3,623.35 

Houston  Lighting  & Power  Co. — 

121  sh.  Common  3,898.08 

Standard  Oil  Company  (N.J.) — 

100  sh.  Common  6,441.40 

Union  Carbide  Corporation — 

40  sh.  Common  3,045.48 

Outboard  Marine — 

100  sh.  Common  3,184.75 

U.S.  Steel- 

600  sh.  Common  6,118.08 

Sears  & Roebuck  Bonds,  4%%, 

Due  8-15-83  5,207.68 

U.S.  Steel  Bond,  4%, 

Due  7-15-83  4,962.50 

U.S.  Treasury  Bonds,  2%%, 

Due  6-15-62  1,961.25 

U.S.  Treasury  Bonds,  378%, 


U.S.  Treasury  Notes,  5%, 

Due  8-15-64  14,076.32 

Principal  Cash  Account  55.75 


12-31-1962 


$ 1,358.44 
3.623.35 
3.898.08 
6,441.40 


6.118.08 

5.198.24 

4,962.50 


1.992.50 

14,050.88 

98.13 


TOTAL  TRUST  ACCOUNT  $55,291.51 

U.S.  GOVERNMENT  BONDS: 

U.S.  Treasury  Bonds.  2*/.%,  (Maturity- 

Value  $4,500)  at  Cost  4,402.14 

U.S.  Savings  Bonds,  Series  G 2,000.00 

U.S.  Savings  Bonds,  Series  H 9,000.00 

U.S.  Savings  Bonds,  Series  J (Cost 
$4,122.  Maturity  Value  $5,725),  . 

at  Redemption  Value  4,527.69 

U.S.  Savings  Bonds,  Series  K 3,000.00 

TOTAL  U.S.  GOVERNMENT  BONDS $22,929.83 

SAVINGS  ACCOUNTS: 

Omaha  Loan  & Building  Assn.  2.744.07 

Conservative  Savings  & Loan  Assn.  2,235.83 

Postal  Savings  Certificate 

Nebraska  Central  Bldg.  & Loan  Assn 1,619.38 

(Cost  Value  $50.00)  72.00 


TOTAL  SAVINGS  ACCOUNTS  $ 6,671.28 

TOTAL  TRUST  ACCOUNT  $55,291.51 

TOTAL  U.S.  GOVERNMENT  BONDS  22,929.83 

TOTAL  SAVINGS  ACCOUNTS  6,671.28 

GRAND  TOTAL  $84,892.62 


$47,741.60 

4,402.14 

ii.ooo’oo 

4.660.25 

3.000.00 

$23,062.39 

2.868.90 

2,337.56 

1.701.36 


$ 6.907.82 
$47,741.60 
23,062.39 
6.907.82 
$77,711.81 


EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
December  31,  1962 


Lincoln  Splint  & Brace  $ 18.00 

W.  K.  Realty  18.00 

State  Medical  Journal  Advertising  Bureau 5,680.93 


$5,716.93 

REPORT  OF  EXECUTIVE  SECRETARY 
This  is  my  first  report  to  you  in  my  new  capacity 
as  Executive  Secretary.  I am  fully  aware  of  the 
responsibilities  of  the  position,  and  will  do  every- 
thing within  my  ability  to  represent  this  Association 
and  carry  on  its  activities  in  a manner  which  will 
be  of  benefit  to  its  members. 

Another  busy  year  has  passed,  and  1 wish  to  take 
this  opportunity  to  give  you  a resume  of  the  As- 
sociation’s activities  and  achievements  of  the  past 
year. 


LEGISLATION 

National:  Problems  relating  to  health  care  of  the 
aged  received  considerable  attention  of  the  offi- 
cers, interested  committees,  the  Board  of  Trustees, 
and  the  staff  of  the  Association.  The  facilities  of 
the  Nebraska  State  Medical  Association  were  util- 
ized in  assisting  the  American  Medical  Association 
and  other  groups  to  defeat  the  King-Anderson  Bill 
in  the  87th  Congress.  A sum  of  $9,821.72  was  spent 
from  the  Association  investment  fund  in  an  educa- 
tional program  to  infonn  the  people  of  Nebraska 
on  this  issue. 

Other  national  legislation  of  medical  signifi- 
cance also  received  proper  attention  and  our  Con- 
gressmen and  Senators  were  kept  informed  of  our 
stand  on  these  issues. 

State:  Although  our  Nebraska  Legislature  did  not 
meet  in  1962,  the  Association  has  been  actively  en- 
gaged in  preparing  legislation  for  introduction  at 
the  1963  session. 

Paramount  interest  was  centered  on  the  prep- 
aration of  the  Kerr-Mills  Bill  for  Nebraska  which 
was  introduced.  Many  hours  of  work  went  into  this 
bill,  and  we  will  need  the  whole-hearted  support  of 
the  medical  profession  to  see  it  safely  through  the 
Legislature  and  into  law.  This  bill  has  been  the  re- 
sponsibility of  the  Policy  Committee,  and  in  its 
preparation.  Association  members  and  allied  pro- 
fessions were  consulted  for  the  comments  and  as- 
sistance. 

A second  bill  introduced  in  the  Legislature  is  the 
work  of  the  Public  Health  and  Tuberculosis  Com- 
mittees, and  calls  for  compulsoiy  incarceration  of 
tuberculous  individuals  who  will  not  submit  to 
treatment  voluntarily. 

Other  Public  Health  legislation  will  most  certain- 
ly be  introduced  in  the  1963  session,  and  the  As- 
sociation will  scrutinize  each  bill  and  consider 
necessary  action.  We  will  make  every  effort  to 
keep  you  informed  on  these  various  issues  as  they 
arise  through  the  medium  of  the  “Bulletin.” 

A plan  of  contact  for  each  Legislator  has  been 
set  up  throughout  the  state  with  a physician  being 
asked  to  be  a personal  contact  for  the  Senator  in 
his  district.  In  this  manner  we  have  a direct  physi- 
cian contact  with  each  Senator.  Such  contacts  prove 
invaluable  during  the  legislative  session. 


May,  1963 
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ANNUAL  SESSION 

The  Annual  Session  is  designed  to  be  of  general 
interest  to  all  physicians.  In  1962,  during  the 
meeting,  three  hours  of  the  program  was  allotted  to 
socio-economic  and  legislative  matters.  In  addition 
to  this,  there  were  twenty-three  guest  speakers 
who  presented  scientific  papers.  An  expanded  pro- 
gram has  been  in  effect  for  the  past  three  years, 
and  it  is  felt  that  this  has  contributed  greatly  to 
the  interest  in  this  meeting. 

Post-Graduate  Instructional  Courses:  A new 

feature  of  the  1963  Annual  Session  will  be  the 
introduction  of  Post-Graduate  Instructional  Courses. 
These  one-hour  courses  will  be  conducted  each  morn- 
ing by  a guest  faculty  member  and  will  be  limited 
in  attendance  to  twenty-five  physicians.  This  is 
another  effort  by  the  Scientific  Sessions  Committee 
to  present  a diversified  program  for  the  member- 
ship. 

Plans  for  the  1963  meeting  were  started  in  June 
of  1962,  by  the  Scientific  Sessions  Committee,  and 
since  that  time  numerous  meetings  have  been  held 
and  aiTangements  made  to  coordinate  and  plan  the 
operation  of  the  meeting.  This  is  in  addition  to 
securing  technical  exhibitors. 

The  1963  meeting  promises  to  be  an  excellent 
one,  and  we  hope  that  all  members  will  attend. 

JOURNAL 

The  Journal  continues  to  carry  scientific  articles, 
organizational  information,  and  meeting  dates, 
etc.  In  addition,  news  of  prominence  on  the  state 
and  national  issues  are  presented. 

Constant  efforts  are  made  to  enhance  the  make- 
up and  continuity  to  further  readers  interest  along 
with  changes  to  make  the  Journal  more  attractive 
to  the  I’eaders. 

The  Nebraska  State  Medical  Journal  was  highly 
honored  at  the  1961  meeting  of  the  States  Medical 
Joumal  Conference  held  in  Chicago,  by  being  rated 
number  two  in  the  top  ten  Journals  published. 

Journal  advertising  income  has  decreased  some 
20%  over  1961,  due  to  the  investigation  of  the 
phannaceutical  industry  by  the  Kefauver  Commit- 
tee. Journal  income  is  now  back  to  a figure  which 
is  a little  less  than  1957. 

PROJECTS  OF  PUBLIC  INTEREST 

The  Association  cooperated  with  the  Department 
of  Public  Welfare  in  deteiTnining  a schedule  of 
values  for  OAA  program,  and  instituted  the  use  of 
the  Relative  Value  Study.  The  Relative  Value 
Study  is  also  being  used  in  the  Compensation  Court, 
Division  of  Disability  DeteiTnination,  private  insur- 
ance companies,  and  will  be  used  in  the  Kerr-Mills 
program,  if  successfully  passed. 

We  assisted  and  participated  as  a member  of  the 
Inter-Professional  Council  consisting  of  members 
from  Medicine,  Dentistry,  Pharmacy,  and  Veteri- 
nary Medicine.  The  pui’pose  of  this  organization 
is  to  cooperate  with  one  another  in  programs  con- 
cerning health  education,  legislation  and  other  mat- 
ters of  mutual  interest. 

The  Association  continues  to  maintain  a Physi- 
cians Placement  Seiwice  to  assist  physicians  look- 
ing for  a place  to  practice.  We  also  maintain  a list- 
ing of  communities  who  are  looking  for  a physician 
and  these  listings  are  sent  to  all  physicians  who 
make  inquiry  about  openings  in  the  state.  It  is 
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interesting  to  note  at  this  point  that  Nebraska  is 
one  of  two  states  in  the  countiy  with  doctors  in  all 
communities  of  1,000  residents  or  more. 

ADMINISTRATION 

This  past  year  has  been  a period  of  intense  and 
growing  activity  of  our  Association.  Almost  everj' 
phase  of  our  work  with  individuals,  agencies,  organ- 
izations, programs,  and  legislation  has  increased 
and  demanded  more  of  the  time  of  the  members  and 
the  staff  of  the  Association. 

Numerous  committee  meetings  have  been  held 
during  the  past  year  which  necessitated  the  at- 
tendance of  officers  and  staff  personnel.  There 
were  37  committee  meetings  of  the  Association  held 
in  1962,  each  of  which  averaged  about  four  hours 
in  length. 

During  the  year,  your  Executive  Secretaiy  trav- 
eled to  meetings  both  state  and  national.  Also  a 
schedule  of  visitation  to  county  medical  societies 
was  set  up,  and  twelve  societies  were  visited  during 
the  fall  months.  It  is  planned  to  continue  this  visi- 
tation program  until  all  county  medical  societies 
have  been  visited. 

In  closing,  may  I say  that  the  Executive  Secre- 
tary and  the  headquarters  staff  have  endeavored  to 
carry  out  the  responsibilities  assigned  to  them  by 
the  Officers,  Board  of  Timstees  and  the  commit- 
tees. We  again  pledge  eveiy  effort  to  serve  the 
profession  of  Nebraska  to  the  best  of  our  ability. 

MAIL  AND  CORRESPONDENCE 


Incoming  mail  during  1962  8,311 

Outgoing  mail  during  1962  33,043 


MEMBERSHIP 

The  membership  as  of  December  31,  1962,  is  as 


follows : 

Active  Members 1,172 

Life  Members  108 

Service  Members  8 


Total  1,288 

Less:  Deaths  26 


Total  1,262 

A.M.A.  Memberships 1,142 


Potential  Members 25 


(Physicians  moved  into  the  state  in  1962) 
Respectfully  submitted, 
KENNETH  NEFF,  Executive  Secretary 

REPORT  OF  BOARD  OF  TRUSTEES 

C.  N.  Sorensen,  M.D..  Scottsbluff,  Chairman ; A.  A.  Ashby, 
M.D.,  Geneva ; M.  E.  Grier,  M.D.,  Omaha : J.  M.  Woodward, 
M.D.,  Lincoln ; John  T.  McGreer,  Jr.,  M.D.,  Lincoln. 

This  report  of  the  Board  of  Tnistees  through  its 
chairman,  will  be  considerably  more  detailed,  and 
I hope  more  enlightening  than  previous  reports 
have  been.  This  is  because  we  now  consider  it 
necessary  to  call  to  the  attention  of  the  members 
of  the  House  of  Delegates,  the  Board  of  Coun- 
cilors, and  the  Nebraska  State  Medical  Association 
membership  at  large,  the  present  financial  status  of 
the  State  Association,  and  to  predict  to  the  best 
of  our  ability,  what  we  face  in  the  future. 

In  order  to  establish  an  understanding,  we  will 
review  the  financial  affairs  of  the  State  Association 
during  the  past  several  years. 

Nebraska  S.  M.  J. 
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An  increase  in  dues  occurred  in  1952,  and  became 
effective  in  January  of  1953.  This  resulted  from 
an  action  of  the  House  of  Delegates  directing  the 
Board  of  Timstees  to  invest  $5.00  of  each  member’s 
dues  in  a resei”ve  fund  until  we  had  acquired  a fund 
equal  to  the  annual  budget.  In  other  words,  to  have 
one  year’s  operating  expense  in  reserve.  This  di- 
rection has  been  carried  out,  and  the  amount  of 
money  in  the  investment  fund,  now  totaling  $75,- 
632.68,  does,  as  you  will  observe,  represent  more 
than  one  year’s  anticipated  expenses. 

In  May,  1962,  a request  for  an  additional  $10.00 
in  dues  was  approved  by  the  House  of  Delegates 
and  became  effective  in  January,  1963.  We  hope 
this  present  report  will  make  it  plain  to  all  mem- 
bers of  our  Association  why  this  increase  was  neces- 
sai*y,  and  therefore,  will  make  it  easier  for  them 
to  accept  this  additional  increase  in  dues. 

Under  the  present  dues  stmcture  of  $45.00  per 
year,  and  with  an  anticipated  membership  of  1290, 
you  can  see  that  we  have  a predicted  income  from 
dues  of  $57,050.00.  Even  though  we  have  been  op- 
erating at  a lesser  dues  figure  during  the  past  sev- 
eral years,  we  have  been  able  to  transfer  funds  to 
an  investment  account  and  it  is  necessary  to  re- 
view the  performance  of  our  Nebraska  State  Jour- 
nal to  understand  why  this  was  so.  In  1956,  the 
Association  had  a net  income  from  the  Journal  of 
$2,780.00.  This  increased  to  a maximum  of  $18,- 
120.00  in  1959.  It  remained  at  $10,548.00  in  1960; 
$3,625.00  in  1961.  In  1962,  the  Journal  will  actual- 
ly operate  at  a deficit  of  approximately  $3,440.00. 
This,  of  course,  makes  a great  deal  of  difference  in 
the  financial  structure  and  operation  of  the  State 
Association.  In  conjunction  with  this,  we  do  antici- 
pate that  the  Journal  will  not  continue  operating 
at  a deficit,  but  that  its  income  and  expenses  will 
level  off  and  the  Journal  will  be  approximately  a 
break-even  operation.  We  do  not  anticipate  that  the 
profit  from  the  Journal  will  reach  its  previous  fig- 
ures and  in  fact  will  not,  as  far  as  we  can  tell,  rep- 
resent any  significant  source  of  income  upon  which 
the  Association  could  base  its  plans. 

The  operating  expenses  of  the  State  Association 
have  shown  a change  in  1956  from  $49,500.00,  to 
an  anticipated  $56,300.00  in  1963.  The  increase  is 
in  part  due  to  an  increase  in  fixed  expenses.  For 
instance,  rent  has  increased  from  $2,640.00  to  $3,- 
972.00,  over  this  interval.  Furthermore,  the  Associa- 
tion now  carries  on  more  activities  and  this  results 
in  greater  expenses,  and  as  far  as  we  are  able  to 
tell,  there  is  no  possibility  of  reducing  this  an- 
ticipated annual  expense. 

The  annual  session  of  the  State  Association  is 
not  an  expense  to  the  Association  in  any  signifi- 
cant amount  and  generally  speaking  will  just  about 
break  even.  The  annual  session,  however,  does  not 
produce  a significant  revenue  to  the  Nebraska  State 
Medical  Association. 

We  trust  that  this  information  will  make  it  plain 
to  all  that  the  dues  increase  was  necessary.  We 
should  also  anticipate  that  if  we  do  continue  to  ex- 
pand our  activities,  our  expenses  will  continue  to 
rise  and  in  the  relatively  near  future  we  might 
again  need  to  consider  an  additional  dues  increase. 
As  can  be  seen,  the  difference  between  income  and 
anticipated  expenses  is  very  small,  and  it  would 
not  be  difficult  for  some  circumstance  to  arise 
which  would  actually  cause  a deficit  operation.  In 


fact,  during  1962,  we  did  spend,  out  of  reserve,  a 
total  of  $16,414.87.  Of  this  amount,  $9,821.72  rep- 
resents the  cost  to  our  Association  of  the  “crash” 
public  information  program  of  last  May.  We  feel, 
however,  so  long  as  we  have  our  reserve  in  the 
investment  fund,  no  alarm  need  be  produced  by  this 
situation. 

Respectully  submitted, 

C.  N.  SORENSEN,  M.D., 
Chairman. 

DELEGATE’S  REPORT  — PROCEEDINGS 
OF  THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
16th  Annual  Clinical  Meeting 
November  25  to  November  28,  1962 
Los  Angeles,  California 

The  Sixteenth  Clinical  Meeting  of  the  American 
Medical  Association  was  most  successful  in  the 
opinion  of  the  Officers,  members  of  the  House  of 
Delegates,  members  of  committees  in  charge,  par- 
ticipants in  the  scientific  program  and  scientific 
and  technical  exhibitors. 

Ten  thousand  nine  hundred  and  eight  registered 
for  the  meeting,  5,209  being  physicians.  Total 
membership  in  the  House  of  Delegates  is  218  — 216 
voting  members  of  the  House  were  registered.  As 
you  know,  Earl  F.  Leininger,  M.D.,  and  J.  D.  Mc- 
Carthy, M.D.,  are  the  officially  elected  delegates 
from  the  Nebraska  State  Medical  Association.  Our 
Association  was  further  represented  in  the  House 
of  Delegates  of  the  American  Medical  Association 
by  R.  Russell  Best,  M.D.,  delegate  from  the  Section 
on  General  Surgery,  and  W.  Howard  Morrison, 
M.D.,  delegate  from  the  Section  on  Ophthalmology. 
Yes,  we  sat  together  and  counseled  with  each  other 
during  all  meetings  of  the  House  and  attended 
reference  committee  meetings  according  to  our  re- 
spective interests. 

Great  credit  is  due  the  Officers  of  the  Ameri- 
can Medical  Association,  especially  Norman  A. 
Welch,  M.D.,  Speaker,  and  Milford  0.  Rouse,  M.D., 
Vice  Speaker  of  the  House  of  Delegates,  for  the 
conduct,  progression  of  items  to  be  considered  and 
equitable  courtesies  to  all  members  during  sessions 
which  called  forth  considerable  discussion  and  de- 
bate. 

The  Order  of  Business  of  the  House  of  Delegates 
runs  the  gamut  — from  all  usual  preliminaries  to 
such  meetings,  to  previously  submitted  and  supple- 
mentary reports  of  Officers,  various  Councils  and 
Committees  of  the  A.M.A.,  the  Woman’s  Auxiliary 
the  Student  A.M.A.,  and  others.  Then,  too,  many 
resolutions  are  submitted  by  constituent  state  so- 
cieties and  individual  members  of  the  House.  All 
of  these  matters  are  assigned  by  the  Speaker  to 
the  respective  reference  committees  according  to 
category.  All  reference  committees  hold  open  hear- 
ings, after  which  they  sit  in  executive  session  for 
the  pui-pose  of  considering  the  contents  of  reports, 
the  discussions  presented  as  well  as  finalizing  their 
recommendations  to  the  House.  Each  item  is  pre- 
sented to  the  House  separately  for  what  might  be 
either  immediate  approval,  disapproval  or  post- 
ponement. 

I apologize  for  taking  up  this  number  of  words 
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in  my  report  to  point  out  the  proceedings  of  the 
House  of  Delegates,  but  I have  been  appalled  at  the 
lack  of  knowledge  on  the  part  of  some  of  our  mem- 
bers as  to  these  details.  The  usual  answer  to  my 
question,  “Did  you  attend  the  meetings  of  the 
House  or  reference  committees?”  has  been,  “Well, 
I did  not  know  we  were  permitted  to  be  present.” 
Every  member  of  the  A.M.A.  is  not  only  welcome 
to  attend  meetings  of  the  House  of  Delegates  but 
is  urged  to  attend  and  take  part  in  meetings  of 
the  reference  committees.  It  seems  to  me  the 
greater  the  number  in  attendance,  the  more  knowl- 
edge will  the  constituent  societies  have  about  the 
overall  problems  confronting  medical  education,  of- 
fice and  hospital  practice  and  all  that  that  implies, 
as  well  as  the  economic  and  legislative  items  that 
beset  us. 

It  is  impossible  for  me  to  include  in  this  re- 
port complete  transactions  occurring  during  the 
meetings  of  the  House  of  Delegates  of  the  A.M.A. 
I will  therefore  give  a briefing  on  items  which  in 
my  opinion  are  essential  and  merely  mention  others. 
I would  recommend  that  those  who  are  interested 
in  more  detail  refer  to  J. A.M.A.,  Vol.  182,  No.  10, 
Pg.  32  to  41  (Dec.  8,  1962). 

Dr.  George  M.  Fister,  A.M.A.  President,  in  his 
splendid  report  to  the  House  of  Delegates,  covered 
many  of  the  problems  facing  the  practice  of  medi- 
cine. For  your  information,  I am  quoting  an  excei^pt 
from  his  address,  which  to  me  is  basic. 

In  relation  to  social  security,  health  care  for  the 
aged,  he  said: 

“We  will  not  compromise  on  the  fundamental  prin- 
ciples in  which  we  believe  and  for  which  we  have 
fought  in  the  past  with  courage  and  good  judg- 
ment. We  will  not  jeopardize  our  position  either 
by  indicating  a willingness  to  consider  a compromise 
which  would  damage  our  basic  principles,  or  by 
hasty  action  which  might  be  misinterpreted  . . . 
The  people  will  respond  to  the  tnith  and  it  is  im- 
perative that  we  as  individuals  and  as  an  organiza- 
tion see  that  they  get  the  truth. 

In  response  to  President  Fister’s  remarks,  resolu- 
tions from  members  of  the  House  and  reports  from 
the  various  councils  and  committees,  the  House  re- 
affirmed opposition  of  the  A.M.A.  to  the  King-And- 
derson  type  of  legislation  and  supported  the  Kerr- 
Mills  program.  The  House  approved  in  principal 
the  following  suggestions  regarding  amendments  to 
the  Kerr-Mills  Law:  (1)  Remove  the  requirement 

that  both  Old  Age  Assistance  (OAA)  and  Medical 
Assistance  for  the  Aged  (MAA)  programs  be  ad- 
ministered by  the  same  agency;  (2)  Provide  flexi- 
bility in  the  administration  of  the  income  limita- 
tions proposed  under  state  law  so  that  a person 
who  experiences  a major  illness  may  qualify  for 
benefits  if  the  expense  of  that  illness,  in  effect, 
reduces  his  money  income  below  the  maximum  pro- 
vided; (3)  Include  a provision  in  the  law  requir- 
ing state  administering  agencies  to  seek  expert  ad- 
vice from  physicians  or  medical  societies  through 
medical  advisory  committees;  and  (4)  Provide  for 
“free  choice”  of  hospital  and  doctor  under  state 
programs. 

Four  proposed  amendments  to  the  Internal  Reve- 
nue Code  designed  to  assist  in  financing  the  medi- 
cal and  hospital  expenses  of  the  aged  were  endorsed. 
These  amendments  would  “(1)  liberalize  tax  deduc- 
tions for  medical  expenses  of  dependents  over  age 


65;  (2)  remove  the  1 per  cent  dmg  limitation  and 
include  drags  as  medical  expenses;  (3)  permit  tax- 
payers over  age  65  to  receive  full  tax  benefit  for 
medical  expenses  by  use  of  the  carry-forward  and 
carrj'-back  principle;  (4)  provide  a tax  credit  for 
medical  expenses  paid  by  the  over  age  65  taxpayer, 
proportionate  to  the  relation  between  his  medical 
expense  and  taxable  income.” 

In  consideration  of  the  foregoing  and  recognizing 
that  the  Congress  in  the  next  few  years  will  be 
beset  by  many  bills  with  reference  to  the  health 
of  our  citizens,  regardless  of  age,  I quote  the 
following  statement  approved  by  the  House  of 
Delegates: 

“It  is  our  strong  conviction  that  the  legislative 
situation,  the  expanding  health  insurance  and  pre- 
payment coverage,  the  improving  economic  status  of 
the  aged,  and  the  many  other  factors  cited  on  this 
report  require  that  we  face  the  1963-1964  Congi-es- 
sional  campaign  without  defeatism  or  complacency 
and  with  pride  in  the  progress  that  has  occurred. 
Finally,  it  is,  above  all,  essential  that  our  position 
not  be  undermined  by  the  adoption  of  any  policies 
that  comprise  our  basic  principles  . . . 

“The  House  of  Delegates  invites  attention  to 
the  fact  that  the  medical  profession  is  the  only 
group  which  can  render  medical  care  under  any 
system  and  that  the  medical  profession  is  best 
qualified  to  determine  how  the  best  medical  care 
can  be  delivered. 

“The  House  of  Delegates  believes  that  the  medi- 
cal profession  will  see  to  it  that  eveiy  person  re- 
ceives the  best  available  medical  care  regardless 
of  his  ability  to  pay,  and  it  further  believes  that 
the  profession  will  render  that  care  according 
to  the  system  it  believes  is  in  the  public  interest 
and  that  it  will  not  be  a willing  party  to  im- 
plementing any  system  which  is  detrimental  to  the 
public  welfare.” 

It  seems  to  me  that  the  overall  question  having 
to  do  with  the  health  needs  of  the  nation  is  fairly 
well  epitomized  in  the  foregoing  and  it  is  the 
opinion  of  your  delegates  that  this  entire  matter 
be  given  priority  consideration  in  state  and  county 
medical  society  agendas  during  their  coming  meet- 
ings. The  considered  judgments  of  the  societies 
should  then  be  given  greatest  statewide  publicity  so 
that  the  citizens  of  Nebraska  will  be  well  informed 
and  thereby  able  to  transmit  their  opinions  to  our 
representatives  in  both  state  and  federal  govern- 
ment. 

The  reference  committee  on  Insurance  and  Med- 
ical Servdce  reemphasized  that,  “the  provision  of 
care  for  nonservice-connected  disabilities  is  not  the 
proper  business  of  the  Veterans  Administration.” 

The  Committee  on  Indigent  Care  recommended, 
“(a)  that  efforts  aimed  at  increasing  the  independ- 
ence of  assistance  recipients  seek  a goal  wholly 
in  accord  with  the  basic  philosophy  of  the  associa- 
tion and  approve  in  principle  state  and  local  action 
aimed  at  achieving  this  end;  (b)  that  the  A.M.A. 
reseiwe  the  rights  to  criticize  any  specific  methods 
and  mechanisms  proposed  to  achieve  these  aims; 
and  (c)  that  all  state  medical  associations  continue 
to  seek  the  fullest  possible  implementation  of  these 
recommendations  in  their  respective  states.”  These 
recommendations  have  to  do  with  the  KeiT-Mills 
Act  (Public  Law  86-7788). 

The  committee  also  approved  the  following  rec- 
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ommendations  having  to  do  with  care  for  the  aged: 
“that  the  state  medical  associations  consider  pro- 
grams to  assure  both  their  members  and  their 
members’  patients  of  adequate  information  conceim- 
ing  eligibility  standards,  content,  and  administra- 
tion of  all  programs  in  effect  in  their  respective 
states  which  will  provide  the  assistance  in  meet- 
ing the  costs  of  medical  services  for  the  aged” 
and,  “that,  in  its  informational  programs  concern- 
ing MAA  implementation,  each  state  medical  asso- 
ciation clear  what  portion  of  the  total  cost  is  paid 
from  state  and  what  portion  from  federal  funds, 
and  that  THIS  ALSO  BE  BROUGHT  TO  THE 
ATTENTION  OF  STATE  LEGISLATURES  IN 
THOSE  STATES  WHERE  APPROPRIATION  PRO- 
CEDURES TEND  TO  CONFUSE  THE  PICTURE.” 

The  committee  also  approved  a report  from  the 
Committee  on  Insurance  and  Prepayment  Plans 
having  to  do  with  the  financing  of  health  care  for 
retirees.  In  this  report  it  was  pointed  out  that  at 
the  end  of  1961,  135  million  persons  were  covered 
for  hospital  benefits,  125  million  for  surgical  bene- 
fits, and  92  million  for  medical  benefits.  Blue 
Shield  and  medical  society  plans  have  continued 
to  increase  at  the  same  rate  as  commercial  insur- 
ance company  plans.  State  and  county  medical  so- 
cieties were  urged  to  continue  promoting  the  ag- 
gressive, consistent  development  of  Blue  Shield 
Senior  Citizen  programs. 

All  of  these  recommendations  were  approved  by 
the  House  of  Delegates. 

The  Council  on  Medical  Education  and  Hospitals 
rendei'ed  lengthy  reports  having  to  do  with  the 
dirth  of  interns,  quotas  of  graduates  from  univer- 
sities in  the  United  States  and  Canada  versus  those 
from  foreign  universities  for  internships  in  the 
United  States  and  compensation  for  interns  and 
residents.  Considerable  time  v,^as  given  to  discus- 
sions regarding  internships  and  hospital  services. 
The  compensation  for  the  services  of  interns  and 
residents  was  contained  in  a joint  report  from  the 
Council  on  Medical  Education  and  Hospitals  and  the 
Council  on  Medical  Service.  This  problem  was  re- 
ferred back  to  the  Councils  for  fui-ther  study  and 
will  be  considered  at  the  1963  annual  meeting. 

Essentials  for  an  acceptable  school  for  inhala- 
tion therapy  technicians,  schools  of  cytotechnology 
and  medical  technology  were  prescribed. 

The  reference  committee  with  regard  to  family 
medical  service  recommended  that,  “our  committee  is 
of  the  opinion  that  the  medical  student  preceptorship 
program,  which  appears  to  be  finding  wider  accept- 
ance, represents  a promising  component  of  the 
overall  solution  of  this  problem.”  This  item  was 
unanimously  endorsed  by  the  House. 

It  was  most  interesting  to  receive  a report  on 
the  activities  of  the  American  Medical  Association 
Education  and  Research  Foundation.  It  was  point- 
ed out  that  one  of  every  ten  medical  students  in 
the  United  States  is  now  benefiting  from  the  loan 
iprogram  since  its  inception  nine  months  ago. 
Loans  totaling  more  than  nine  million  dollars  to 
13,042  medical  students  and  1,787  interns  and  resi- 
dents have  been  granted  and  it  was  stated  that 
H50  applications  for  loans  are  being  received  each 
Iweek.  Approximately  $550,000,  was  subscribed  to 
the  Foundation  during  the  meeting  of  the  House. 
Five  states  participated  in  donating  $435,583  — 
Illinois,  $183,000;  New  Jersey,  $31,703;  Utah,  $12,- 


160;  California,  $171,520,  and  Indiana,  $37,200. 
Merck,  Sharp  and  Dohme,  pharmaceutical  company, 
made  its  second  matching  grant  of  $100,000,  in 
support  of  the  loan  fund. 

An  ad  hoc  committee  which  was  appointed  in 
November,  1961,  rendered  a report  in  which  they 
recommended  some  sweeping  changes  regarding 
reorganization  of  the  Scientific  Sections  of  the 
A.M.A.  These  plans  came  in  for  lengthy  discussion 
before  the  reference  committee  and  during  the  com- 
mittee’s report  on  this  matter  to  the  House  of 
Delegates.  Further  study  was  suggested  and  a 
final  report  will  be  made  at  the  next  annual  session 
in  Atlantic  City. 

Other  actions  of  the  House  of  Delegates  had  to 
do  with  amending  the  Hill-Burton  Law  so  that  it 
would  eliminate  all  categorical  grants,  eliminate 
the  term  “diagnostic  and  treatment  centers”  from 
any  listings  in  the  Act  and  prevent  federal  funds 
being  awarded  under  existing  law  as  a grant  to 
closed  panel  medical  coi-porations  to  build  diag- 
nostic and  treatment  centers;  warned  against  the 
dangerously  low  level  of  immunization  against  small- 
pox and  urged  physicians  and  their  patients  to 
maintain  the  needed  protection;  pointed  out  that 
state  and  county  medical  societies  should  collab- 
orate with  departments  of  public  health,  always 
keeping  in  mind  the  need  for  a proper  balance  be- 
tween local  public  health  programs  and  the  private 
practice  of  medicine;  authorized  the  Board  of 
Tnistees  to  investigate  the  feasibility  of  establish- 
ing a physicians’  pension  plan;  extend  an  expres- 
sion of  appreciation  and  thanks  to  the  Woman’s 
Auxiliary  for  their  impressive  accomplishments  in 
behalf  of  our  free  society. 

Matters  deferred  for  consideration  during  the 
next  annual  meeting  included  increasing  compen- 
sation for  interns  and  residents;  physician  owner- 
ship of  drug  enterprises;  dispensing  of  eyeglasses 
by  ophthalmologists;  a proposal  that  the  A.M.A. 
endorse  amendment  of  the  United  States  Constitu- 
tion to  abolish  the  federal  income  tax  and  forbid 
federal  business  and  professional  activities;  and 
a number  of  revisions  having  to  do  with  the  Con- 
stitution and  By-Laws  of  the  A.M.A. 

I am  appending  a copy  of  the  speech  of  Senator 
Carl  T.  Curtis  before  the  Fifth  Annual  Medical 
Services  Conference  of  the  American  Medical  As- 
sociation in  Los  Angeles,  November  25,  1962.  It 
seems  to  me  that  this  speech  should  receive  con- 
siderable publicity  in  the  State  and  County  publi- 
cations of  the  Nebraska  State  Medical  Association 
as  well  as  in  the  lay  press. 

Percy  E.  Hopkins,  M.D.,  of  Chicago,  was  named 
Chairman  of  the  Board  of  Trustees,  replacing  Hugh 
H.  Hussey,  M.D.,  who  resigned  to  become  Director 
of  the  A.M.A.  Division  of  Scientific  Activities. 

RECOMMENDATIONS 

1.  That  members  of  the  Nebraska  State  Medical 
Association  attending  sessions  of  the  Ameri- 
can Medical  Association  plan  to  sit  in  on 
at  least  one  meeting  of  the  House  of  Dele- 
gates as  well  as  one  of  the  respective  ref- 
erence committees. 

That  all  members  of  the  Nebraska  State 
Medical  Association  acquaint  themselves  with 
the  transactions  of  the  House  of  Delegates 
of  the  American  Medical  Association  during 
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the  1962  Interim  Meeting,  which  can  be  found 
in  J.A.M.A.,  Vol.  182,  No.  10,  Pgs.  32-41 
(Dec.  8,  1962). 

2.  A proposal  that  all  groups  have  funds  to 
cover  request  for  loans  to  medical  students, 
interns  and  residents  be  transferred  to  the 
American  Medical  Association  Education  and 
Research  Foundation  was  disapproved.  This 
would  mean  that  the  Nebraska  State  Medical 
Association  should  retain  the  funds  on  hand 
for  future  requests  for  loans.  However,  as 
in  my  past  reports,  I would  again  recommend 
that  the  Nebraska  State  Medical  Association 
make  a contribution  to  the  American  Medi- 
cal Association  Education  and  Research  Foun- 
dation, the  method  and  amount  to  be  decided 
by  the  Association. 

3.  That  the  statement  of  George  M.  Fister,  M.D., 
President  of  the  American  Medical  Associa- 
tion, as  contained  in  this  report,  be  followed 
through  by  all  members  of  the  Nebraska  State 
Medical  Association. 

4.  That  remarks  in  this  report  relative  to  King- 
Anderson  proposals  and  Kerr-Mills  Law  be 
given  special  considerations  by  the  Board  of 
Councilors  and  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association,  and  that 
postive  statements  for  all  concerned  be  issued 
for  the  medical  and  lay  press.  In  my  opinion, 
the  Committee  on  Legislation  of  the  N.S.M.A. 
should  be  cognizant  not  only  of  the  actions  of 
the  House  of  Delegates  of  the  A.M.A.  rela- 
tive to  this  matter  but  as  well  the  thoughts 
contained  in  the  speech  of  Carl  T.  Curtis, 
Senator  from  Nebraska,  at  the  Annual  Medi- 
cal Seiwices  Conference  of  the  A.M.A. , Los 
Angeles,  November  25,  1962,  which  has  been 
made  an  appended  part  of  this  report. 

5.  That  the  Blue  Shield  and  Blue  Cross  of  Ne- 
braska be  commended  for  the  excellent  ef- 
forts and  successes  on  their  part  in  caring 
for  the  costs  of  illnesses  and  hospitalization 
for  the  aged. 

6.  That  the  Nebraska  State  Medical  Association 
emphasize  that  the  medical  profession  is  the 
only  group  which  can  render  medical  care 
under  any  system  and  that  the  medical  profes- 
sion is  best  qualified  to  detei-mine  how  the  best 
medical  care  can  be  delivered;  that  the  provi- 
sion of  care  for  nonservice-connected  dis- 
abilities of  veterans  of  the  armed  services  is 
not  the  proper  business  of  the  Veterans  Ad- 
ministration. 

7.  That  the  prerogatives  of  the  medical  profes- 
sion be  considered  in  deciding  questions  rela- 
tive to  undergraduate  and  graduate  education 
of  physicians. 

8.  That  a method  be  devised  by  the  Nebraska 
State  Medical  Association  to  ascertain  per- 
centagewise the  number  of  our  citizens  who 
have  not  been  immunized  against  smallpox. 

9.  That  the  problem  of  attaining  sufficient  num- 
bers of  qualified  interns  and  residents  for 
ser\dce  in  Nebraska  hospitals  be  investigated 
by  the  proper  committee  of  the  Association 


and  that  recommendations  to  improve  the 
situation  be  forthcoming  as  soon  as  possible. 

Respectfully  submitted, 

j.  D.  McCarthy,  m.d.. 

Delegate. 

REPORT  OF  DELEGATE  TO  THE  NORTH 
CENTRAL  MEDICAL  CONFERENCE 

The  North  Central  Medical  Conference  met  on 
November  11,  1962,  in  Minneapolis,  Minnesota.  An 
unusually  fine  program  was  presented  dealing,  as 
usual,  with  the  socio-economical  aspects  of  the  prac- 
tice of  medicine. 

Mr.  Kenneth  Neff,  our  Executive  secretary,  pre- 
sented a report  on  proposed  legislation  for  the 
control  of  tuberculosis  in  Nebraska.  In  substance, 
the  Act  to  be  introduced  to  the  1963  Nebraska  Legis- 
lature would  call  for  compulsory  care  of  the  re- 
sistive tuberculosis  patient  and  give  health  officers 
more  power  to  carry  out  directives. 

Mr.  Marvin  Whealy  of  Madison,  South  Dakota 
indicated  in  his  presentation  that  the  Legislature 
of  South  Dakota  will  be  asked  to  develop  an  Act 
for  the  control  and  eradication  of  tuberculosis  in 
South  Dakota.  Further,  that  the  Sanitoida  for 
care  of  tuberculosis  patients  be  closed;  that  treat- 
ment be  decentralized;  and,  that  the  state  assume 
the  financial  responsibility  for  medical  care  re- 
gardless of  the  ability  of  the  patient  to  pay. 

Dr.  H.  B.  Sweetser  of  Minneapolis,  Minnesota 
discussed  new  legislation  for  the  practice  of  osteo- 
pathy. The  situation  in  Minnesota  has  been  very 
much  like  the  situation  in  Nebraska  with  regard  to 
osteopaths.  In  an  effort  to  resolve  the  issues 
presented  both  by  the  doctors  of  medicine  and  the 
doctors  of  osteopathy,  the  two  groups  agreed  to 
appointment  of  a liaison  committee  in  1961,  which 
would  attempt  to  arrive  at  an  amicable  settlement 
of  the  problem.  The  committee  was  appointed  by 
the  Governor  of  Minnesota  at  the  direction  of  the 
Legislature  and  was  made  up  of  three  osteopaths, 
three  doctors  of  medicine,  and  a neutral  social 
worker  as  ehaii-man.  This  committee  felt  that  if 
osteopaths  could  pass  the  same  examination  as 
doctors  of  medicine,  they  should  receive  appro- 
priate licensure  and  be  admitted  to  the  hospital 
staffs  in  the  same  manner  as  doctors  of  medicine. 
The  report  from  Dr.  Sweester  indicated  that  the 
osteopaths  at  present  were  unwilling  to  comply 
with  the  suggestions  of  the  committee  at  the  pres- 
ent time,  but  the  committee  felt  that  if  the  plan  de- 
veloped or  their  negotiation  continued,  it  would  only 
be  a matter  of  years  before  there  would  be  no  more 
osteopathic  physicians  in  Minnesota. 

Dr.  C.  H.  Peters  of  Bismarck,  North  Dakota  dis- 
cussed the  activity  of  Kerr-Mills  legislation  in 
North  Dakota.  This  discussion  was  of  considerable 
importance  to  your  delegate  and  to  our  Executive 
Secretary,  inasmuch  as  implementation  of  the  Kerr- 
Mills  Bill  is  expected  to  be  an  important  part  of 
our  legislative  work  for  the  1963  Nebraska  Legis- 
lature. Dr.  Peters  outlined  in  considerable  detail 
methods  by  which  the  bill  could  be  implemented  to 
the  greatest  satisfaction  to  all  concerned. 

Jule  M.  Hannaford  of  Minneapolis,  Minnesota, 
Legal  Counsel  to  the  Minnesota  State  Medical  As- 
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sociation,  discussed  the  problem  of  professional  pen- 
sion plans  with  particular  reference  to  the  Keogh 
Act.  After  discussing  the  benefits  and  the  limita- 
tions of  this  act,  it  was  the  professional  opinion  of 
Mr.  Hannaford  that  physicians  move  into  this  area 
with  extreme  caution,  inasmuch  as  it  is  quite  prob- 
able that  increased  benefits  will  be  developed  for 
the  physician  by  Congressional  activity  in  the  next 
year  or  two. 

Mr.  Joe  Miller,  of  Chicago,  Illinois,  discussed  the 
activities  of  AMPAC  during  its  first  year  of  ac- 
tivity. Mr.  Miller  pointed  out  that  the  impact 
of  AMPAC  had  had  some  important  contribution  in 
electing  candidates  in  the  last  fall  election  who 
were  sympathetic  to  the  cause  of  organized  medi- 
cine. 

The  real  highlight  of  our  North  Central  Medical 
Conference  meeting  was  the  historical  account  of 
the  Saskatchewan  story,  as  presented  by  Dr.  Lewis 
M.  Brand  of  Saskatoon,  Saskatchewan,  Canada.  In 
a talk  which  held  the  I’apt  attention  of  all  members. 
Dr.  Brand  outlined  the  situations  which  developed 
for,  during,  and  following  the  “doctor  strike”  in 
Saskatchew'an.  It  was  the  opinion  of  the  delegates 
to  the  North  Central  Medical  Conference  that  every 
physician  should  have  the  opportunity  of  getting 
this  firsthand  account  of  what  actually  went  on 
during  the  so-called  “strike.”  An  effort  has  been 
made  to  obtain  Dr.  Brand  as  a speaker  at  our 
forthcoming  annual  State  Medical  Association 
meeting. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Delegate. 

REPORT  OF  THE  EDITOR 
NEBRASKA  STATE  MEDICAL  JOURNAL 

The  47th  volume  of  your  Journal  was  produced 
during  1962.  This  volume  compares  very  favor- 
ably with  those  that  have  gone  before.  It  consists 
of  718  pages  of  printed  material  aside  from  “Cur- 
rent Comments,”  which  are  used  as  filler  in  the 
advertising  section.  Approximately  one-third  of 
each  issue  is  devoted  to  scientific  articles  and  edi- 
torials. The  remainder,  to  “Organization  Section.” 

Volume  47  contains  76  scientific  articles  and  43 
editorials  (not  including  the  “President’s  Page”). 
A scattering  few  articles  can  be  said  to  be  highly 
scientific,  the  major  number  being  of  the  more 
practical  kind,  interesting  and  useful  to  the  prac- 
titioner. 

The  number  of  authors  participating  in  writing 
the  76  articles  is  suprisingly  high  — 104.  This 
cannot  be  considered  highly  desirable.  The  major 
number  of  papers,  on  the  other  hand,  were  au- 
thored by  one  and  occasionally  two  writers.  It  is 
justifiable  to  believe  that  two,  or  possibly  three, 
authors  actually  consummate  a joint  effort  in  pre- 
paring matei'ial  and  writing  a paper.  When  one 
finds  five  or  six  clinging  to  one  title,  there  is  al- 
ways a question  as  to  what  part  each  took  in  the 
project,  how  much  “bibliography”  is  being  pro- 
duced, and  which  names  may  have  been  added  for 
“prestige.”  This  is  a problem  that  medical  editors 
in  general  have  sought  to  solve.  The  solution  has, 
however,  escaped  us  thus  far. 

The  problem  of  obtaining  manuscripts  for  pub- 


lication from  our  guest  speakers  at  the  annual 
meeting  remains  only  partially  solved.  Much  valu- 
able material,  which  has  cost  the  Association  con- 
siderable money,  escapes  us.  Promises  to  send  a 
manuscript  later  are  easily  forgotten  in  the  i-ush 
of  daily  work.  And,  any  way  the  author  looks  at 
it,  the  work  of  preparing  a manuscript  for  pub- 
lication after  the  paper  has  been  read  is  sort  of 
“cold  pancakes.”  When  a guest  has  been  here, 
read  his  paper,  accepted  our  hospitality,  collected 
his  expense  money,  and  gone  home,  he  probably 
feels  he  has  done  his  job.  Letters  to  him  quite  often 
elicit  replies  that  can  be  called  curt,  to  say  the 
least  but,  no  manuscript.  The  only  way  to  get 
these  manuscripts  is  to  be  sure  the  speaker  under- 
stands that  he  must  deposit  one  before  he  gets 
away  from  the  speakers’  rostrum  — and  this  does 
not  mean  a set  of  partially  legible  notes,  sometimes 
in  pencil,  but  something  ready  for  publication. 

The  format  of  the  Journal  has  not  been  altered 
materially  during  the  past  year.  At  the  present 
time,  however,  some  changes  are  being  made  to 
bring  our  format  in  line  with  present  thinking  in 
the  production  of  this  type  of  magazine  and,  more 
important,  to  make  the  Journal  easier  to  read.  It 
will  take  several  months  to  gradually  introduce  these 
changes. 

A committee  has  been  set  up  and  is  at  work 
planning  and  gathering  material  for  our  anticipated 
centennial  edition. 

Respectfully  submitted, 

GEORGE  W.  COVEY,  M.D., 
Editor. 

REPORT  OF  ALLIED  PROFESSIONS 
COMMITTEE 

Loyd  R.  Wagner,  M.D.,  Hastings,  Chairman  ; Otis  W.  Miller, 
M.D.,  Ord ; Kenneth  R.  Dalton,  M.D.,  Genoa ; Bryce  G. 
Shopp,  M.D.,  Imperial;  William  Doering,  M.D.,  Franklin; 
Hari-y  W.  McFadden,  M.D.,  Omaha. 

The  work  of  the  Allied  Professions  Committee 
of  the  Nebraska  State  Medical  Association  has  con- 
cerned itself  during  the  past  six  months  in  two 
main  fields  of  endeavor.  At  the  request  of  the 
state  President,  Otto  A.  Kostal,  M.D.,  Hastings, 
Nebraska,  the  chairman  of  this  committee  has  also 
been  active  in  several  other  fields  during  the  past 
year.  The  following  is  a resume  of  the  activity  of 
this  committee  along  with  specific  recommendations 
where  applicable  for  your  consideration. 

The  first  meeting  of  this  committee  was  held  on 
Thursday,  July  12,  1962,  at  the  Hotel  Cornhusker, 
Lincoln,  Nebraska.  This  meeting  was  for  the  pur- 
pose of  organization,  assessment  of  objectives  of 
the  committee  and  specific  discussion  of  a major 
problem  before  it. 

The  first  accomplishment  of  this  committee  dur- 
ing the  past  six  months  has  been  the  implementa- 
tion of  the  Nebraska  Inter-Professional  Advisory 
Council.  As  you  recall,  the  by-laws  were  approved 
by  this  organization  and  proceeding  under  such  ap- 
proval, the  by-laws  of  the  Professional  Advisory 
Council  itself  were  adopted  and  officers  were  elected. 
Your  State  Association  was  host  at  the  organiza- 
tional meeting  of  this  committee  on  Thursday, 
November  15,  1962.  At  that  time  Dr.  E.  J.  Berens 
of  Dodge,  Nebraska  of  Nebraska  Veterinary  Medical 
Association  was  elected  President.  Dr.  Otis  Miller 
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of  oul-  association  was  elected  Vice  President.  The 
Secretary  elected  was  Norman  A.  Leuthauser,  a 
pharmacist,  of  Lincoln,  Nebraska.  At  this  meeting 
the  aims  of  the  association  were  discussed  and  in- 
foi-mation  was  given  to  the  other  members  of  the 
Council  concerning  the  proposed  Keir-Mills--  legis- 
lation to  be  introduced  at  the  next  session  of  the 
Legislature. 

On  June  7,  1962,  the  Chairman  of  this  committee 
attended  a meeting  in  Omaha  with  members  of  the 
Nursing  Profession  and  representatives  of  the  State 
Department  of  Vocational  Education,  and  a repre- 
sentative of  the  U.  S.  Department  of  Labor.  The 
purpose  of  the  meeting  was  to  discuss  provisions  for 
expansion  of  training  programs  under  the  Man 
Power  Requirements,  Development  and  Utilization 
Act  passed  by  the  87th  Congress  in  March,  1962.  At 
this  meeting  many  of  the  aspects  of  federal  con- 
trol of  educational  programs  were  pointed  out,  and 
a final  result  of  the  meeting  was  a resolution  to 
the  effect  that  the  group  supported  a resolution 
of  the  State  Board  of  Education  to  wit:  “Be  it 

resolved,  that  the  Nebraska  State  Board  of  Educa- 
tion approve  participation  in  the  Man  Power  De- 
velopment and  Training  Act  of  1962,  at  such  time 
as  the  regulation  and  the  tentative  draft  of  the 
training  programs  agreement  requiring  federal 
prior  approval  and  control  be  deleted.”  The  Chair- 
man is  unaware  that  any  further  meetings  of  this 
group  have  occurred. 

On  December  2,  1962,  your  Chairman  was  privil- 
eged to  attend  the  annual  banquet  of  the  Ne- 
braska Veterinary  Medical  Association  as  a rep- 
resentative of  your  Association.  Present  also  were 
representatives  of  the  Nebraska  State  Dental  As- 
sociation and  the  Nebraska  Pharmaceutical  Asso- 
ciation. Your  Chaii-man  believes  that  such  exchange 
visits  is  worth  while  as  an  extension  of  the  activ- 
ities of  the  Inter-Professional  Society  Advisory 
Council.  It  is  the  recommendation  of  the  Chairman 
and  this  committee  that  similar  invitations  be  ex- 
tended to  representatives  of  these  Societies  to  at- 
tend the  annual  banquet  of  the  Nebraska  State 
Medical  Association. 

The  main  activity  of  the  committee  during  the 
past  six  months  has  been  in  regard  to  the  super- 
vision of  lay  laboratories  in  the  State  of  Nebraska. 
This  is  an  outgrowth  of  a resolution  which  was 
approved  by  the  Nebraska  State  Medical  Associa- 
tion House  of  Delegates  in  February,  1962,  a reso- 
lution originally  submitted  by  the  Adams  County 
Medical  Society  concerning  problems  in  clinical 
psychology  and  clinical  pathology.  That  resolu- 
tion directed  that  the  matter  be  referred  to  the 
Allied  Professions  Committee  specifically  for  evalu- 
ation of  the  problem  concerning  supeiwision  of  lab- 
oratory analyses. 

It  is  with  this  specific  problem  that  the  re- 
mainder of  this  report  is  concerned. 

The  problem  of  lay  laboratory  operation  in  the 
State  of  Nebraska  is  in  reality  twofold.  Of  primary 
concern  is  the  fact  that  there  are  a number  of  lab- 
oratories in  the  state  operated  by  people  with  little 
or  no  professional  background.  Some  of  these 
people  have  degrees  in  related  paramedical  fields 
and  other  people  have  had  rather  scanty  training 
in  laboratory  procedures  of  any  types.  These  lab- 
oratories in  many  instances  are  operated  by  people 
without  any  medical  licensure  or  supeiwision.  Some 


of  them  operate  with  a physician’s  name  on  the 
letterhead  as  a medical  director  whereas  in  reality 
these  physicians  have  no  connection  with  the  lab- 
oratory in  regard  to  its  operation,  the  selection  of 
tests  to  be  performed,  their  intepretation,  or  the 
code  of  ethics  under  which  the  laboratoi-y  will  op- 
erate. Some  of  these  laboratories  have  in  the  past 
violated  the  code  of  ethics  of  the  American  Medical 
Association  in  that  they  have  engaged  in  adver- 
tising, fee-splitting,  etc.  The  other  problem  in- 
volved in  the  lay  laboratory  is  the  fact  that  many 
laboratories  operating  in  other  states  have  been 
circularizing  physicians  in  Nebraska  offering  pack- 
aged type  laboratory  coverage  for  a set  fee.  Many 
of  these  laboratories  are  also  operating  without 
any  medical  supervision,  and  many  of  them  oper- 
ate in  a manner  which  jeopardizes  the  accuracy  of 
laboratoiy  analyses  and  therefore  place  in  jeop- 
ardy the  health  and  welfare  of  the  individual  pa- 
tient concerned.  They  also  foster  the  practice  of 
fee-splitting. 

The  main  objection  to  these  laboratories  is  that 
they  operate  without  any  medical  supervision  or 
any  licensure  procedure.  The  only  control  exercised 
by  the  State  Department  of  Health  in  the  State 
of  Nebraska  is  in  regard  to  premarital  serologies 
which  must  be  licensed  by  the  State  Department 
of  Health. 

Such  laboratories  could  not  operate  in  the  State 
of  Nebraska  if  they  were  not  supported  and  patron- 
ized by  the  physicians  of  this  state.  The  major 
difficulty  is  the  fact  that  many  physicians  in  Ne- 
braska do  not  consider  the  performance  of  the 
laboratory  analysis  as  the  practice  of  medicine. 
This  despite  the  fact  that  the  House  of  Delegates 
of  the  Amei’ican  Medical  Association  has  repeatedly 
stated  that  the  performance  of  such  analyses  is 
definitely  the  practice  of  medicine.  Such  an  opinion 
has  also  been  rendered  by  other  professional  so- 
cieties, and  has  certainly  been  so  interpreted  by 
attorneys  general  of  many  of  the  various  states. 
The  Medical  Practice  Act  of  the  State  of  Nebraska 
defines  that,  “one  shall  be  considered  to  be  en- 
gaged in  the  practice  of  medicine  if  they  maintain 
an  office  for  the  examination  or  treatment  of  per- 
sons afflicted  with  ailments,  diseases  or  injuries 
of  the  human  mind  or  body.”  This  statement  has 
been  intepreted  by  certain  physicians  and  groups 
of  physicians  in  the  state  to  include  the  practice 
of  laboratory  medicine,  a ruling  by  the  State  At- 
torney General  has  not  been  obtained  in  the  past. 

One  of  the  arguments  advanced  by  people  who 
support  such  lay  laboratories  is  that  only  the  in- 
terpretation of  a lay  laboratory  examination  con- 
stitutes the  practice  of  medicine  whereas  the  per- 
formance of  such  a test  is  a non-medical  function. 
The  House  of  Delegates  of  the  American  Medical 
Association  has  repeatedly  stated  that  they  oppose 
the  separation  of  medical  practice  into  technical  and 
professional  aspects.  Their  intent  is  quite  clear  in 
a resolution.  No.  12,  adopted  by  the  House  of  Dele- 
gates, December,  1958,  concerning  licensure  of  para- 
medical groups,  in  which  they  state,  “all  para- 
medical personnel  shall  work  under  the  supervision 
of  physicians,  serving  as  the  hands  of  physicians 
and  not  as  independent  agents.” 

It  has  been  stated  by  some  people  that  this  prob- 
lem could  be  solved  by  licensure  of  operators  of  such 
lay  laboratories  and  licensure  of  medical  technolo- 
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gists  and  other  paramedical  personnel.  Let  me 
again  point  out  that  the  House  of  Delegates  of  the 
American  Medical  Association  has  repeatedly  stated 
that  they  are  opposed  to  such  licensure.  In  the 
above  mentioned  resolution  No.  12,  in  December, 
1958,  it  specifically  states,  “that  the  House  of 
Delegates  of  the  American  Medical  Association  goes 
on  record  opposing  licensure  or  registration  of  all 
paramedical  personnel.”  The  House  of  Delegates 
furthermore  adopted  a report  in  June,  1962,  of  the 
Committee  to  Study  the  Relationships  of  Medicine 
with  Allied  Health  Professions  and  Services.  In 
this  report  they  also  opposed  licensure  of  para- 
medical personnel  and  state  specifically  that  all 
people  should  work  under  or  in  genuine  collabora- 
tion with  licensed  registered  physicians.  It  has 
been  the  experience  in  other  states  that  where 
such  licensure  has  occurred,  fragmentation  of 
medical  seiwice  occurs,  and  that  the  problems  are 
compounded  rather  than  solved. 

In  the  evaluation  of  this  problem  by  the  com- 
mittee members,  three  courses  of  action  seemed  to 
become  apparent.  The  first  of  these  was  that  a 
resolution  could  be  adapted  in  this  Association 
pointing  out  the  unethical  concepts  of  patronizing 
lay  laboratories.  In  effect,  this  has  already  been 
done  by  the  adoption  of  the  resolution  of  February, 
1962,  in  which  it  is  stated  that  this  Association 
is  on  record  in  support  of  the  principles  and  con- 
cepts of  the  House  of  Delegates  of  the  American 
Medical  Association.  It  is  the  feeling,  however, 
that  a specific  resolution  to  this  effect  might  be 
effective  in  bringing  these  matters  to  the  attention 
of  the  members  of  the  Association.  The  second 
course  of  action  which  is  apparent,  is  that  a request 
may  be  made  for  a ruling  on  the  Medical  Practice 
Act  by  the  Attorney  General,  specifically  as  to 
whether  or  not  laboratory  analyses  is  the  result  of 
the  practice  of  medicine.  The  third  course  of  ac- 
tion, is  that  new  legislation  along  this  line  may 
be  sought. 

It  is  the  feeling  of  the  committee  that  the  latter 
course  should  be  reseiwed  as  a last  resort.  Sec- 
ondly, it  was  the  feeling  that  an  Attorney  General 
opinion  could  be  sought,  and  in  fact  is  supported 
by  the  Director  of  the  State  Department  of  Health. 
This  course  of  action  is  reserved  as  an  alternative, 
and  because  of  the  personal  aspects  of  law  inter- 
pretation by  individuals.  The  course  decided  upon 
by  the  committee,  however,  was  to  seek  in  the  As- 
sociation a strongly  worded  resolution  concerning 
the  supervision  of  lay  laboratory  analyses  in  the 
hope  that  physicians  about  the  state  would  refrain 
from  an  undesirable  practice,  cease  the  patronage 
of  such  lay  supervised  laboratories,  and  thereby 
make  further  control  measures  unnecessary. 

Pursuant  to  such  a decision,  a resolution  has 
been  prepared  for  your  consideration  and  submit- 
ted herewith.  In  the  discussion  of  the  problem  of 
the  lay  laboratories  at  the  committee  level,  several 
other  problems  were  considered.  The  major  one  is 
that  many  of  the  hospitals  in  the  State  of  Ne- 
braska are  served  by  a laboratory  technologist 
who  is  not  under  direct  medical  supervision.  It 
was  felt  that  it  would  be  an  injustice  to  the  people 
of  the  state  to  make  a resolution  so  comprehensive 
that  all  laboratory  service  would  be  denied  to  people 
in  such  institutions.  The  committee  felt  and 
strongly  recommends  that  where  feasible,  hos- 
pitals about  the  state  should  seek  to  become  ac- 


ci’edited  by  the  Joint  Committee  on  Accreditation 
of  Hospitals  which  requires  that  the  laboratory  fa- 
cilities be  under  the  supervision  of  a pathologist. 
Realizing  that  the  supply  of  pathologists  in  the 
State  of  Nebraska  is  somewhat  limited,  and  that 
geography  plays  an  important  factor  in  preventing 
such  ideal  coverage,  the  committee  ui’ges  that  all 
hospitals  in  the  State  of  Nebraska  appoint  a staff 
member  who  would  concern  himself  with  the  proper 
supervision  of  laboratory  analyses  in  the  hospital, 
if  adequate  pathologist  supervision  is  not  possible. 

The  following  resolution  is  hereby  submitted  by 
this  committee  for  your  consideration: 

WHEREAS:  The  practice  of  Pathology,  both 
clinical  and  anatomical,  has  been  declared  re- 
peatedly to  be  the  practice  of  medicine  by  the 
American  Medical  Association,  by  various  state 
and  county  medical  societies,  by  the  College 
of  American  Pathologists  and  other  special 
professional  societies,  by  courts  of  record  hav- 
ing certain  legal  jurisdictions,  and  by  opinions 
of  record  of  attorneys  general  of  certain  states, 
and 

WHEREAS:  The  House  of  Delegates  of  the 
American  Medical  Association  in  1961  stated 
that,  “The  proper  conduct  of  laboratory  analyses 
is  a medical  professional  responsibility,  and 
all  specimens  for  such  analysis  should  be  re- 
ferred to  laboratories  supervised  by  fully  quali- 
fied and  licensed  physicians,”  and 

WHEREAS:  The  final  report  of  the  com- 
mittee to  study  the  relationships  of  medicine 
with  Allied  Health  Professions  and  Seiwices 
adopted  by  the  American  Medical  Association 
House  of  Delegates  in  1960,  states  that,  “Serv- 
ices which  involve  the  diagnosis  or  treatment 
of  nervous,  mental,  or  physical  illnesses  or  dis- 
orders of  individual  patients  should  require 
such  services  to  be  performed  under  the  direct 
supervision  of,  or  in  genuine  collaboration  with, 
a qualified  physician,”  and 

WHEREAS:  The  House  of  Delegates  of  the 

Nebraska  State  Medical  Association  in  Febru- 
ary, 1962,  declared  itself  on  record  in  support 
of  these  principles  of  the  American  Medical 
Association,  and 

WHEREAS:  In  some  instances  laboratory 

analyses  are  performed  in  the  State  of  Ne- 
braska by  individuals  not  under  direct  or 
genuine  supervision  of  a qualified  and  licensed 
physician;  or  under  conditions  which  allow  di- 
vision of  fees  for  medical  seiwices;  and  without 
any  regulation  by  any  supeiwising  or  licensing 
board;  and 

WHEREAS:  Such  practices  lead  to  the  im- 
mediate and  ultimate  detriment  of  both  patient 
and  profession,  now  therefore  be  it 

RESOLVED:  That  the  House  of  Delegates 

of  the  Nebraska  State  Medical  Association 
declare  that  the  performance  of  medical  labor- 
atory analyses  is  the  practice  of  medicine,  and 
be  it  further 

RESOLVED:  That  laboratories  which  per- 

form such  analyses  should  be  under  the  direct 
or  genuine  supervision  of  a qualified  and  li- 
censed physician,  and  be  it  further 

RESOLVED:  That  any  licensed  physician 

by  virtue  of  special  education,  or  experience 
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and  interest,  may  demonstrate  himself  quali- 
fied to  supers’ise  such  laboratory  analyses,  and 
be  it  further 

RESOLVED:  That  the  supervision  of  labor- 
atory analyses  shall  be  considered  dirqct  or 
genuine  when  technical  personnel  shall  per- 
form requested  examinations  in  accordance  with 
techniques  and  quality  controls  established  by 
the  supeiwising  physician;  and  when  the  super- 
vising physician  is  available  for  consultation 
and  advice  when  it  is  requested  by  the  refer- 
ring, inquiring  physician,  and  be  it  further 

RESOLVED:  That  the  House  of  Delegates 

of  the  Nebraska  State  Medical  Association  de- 
clare that  the  lending  of  one’s  name  by  a 
physician  to  the  operation  of  a laboratory  when 
direct  or  genuine  supervision  does  not  exist 
as  outlined  above,  shall  be  considered  un- 
ethical conduct,  and  be  it  further 

RESOLVED:  That  inasmuch  as  the  perfor- 
mance of  laboratory  analyses  is  the  practice  of 
medicine,  therefore  laboratories  performing 
such  analyses  must  be  operated  in  conformity 
with  the  Code  of  Ethics  of  the  American  Med- 
ical Association  in  regard  to  advertising,  fees, 
etc.,  and  be  it  further 

RESOLVED:  That  in  order  that  the  best 

interests  of  both  patient  and  profession  shall 
be  continually  seiwed,  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  call 
upon  the  physicians  of  this  state  to  refrain 
from  submitting  specimens  for  analysis  to  any 
laboratory  not  operated  in  conformity  with  the 
Code  of  Ethics  of  the  American  Medical  Asso- 
tion,  and  in  accord  with  this  resolution,  and  be  it 
further 

RESOLVED:  That  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  direct 
that  this  resolution  be  published  in  a prominent 
location  in  the  Journal  of  the  Nebraska  State 
Medical  Association  for  the  infonnation  of  all 
its  member  physicians,  and  that  it  take  what- 
ever other  steps  are  necessary  to  advise  the 
members  of  the  above  mentioned  ethical  consid- 
erations. 

Respectfully  submitted, 

LOYD  R.  WAGNER,  M.D., 
Chairman. 

REPORT  OF  COMMUTE  ON  BLOOD 
AND  BLOOD  PRODUCTS 

Harr>’  W.  McFadden,  Jr.,  M.D.,  Omaha,  Chairman  : Pierce 
Sloss,  M.D.,  Grand  Island : F.  H.  Tanner.  M.D.,  Lincoln  ; 
J.  L.  Dyer,  M.D.,  North  Bend  ; J.  R.  Schenken,  M.D.,  Omaha  ; 
John  R.  TTiompson,  M.D.,  Lincoln 

During  the  past  reporting  year,  the  Committee 
on  Blood  and  Blood  Products  has  received  no  spe- 
cific problems  for  its  consideration.  Because  of 
this  fact,  the  program  of  the  previous  Committee  on 
Blood  and  Blood  Products  has  been  continued. 

As  a bit  of  background  to  our  considerations, 
you  will  remember  that  the  previous  committee  sent 
questionnaires  to  hospital  administrative  groups 
operating  hospitals  in  Nebraska  concerning  blood 
products  and,  particularly,  the  laboratory  aspects 
of  blood  banking.  The  hospitals  circularized  in- 
cluded all  of  those  outside  the  cities  of  Lincoln  and 
Omaha.  A total  of  85  questionnaires  were  returned 


to  Doctor  Frank  Tanner,  Chairman  of  the  Commit- 
tee on  Blood  and  Blood  Products.  After  analysis 
of  these  reports,  the  committee  made  several  recom- 
mendations to  the  participating  hospitals  and  clinic 
groups  concerning  the  operation  of  their  blood  bank 
and  cross  match  and  transfusion  services.  One 
item  specifically  called  to  their  attention  was  the 
availability  of  refresher  courses  for  technologists 
sponsored  by  the  Nebraska  Association  of  Patholo- 
gists. The  initial  blood  bank  work  shop  was  con- 
ducted by  the  Committee  in  association  with  the 
Nebraska  Association  of  Pathologists  on  December 
9,  1961,  in  Hastings,  Nebraska. 

The  present  committee  agreed  with  the  decision 
of  the  previous  committee  that  education  of  tech- 
nologist personnel  and  others  who  participate  in  the 
blood  bank,  cross  match,  and  transfusion  service 
of  hospitals  is  most  important  and  that  these  per- 
sons must  be  offered  the  opportunity  of  ongoing  edu- 
cation in  this  critical  field  of  endeavor.  We  are, 
therefore,  happy  to  report  the  continuing  interest  of 
the  Nebraska  Association  of  Pathologists  in  spon- 
soring refresher  courses  or  workshops  concerned 
with  basic  typing  and  cross  matching  procedures. 
During  the  past  year,  three  workshops  have  been 
conducted  under  joint  sponsorship  of  the  Nebraska 
Association  of  Pathologists  and  the  Nebraska  Hos- 
pital Association.  The  first  of  these  workshops 
was  held  in  North  Platte,  Nebraska,  April  21,  1962, 
under  the  direction  of  Drs.  Harlan  Papenfuss,  J. 
X.  Tamisiea,  and  Morton  Kulesh.  Some  six  to 
eight  students  attended  this  workshop.  The  sec- 
ond workshop  was  held  in  Norfolk,  Nebraska,  No- 
vember 10,  1962,  under  the  direction  of  Drs.  J.  X. 
Tamisiea  and  Frank  Tanner.  Some  ten  persons  at- 
tended this  workshop.  The  third  workship  was  held 
in  Omaha,  Nebraska,  during  the  annual  meeting 
of  the  Nebraska  Hospital  Association,  October  19, 
1962.  This  workshop  was  limited  to  graduates  and 
students  of  ASCP  approved  schools  of  medical  tech- 
nology. Some  43  persons  attended  this  workshop. 
This  workshop  was  under  the  direction  of  Drs. 
M.  H.  Kulesh,  J.  X.  Tamisiea,  Milton  Simons,  C. 
A.  Moran,  Robert  Brooks,  and  Earle  Greene. 

We  believe  the  Nebraska  Association  of  Path- 
ologists is  to  be  commended  for  continuing  this 
valuable  educational  endeavor. 

In  addition  to  these  formally  organized  work- 
shops concerned  with  blood  bank  procedures,  indi- 
vidual pathologists  have  conducted  programs  of 
individual  instruction  for  selected  technologists. 

We  believe  these  attempts  at  ongoing  education 
of  persons  working  in  the  field  of  blood  and  blood 
products  should  be  continued  and  the  persons  active- 
ly engaged  in  this  work  be  commended  for  their 
activities. 

Respectfully  submitted, 

H.  W.  McFADDEN,  JR.,  M.D., 
Chairman. 

REPORT  OF  THE  COMIMITTEE  ON  AGING 

H.  V.  Munger.  M.D.,  Lincoln,  Chairman : Raymond  Lewis, 
M.D.,  Omaha : John  A.  Brown.  M.D.,  Lincoln ; R.  R.  Ander- 
sen. M.D.,  Nehawka ; H.  V.  Nuss,  M.D.,  Sutton ; J.  D.  Mc- 
Carthy, M.D.,  Omaha 

No  material  has  been  submitted  to  this  committee 
for  study  and  action. 

Liaison  with  the  Policy  Committee  has  been 
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established  in  order  to  cooperate  in  the  introduction 
and  passage  of  a medical  assistance  for  the  aged 
bill  in  the  1963  session  of  the  State  Legislature. 

Respectfully  submitted, 

H.  V.  HUNGER,  M.D., 

Chairman. 

REPORT  OF  CIVIL  DEFENSE  AND 
DISASTER  COMMITTEE 

George  N.  Johnson,  M.D.,  Omaha.  Chairman ; D.  W.  Kins- 
ley. M.D..  Hastings ; John  G.  Wiedman,  M.D.,  Lincoln ; Isaiah 
Lukens.  M.D.,  Tekamah  ; H.  Dey  Myers,  M.D.,  Schuyler;  Joe  T. 
Hanna,  M.D.,  Scottsbluff 

The  Civil  Defense  and  Disaster  Committee  met 
for  a dinner  on  April  5,  1962,  at  the  Hotel  Corn- 
husker,  Lincoln,  Nebraska. 

Present  were  Drs.  George  N.  Johnson  (Chairman), 
Arnold  Lempka,  Richard  Svehla,  R.  Russell  Best, 
all  of  Omaha;  Isaiah  Lukens,  Tekamah;  H.  Dey 
Myers,  Schuyler;  John  G.  Wiedman,  Russell  Brauer, 
E.  A.  Rogers,  all  of  Lincoln;  John  Hansen,  Wahoo; 
Clarence  Brott,  Beatrice;  J.  H.  Dunlap,  Norfolk; 
Louis  L.  Erickson,  West  Point;  W.  H.  Shreck, 
0.  A.  Kostal,  President-elect,  Hastings;  and  Ken 
Neff,  Executive  Secretai-y. 

Guests  present  were  Mr.  Thomas  Keleher,  Oma- 
ha, and  Mr.  Lorence  Smith,  Lincoln,  Nebraska  Phar- 
maceutical Association;  Dr.  Hugh  McDonnel  and 
Dr.  F.  A.  Breeze,  Omaha,  Nebraska  Dental  Associa- 
tion; Miss  Betty  Wiley,  Omaha,  Nebraska  Nurses 
Association;  Mr.  Austin  Bacon  and  Col.  Smith,  Ne- 
braska Civil  Defense  Agency. 

Dr.  John  Hansen,  Wahoo,  reported  that  they  were 
making  plans  for  a Civil  Defense  Emergency  Hos- 
pital Training  Exercise. 

Dr.  Louis  L.  Erickson,  West  Point,  reported  that 
the  cots  from  the  200-bed  emergency  hospital  were 
used  during  the  1962  spring  flood. 

Dr.  James  Dunlap,  Norfolk,  reported  that  plans 
were  being  made  to  organize  a Civil  Defense  Emer- 
gency Hospital  Training  Exercise. 

Dr.  H.  Dey  Myers,  Schuyler,  commented  on  the 
problem  of  the  local  Civil  Defense  Director  in  his 
community. 

Dr.  W.  H.  Shreck,  Hastings,  reported  that  the 
county  medical  society  has  a disaster  meeting  each 
year  acquainting  the  personnel  with  the  200-bed 
Federal  Civil  Defense  Hospital. 

Dr.  C.  R.  Brott,  Beatrice,  reported  that  they 
were  all  organized  and  would  like  to  have  a Civil 
Defense  Emergency  Hospital  Training  Exercise 
in  May. 

Mr.  Thomas  Keleher,  Nebraska  Pharmaceutical 
Association,  described  the  plan  which  has  been  set 
up  in  Omaha.  In  Omaha,  he  said,  they  are  using 
the  theory  that  each  drug  store  is  a supply  house 
and  each  of  these  stores  have  been  prestocked  with 
Civil  Defense  material.  He  said  if  this  source  is 
used  then  the  drug  houses  are  available.  He  fur- 
ther stated  that  they  have  pre-packed  drug  cases 
to  care  for  500  persons  for  basic  medical  needs.  He 
said  that  druggists  in  any  town  can  get  the  neces- 
sary drugs  as  they  know  the  sources.  He  felt 
that  the  drugs  in  the  200-bed  emergency  hospitals 
were  inadequate  and  outdated.  He  said  that  the 
pharmacy  organization  is  ready  to  go  in  civil  de- 
fense. 


There  was  a discussion  as  to  the  role  that  the 
Dental  profession  would  have  in  medical  disaster 
care. 

Miss  Betty  Wiley  reported  on  the  activities  of  the 
Nebraska  State  Civil  Defense  Nurses  Association. 

Dr.  Svehla  discussed  briefly  the  Medical  Educa- 
tion for  National  Defense  Program  which  is  to  be 
given  at  the  two  medical  schools.  He  said  it  was 
for  medical  students  and  concentrated  on  mass  med- 
ical care.  Its  primary  purpose  he  said  was  to 
have  trained  physicians  in  this  field  when  these  stu- 
dents get  into  practice. 

Dr.  Wiedman  next  described  the  Self-Help  Kit 
program  which  is  being  started.  He  said  the  pur- 
pose of  the  program  is  to  teach  people  what  to  do 
for  themselves  if  there  were  no  medical  assistance 
available.  He  said  it  is  not  first  aid  but  an  actual 
suiwival  program  where  people  can  be  taught  to 
take  care  of  their  medical  needs  for  1 to  20  days 
while  waiting  for  medical  care.  He  said  there  were 
kits  available  to  all  of  the  directors  of  the  200- 
bed  hospitals  at  the  present  time  and  recommended 
that  each  director  start  a program  in  their  com- 
munity. He  said  more  kits  will  be  available  at  a 
later  date.  He  sti'essed  that  these  training  pro- 
grams be  under  the  supervision  of  a physician.  Dr. 
Rogers  said  that  physicians  must  sponsor  the  pro- 
gram and  training  so  as  to  answer  medical  ques- 
tions. He  further  stated  that  kits  were  being  sent 
to  the  hospital  directors  because  these  areas  already 
have  a civil  defense  program  in  operation.  He 
said  that  requests  for  the  kits  should  be  sent  to  Dr. 
Wiedman. 

Civil  Defense  Emergency  Hospital  Training  Exer- 
cises were  conducted  in  the  following  areas  during 
1962;  Beatrice,  Nebraska — Director,  C.  R.  Brott, 
M.D. — May  19-20,  1962;  Grand  Island,  Nebraska — 
Director,  Robert  R.  Koefoot,  M.D. — July  17-19,  1962; 
Norfolk,  Nebraska — Director,  James  Dunlap,  M.D. — 
September  22,  1962;  and  Blair,  Nebraska — Director, 
L.  I.  Grace,  M.D. — December  27,  1962. 

Dr.  John  G.  Wiedman,  Chairman  of  the  Medical 
Self-Help  Committee,  reported  that  in  February, 
1962,  the  Nebraska  State  Medical  Association  re- 
ceived 32  Medical  Self-Help  Training  Kits.  These 
have  been  distributed  throughout  the  State  of  Ne- 
braska. A system  for  the  accurate  reporting  of 
their  use  has  not  yet  been  adopted.  The  training 
program  is  going  along  well  in  the  City  of  Lincoln 
and  also  is  well  organized  in  North  Platte. 

Dr.  Richard  B.  Svehla  attended  a meeting  in 
Omaha  of  the  Nebraska  State  Nurses  Association 
at  which  time  there  was  a discussion  regarding 
their  role  in  the  Medical  Self-Help  Training  Pro- 
gram. 

Mr.  Milton  Parker,  a Health  Program  Repre- 
sentative in  this  field,  has  been  loaned  to  the  De- 
partment of  Health  by  the  Public  Health  Seiwices, 
and  reported  for  duty  late  in  December,  1962.  He 
will  be  able  to  devote  his  full  time  to  thinking, 
planning  and  coordinating  in  the  field  of  Health 
Mobilization.  No  definite  formal  program  has  been 
set  up  for  Mr.  Parker  to  follow  since  this  activity 
is  new  and  will  need  to  be  developed  over  a period 
of  time  and  through  much  joint  planning  and  con- 
sulting. 

Mr.  J.  W.  Estabrook,  Past  President,  Nebraska 
State  Hospital  Association,  reports  that  a ques- 
tionnaire is  being  sent  to  all  of  the  hospitals  in  the 
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State  of  Nebraska  and  the  results  will  be  reported 
when  questionnaires  are  returned. 

Dr.  R.  Russell  Best,  Medical  Director  of  Omaha- 
Douglas  County  Civil  Defense  and  Disaster  Control, 
attended  the  10th  Annual  National  Conference  on 
Disaster  Medical  Care  sponsoi-ed  by  the  Council  on 
National  Security  of  the  American  Medical  Asso- 
ciation held  in  Chicago  on  June  23,  1962.  His  re- 
port is  as  follows: 

“The  program  was  presented  by  the  U.S. 
Public  Health  Sei'vice  and  emphasis  was  on  the 
various  aspects  of  the  national  shelter  pro- 
gram; the  details  of  constiniction,  size,  of  shel- 
ters, water  and  food  supplies,  and  the  sanita- 
tion problem  were  discussed.  It  was  said 
that  probably  60  to  100,000,000  people  could 
live  through  the  first  fire  and  blast,  and  this 
would  be  particularly  true  if  each  individual 
would  do  his  part  in  the  shelter  program.  Peo- 
ple should  not  quit  before  they  are  dead.  Also 
there  was  emphasis  on  the  Medical  Self-Help 
Training  Program.  The  medical  profession 
should  assume  the  leadership  at  both  state  and 
cit>"-county  levels.  However,  the  Medical  Self- 
Help  Training  Program  is  so  designed  that 
once  things  are  set  in  motion  by  the  medical 
profession,  lay  people  and  organizations  can 
then  carry  on  the  program  with  the  hope  that 
60,000,000  people  could  be  trained  in  the  medi- 
cal self  help  area  in  the  next  five  years  At 
first  it  was  felt  that  only  25  persons  should 
be  in  a class,  but  now  this  has  been  increased 
up  to  100  students  or  more.  These  National 
Conferences  on  Disaster  Medical  Care  of  the 
American  Medical  Association  should  be  attend- 
ed by  more  members  of  our  state  medical  as- 
sociation in  order  that  we  will  have  a larger 
nucleus  to  give  guidance  in  the  event  of  a ma- 
jor disaster.” 

As  a member  of  the  Council  on  National  Secur- 
ity, Committee  on  Medical  Disaster  Care,  Dr. 
George  N.  Johnson  attended  the  11th  Regional 
Meeting  of  the  Committee  on  Disaster  Medical  Care 
Council  on  National  Security,  American  Medical 
Association  with  State  Medical  Society  and  Civil 
Defense  Representatives  on  February  3 and  4, 
1962,  in  San  Francisco,  California.  Also  the  Sym- 
posium and  Briefings  in  Washington,  D.C.,  on 
March  27-29,  1962. 

Recommendations:  Would  like  to  have  an  in- 

crease of  committee  funds. 

Respectfully  submitted, 

GEORGE  N.  JOHNSON,  M.D., 
ChaiiTnan. 

REPORT  OF  HOSPITAL  AND  PROFESSIONAL 
RE3LATIONS 

John  R.  Schenken.  M.D.,  Omaha.  Chairman  : Frank  Cole, 
M.D..  Lincoln  : R.  R.  Andersen,  M.D.,  Nehawka  : E.  G.  Brill- 
hart.  M.D.,  Columbus  : Warren  E.  Richard.  M.D.,  Hastings ; 
Howard  B.  Hunt.  M.D.,  Omaha 

No  problems  involving  hospital  and  professional 
relations  were  referred  to  our  committee.  For  this 
reason,  the  committee  as  a whole  has  no  report. 

I would  like  to  make  a few  comments,  however, 
on  my  own  as  chairman  of  the  committee.  In  no 
way  are  these  comments  to  be  construed  as  being 


the  opinion  of  the  committee:  they  have  not  been 
submitted  to  committee  members. 

The  fact  that  no  problems  have  been  reported  to 
our  committee,  of  course  is  a vote  of  confidence 
that  the  relations  between  physicians  and  hospitals 
are  quite  good.  However,  I am  constantly  dis- 
tressed by  the  frequency  with  which  physicians 
are  prone  to  criticize  hospital  charges  to  their  pa- 
tients. Sometimes  this  is  done  in  public  with  seem- 
ingly no  regard  for  the  facts  regarding  the  cost  of 
hospital  care. 

In  the  first  place,  I think  it  should  be  remembered 
that  for  practical  purposes  every  hospital  in  the 
state  which  admits  private  patients  is  one  organized 
not-for-profit  and  operated  by  a board  or  by  a 
religious  order  who  gives  freely  of  their  time  and 
effort  without  thought  of  compensation  as  a public 
duty.  If  there  is  any  “profit”  in  the  operation 
of  a hospital,  there  are  many  places  where  this 
profit  can  be  plowed  back  into  the  organization  for 
replacement  of  depreciated  equipment,  purchase  of 
new  equipment,  and  the  increasing  cost  of  supplies. 

In  the  second  place,  physicians  frequently  forget 
that  the  major  item  in  the  cost  of  hospitalization  is 
labor.  Physicians  are  also  prone  to  forget  that 
the  quality  of  that  labor  reflects  the  demands  of 
the  physician.  If  the  physician  is  conscientious 
and  demands  the  best  seiwice  for  his  patient,  it  is 
obvious  that  the  administration  must  respond  by 
getting  the  best  that  is  available  and,  hence,  the 
rising  costs.  However,  there  is  a hidden  personnel 
cost  which  also  sometimes  escapes  recognition  by 
the  physician.  This  is  the  large  number  of  persons 
employed  throughout  the  hospital  who  are  not  pro- 
fessional workers.  These  include  secretaries,  clerk- 
typists,  maintenance  personnel  of  all  kinds,  house- 
keeping, laundry,  dietetics,  and  the  like.  In  order 
to  keep  quality  and  quantity  in  these  fields,  the 
hospital  must  compete  in  the  open  labor  market 
with  industry.  In  order  for  it  to  compete  with 
industry,  it  obviously  has  to  compete  with  the  latest 
contracts  available  between  labor  and  manage- 
ment, as  well  as  the  federal  government’s  floor  en- 
acted through  the  minimum  wage  law.  These  are 
cost  factors  which  are  completely  out  of  the  hands 
of  the  hospital  administration,  but  in  order  to  suc- 
cessfully operate  the  hospital,  these  costs  must 
be  met.  If  they  are  not  met  by  the  administration, 
the  result  is  catastrophic,  as  evidenced  by  hos- 
pitals in  Minneapolis,  Chicago,  New  York  City,  and 
San  Francisco  where  unions  have  moved  in  and  suc- 
cessfully unionized  practically  all  hospital  per- 
sonnel, including  nurses.  It  is  a foregone  conclu- 
sion that  bargaining  for  benefits  by  representatives 
of  labor  often  has  been  accomplished  through  the 
one  device  which  labor  feels  is  an  absolute  neces- 
sity in  collective  bargaining:  the  right  to  strike. 
All  physicians  must  ask  themselves  whether  or  not 
the  right  to  strike  is  something  which  should  be 
avoided  in  our  relations  with  hospital  personnel, 
be  it  skilled,  professional,  or  unskilled 

I want  to  make  it  veiy  clear  that  I visited  the 
Saskatchewan  scene  and  the  physicians  in  Sas- 
katchewan did  not  strike.  They  rendered  service 
at  all  times,  but  they  did  not  render  it  through 
their  offices,  but  used  hospitals  as  the  bases  of 
operations.  They  a' so  refused  to  accept  fees  for 
the  seiwices  which  they  rendered  during  the  time  of 
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reduction  of  professional  services  to  the  public  at 
large. 

It  would  be  my  hope  that  every  medical  staff  of 
eveiy  hospital  should  make  it  their  business  to  be- 
come better  acquainted  with  the  problems  of  hos- 
pital administration  and  hospital  financing  inasmuch 
as  hospital  care  in  present  day  medicine,  without 
exception  is  now  indistinguishable  from  general 
medical  care.  Very  few  physicians  could  success- 
fully practice  medicine  any  longer  without  the  hos- 
pital’s facilities. 

In  addition  to  urging  physicians  to  obtain  more 
factual  knowledge  about  hospital  operation,  it  is 
imperative  that  physicians  and  hospital  people  face 
the  threat  of  socialized  medicine  together  rather 
than  separately.  The  Canadian  experience  indicates 
an  appalling  lack  on  the  part  of  the  Canadian 
physicians  to  understand  hospital  operation  because 
when  the  government  some  years  ago  proposed  hos- 
pital financing  through  national  funds,  there  was 
no  voice  of  opposition  arising  from  any  important 
segment  of  the  Canadian  medical  profession.  They 
had  no  idea  that  the  next  step  was  total  medical 
care  by  the  government.  It  has  not  arrived  yet,  but 
the  Saskatchewan  example  is  a good  sample  of 
what  is  coming. 

Respectfully  submitted, 

J.  R.  SCHENKEN,  M.D., 
Chairman. 

REPORT  OF  JOINT  COMMITTEE  FOR 
IMPROVING  THE  CARE  OF 
THE  PATIENT 

W.  C.  Kenner,  M.D.,  Nebraska  City,  Chairman  ; M.  P. 
Brolsma.  M.D.,  Lincoln 

This  committee  has  met  with  representatives  of 
the  Nebraska  Hospital  Association  and  of  the  Ne- 
braska Blue  Cross  and  Blue  Shield  on  several  oc- 
casions. 

In  several  states,  insurance  carriers  have  been 
in  definite  trouble  because  of  overuse  of  hospital- 
ization and  hospital  services.  The  study  in  Nebraska 
is  being  made  in  the  effort  to  know  our  situation 
and  prevent  such  crises  from  arising. 

A study  is  being  made  by  several  hospitals  — 
chiefly  in  Omaha  and  Lincoln  — of  short  term 
hospitalization  of  four  days  and  under.  It  be- 
hooves all  of  us  to  cooperate  and  keep  our  medical 
and  hospital  care  insurance  carriers  solvent  or  with- 
out a doubt  the  federal  government  will  be  forced  to 
move  in  and  take  over. 

Dr.  Keegan,  who  has  so  kindly  agreed  to  act 
as  chairman  for  these  meetings,  will  give  a more 
detailed  report  on  these  activities. 

Respectfully  submitted, 

W.  C.  KENNER,  M.D., 
Chairman. 


REPORT  OF  POLICY  COMMITTEE 

O.  A.  Kostal.  M.D.,  Hastings,  Chairman ; Arthur  J.  Offer- 
man.  M.D.,  Omaha ; Rudolph  Sievers,  M.D.,  Blair ; Fritz  Teal, 
M.D..  Lincoln ; Fay  Smith,  M.D.,  Imperial 

On  April  25,  1962,  the  Policy  Committee  met, 
and  six  Medicare  cases  were  adjudicated.  A reduc- 
tion in  the  conversion  factor  from  $4.00  to  $3.50 


for  anesthesiology  in  the  Medical  Blue  Shield  con- 
tract was  recommended  to  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association.  A 
crash  advertising  program  opposing  the  King-An- 
derson  Bill  in  particular,  and  medical  care  for  the 
aged  financed  through  Social  Security  in  general, 
was  recommended.  Details  of  the  nature  of  the 
program  wei’e  developed  and  estimated  cost  figures 
were  presented  to  the  House  of  Delegates  with  the 
recommendation  that  this  program  be  implemented. 
The  plan  was  subsequently  adopted  by  the  House  of 
Delegates  and  implemented  by  the  Nebraska  State 
Medical  Association. 

On  August  8,  1962,  eighteen  cases  were  adjudi- 
cated for  Medicare.  A proposal  by  the  Woodmen 
Accident  and  Life  Company  for  a change  in  bene- 
fits on  the  Group  Insurance  Plan  of  the  Nebraska 
State  Medical  Association  was  approved  to  become 
effective  January  1,  1963.  The  basic  changes  con- 
sisted of  a reduction  in  premium  rates  and  benefits 
beginning  at  age  60,  and  a premium  rate  reduction 
with  increased  benefits  for  the  younger  age  group. 
The  committee  approved  application  for  the  Omaha 
Medical  Assistants  Association  requesting  official 
recognition  of  their  organization  by  the  Nebraska 
State  Medical  Association,  thereby  permitting  them 
to  become  affiliated  with  the  American  Association 
of  Medical  Assistants. 

On  September  19,  1962,  the  Policy  Committee 
met  w'ith  Governor  Morrison  to  discuss  the  need  for 
the  enactment  of  legislation  for  implementation 
of  the  Kerr-Mills  Bill  during  the  next  legislative 
session.  A summary  of  the  experience  of  the  twen- 
ty-five states  where  such  legislation  has  been 
passed  and  the  program  implemented,  together  with 
a cost  analysis  was  presented  to  the  Governor.  The 
Governor  has  since  announced  that  the  enactment 
of  such  legislation  was  desirable  and  has  included 
it  as  one  of  his  recommendations  in  his  address  to 
the  Nebraska  State  Legislature  on  January  2,  1963. 

On  November  14,  1962,  the  committee  adjudicated 
twenty  cases  of  Medicare.  At  this  meeting  the 
structure  for  a Kerr-Mills  Bill  for  Nebraska  was 
developed.  Following  this  the  members  of  the 
Policy  Committee  and  the  Executive  Secretai’y 
made  many  personal  contacts  with  interested  parties, 
including  the  Nebraska  State  Welfare  Department, 
the  Health  Underv'riters,  Hospital  Administrators, 
Pharmacists,  Dentists  and  others.  Further  investi- 
gation into  the  experiences  in  other  states  was  made 
and  opinions  were  obtained  from  health  under- 
writers, and  the  thinking  of  some  of  the  legislators 
was  elicited.  The  Medical  Services  Conference,  held 
during  the  Mid-Winter  Clinical  Session  in  Los  An- 
geles, was  very  informative  and  helpful. 

On  December  9,  1962,  the  Policy  Committee  met 
separately  with  representatives  of  the  Hospital  Ad- 
ministrators, Dentists  and  Pharmacists.  There  was 
general  agreement  on  the  scope  of  coverage  to  be  in- 
cluded in  the  bill,  inasmuch  as  it  pertained  to  these 
groups.  Advice  from  our  legal  counsel,  as  well 
as  from  the  legal  department  of  the  American 
Medical  Association,  and  correlation  with  the  Wel- 
fare Department  resulted  in  making  minor  changes. 
The  bill  was  subsequently  reviewed  with  the  prin- 
cipal sponsor  and  co-sponsor  and  on  the  day  this 
report  is  being  written,  it  is  being  introduced  into 
the  Nebraska  State  Legislature. 

I am  grateful  to  the  members  of  the  Policy 
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Committee  for  their  judicious  counsel  in  handling 
the  many  problems  which  have  arisen  and  for 
their  devoted  unselfish  sendee  in  behalf  of  the  Ne- 
braska State  Medical  Association. 

Respectfully  submitted, 

O.  A.  KOSTAL,  M.D.,  ' 
Chairman. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE 

H.  F.  Elias,  M.D.,  Beatrice,  Chairman ; Peyton  T.  Pratt, 
M.D.,  Omaha  : H.  Dey  Myers,  M.D.,  Schuyler ; C.  B.  Dor- 
wart.  M.D.,  Sidney ; John  J.  Grier,  M.D.,  Omaha ; James  F. 
Kennedy,  M.D.,  Alliance 

Your  Prepayment  Medical  Care  Committee  has 
attended  all  of  the  meetings  of  the  Blue  Shield 
Board  of  Directors  in  the  past  year.  All  problems 
brought  before  the  committees  have  been  discussed 
and  appropriate  action  instituted. 

As  of  November  1,  1962,  243,704  Nebraskans 
are  now  Blue  Shield  subscribers.  This  represents 
a gain  of  3,350  contracts  over  last  year. 

There  are  now  1,146  participating  physicians  in 
Nebraska  Blue  Shield.  To  make  the  doctors’  ex- 
planations of  service  benefits  easier,  a folder  has 
been  developed  which  has  been  distributed  to  all 
participating  physicians  and  groups  in  Nebraska. 

With  increasing  enrollment  and  an  increase  in 
doctors  participating,  some  might  be  inclined  to 
relax  and  enjoy  a feeling  of  accomplishment.  With 
the  present  political  thinking,  such  actions  on  our 
part  would  be  unthinkable.  Better  that  we  appre- 
ciate a measure  of  success,  seek  out  other  existing 
problems  and  anticipate  those  yet  to  develop  so 
that  they  can  be  better  handled.  With  an  inci'ease 
in  volume  and  new  revisions  of  insurance  coverage, 
new  problems  will,  of  course,  develop.  These  too 
must  be  solved. 

Realizing  that  most  of  our  problems  develop  as 
a result  of  misunderstanding,  education  would  seem 
to  be  an  important  answer.  The  following  activ- 
ities were  developed  to  assist  by  Blue  Shield; 

Letters  to  all  County  Medical  Society  Presidents 
and  Secretaries 

Meetings  of  Auxiliary  and  County  Societies  in 
Hastings  and  Kearney 

Workshop  dinner  meetings  for  participating 
physicians’  office  personnel  throughout  the 
state 

The  Blue  Shield  personnel  have  attended  meetings 
of  the  following  organizations: 

Nebraska  Public  Health  Association 
State  Nurses  Convention 
Mid-West  Clinical  Society 
Nebraska  State  Hospital  Convention 
Nebraska  League  for  Nursing 

Exhibits  of  an  educational  nature  were  demon- 
strated by  Blue  Shield  personnel  at  the  following 
meetings: 

State  Medical  Association 
State  Nurses  Convention 
Nebraska  State  Hospital  Convention 
Mid-West  Clinical  Society 

The  following  materials  have  been  sent  out  by 
Blue  Shield: 

Inserts  for  Doctors’  manuals 
Annual  report 
Report  to  the  Nation 


Reprints,  three,  from  the  Nebraska  State  Medi- 
cal Journal,  and  one  from  Newsletter  of  the 
National  Association  of  Blue  Shield  Plan 
New  “Over  65”  folders 

New  Participating  Physicians’  roster  sent  to  all 
participating  physicians 

An  article  by  the  Chairman  describing  the  Pre- 
payment Medical  Care  Committee,  was  published  in 
the  November  issue  of  the  “Nebraska  G.P.”  This 
may  make  even  additional  people  mindful  of  our 
efforts  to  have  a continuing  excellent  liaison  be- 
tween the  Nebraska  State  Medical  Association  and 
the  Nebraska  Blue  Shield. 

To  maintain  our  present  gains,  the  committee 
suggests  a furtherance  of  the  education  of  the 
public,  the  doctors,  and  particularly  doctors’  office 
personnel,  as  their  contact  with  the  policyholder 
comes  at  a time  when  an  enthusiastic  under- 
standing of  the  purposes  of  Blue  Shield  are  most 
important. 

At  the  National  Meeting  of  the  Blue  Shield,  the 
excellence  of  Nebraska  Blue  Shield  Plans  was  ap- 
parent. We  have  an  outstanding  product.  To  fur- 
ther our  position,  we  should  in  addition  to  the  above, 
consider  an  augmented  sales  force. 

Respectfully  submitted, 

HOUGHTON  F.  ELIAS,  M.D., 
Chairman. 


SUPPLEMENTARY  REPORT  OF  THE 
PREPAYMENT  MEDICAL  CARE 
COMMITTEE 

The  following  paragraph  is  to  be  considered  as 
a part  of  the  report  of  this  committee  on  the  pre- 
ceding page: 

“Your  committee  recommends  that  the  Ne- 
braska State  Medical  Association  approve  Ne- 
braska Medical  Service,  Blue  Shield,  for  the 
year  1962,  and  suggests  that  the  membership 
of  the  Nebraska  State  Medical  Association  con- 
tinue its  fine  cooperation  and  support  to  Blue 
Shield  in  the  future  like  it  has  in  the  past.” 

Respectfully  submitted, 

HOUGHTON  F.  ELIAS,  M.D., 
Chairman. 


REPORT  OF  AD  HOC  COMMITTEE  ON 
PRECEPTORSHIP 

Bernard  F.  Wendt,  M.D.,  Lincoln,  Chairman ; John  Brown, 
M.D.,  Lincoln ; Charles  Ashby,  M.D..  Geneva ; Theodore  Koe- 
foot.  M.D.,  Broken  Bow : Charles  Bonniwell,  M.D.,  Omaha : 
Fay  Smith,  M.D.,  Imperial 

Background  of  Committee  Duties: 

Resolution  passed  in  Februai’y  18,  1962,  Interim 
Session  of  the  House  of  Delegates,  “resolved  that 
the  Nebraska  State  Medical  Association  recommend 
to  the  University  of  Nebraska  College  of  Medi- 
cine faculty  that  every  consideration  be  given  to  re- 
establish the  preceptorship  program  on  a com- 
pulsory basis.”  A copy  of  this  resolution  was  sent 
to  Dr.  Tollman,  and  he  replied  to  the  Executive  Sec- 
retary offering  that  the  House  of  Delegates  have 
the  opportunity  to  meet  the  next  class  (The  Junior 
Class)  before  the  election  of  the  summer  term.  This 
was  advised  in  order  to  present  information  for  and 
encouragement  of  choosing  a preceptorship.  It  was 
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suggested  in  this  letter  from  Dr.  Tollman  that  this 
meeting  could  be  held  in  February,  1963. 

Tbe  House  of  Delegates,  May  3,  1962,  moved  to 
accept  Di'.  Tollman’s  offer.  An  Ad  Hoc  Committee 
was  established  including  representatives  of  the 
Nebraska  Chapter  of  the  American  Academy  of 
General  Practice  to  plan  and  conduct  this  suggested 
program.  An  Ad  Hoc  Committee  for  this  particu- 
lar purpose  was  appointed  as  listed  above. 

Committee  Activities: 

This  committee  met  on  October  18,  1962,  to  con- 
sider an  agenda  to  present  to  the  curriculum  com- 
mittee, the  preceptorship  committee,  and  members 
of  the  faculty  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 

A joint  meeting  between  the  Ad  Hoc  Committee 
on  Preceptorship  and  the  Curriculum  Committee  at 
the  University  of  Nebraska  College  of  Medicine  was 
held  at  the  University  of  Nebraska  College  of  Medi- 
cine, November  6,  1962.  At  this  time  an  approxi- 
mate two-hour  discussion  was  held  between  the  two 
committees  to  inform  the  cuiriculum  committee  of 
the  desires  of  the  Nebraska  State  Medical  Asso- 
ciation as  outlined  in  the  resolution.  The  com- 
mittee was  then  informed  of  the  various  technical 
difficulties  in  re-establishing  a required  precep- 
torship program  without  considerable  time  involved 
in  re-designing  the  curriculum.  It  was  mutually 
agreed  upon  that  a program  to  be  presented  to  the 
Junior  Medical  Students  as  suggested  by  Dr.  Toll- 
man be  accomplished.  The  date  of  this  anticipated 
program  is  January  30,  1963,  at  1:00  p.m.,  and 
will  consist  of  an  approximate  two  and  one-half 
hour  program  which  is  outlined  as  follows: 

1:00  p.m. — “Suiwey  of  Medical  Practice,  United 
States” 

Mr.  Mac  F.  Cahal,  Executive  Secretary 
of  the  American  Academy  of  Gen- 
eral Practice,  Kansas  City,  Mo. 

2:00  p.m. — “Training  for  Family  Practice” 

Jesse  D.  Rising,  University  of  Kansas 
College  of  Medicine,  Kansas  City, 
Kansas 

2:30  p.m. — Round  table  discussion  and  question 
and  answer  period,  “General  Practice 
in  Nebraska.”  Panel  members: 
Charles  Bonniwell,  M.D.,  Omaha; 
John  Brown,  M.D.,  Lincoln;  Rudy 
Sievers,  M.D.,  Blair;  George  Hoff- 
meister,  M.D.,  Hastings;  Dwight  N. 
Larsen,  M.D.,  Chappell;  Richard  Tol- 
lefsen,  M.D.,  Wausa. 

Recommendations : 

1.  It  is  sincerely  recommended  by  the  committee 
that  this  program  be  accomplished  as  outlined 
above. 

2.  It  is  further  recommended  that  a similar  com- 
mittee be  kept  active  during  the  next  three 
years  and  until  a required  preceptorship  pro- 
gram is  part  of  the  medical  curriculum. 

3.  In  general,  all  committee  members  attended 
all  meetings  and  showed  a great  degree  of 
interest.  However,  it  was  somewhat  difficult 
for  one  or  two  members  to  attend  the  meet- 
ings because  of  other  committments  and  ap- 
parent difficulty  in  traveling  across  the  state 
for  these  committee  meetings.  It  is  suggested 


that  the  next  committee  be  composed  of  mem- 
bers who  display  considerable  interest  in  this 
problem  from  the  House  of  Delegates,  these 
necessarily  may  not  be  limited  to  members 
of  the  American  Academy  of  General  Prac- 
tice. 

Respectfully  submitted, 

BERNARD  F.  WENDT.  M.D., 
Chairman. 

SUPPLEMENTARY  REPORT  OF  AD  HOC 
COMMITTEE  ON  PRECEPTORSHIP 

This  is  an  additional  report  on  the  Ad  Hoc  Com- 
mittee on  Preceptorship  with  special  reference  to 
the  program  that  was  held  with  the  Junior  Medical 
Students  at  the  University  of  Nebraska  College  of 
Medicine  on  January  30,  1963,  at  1:00  p.m. 

It  is  felt  by  this  above  titled  committee  that  an 
addendum  should  be  presented  to  the  previous  re- 
port for  future  use  of  the  Nebraska  State  Medical 
Association. 

The  program  was  held  as  outlined  in  the  report, 
and  it  was  extremely  well  received  by  all  partici- 
pants and  the  Junior  Medical  Students  of  the  Uni- 
versity of  Nebraska  College  of  Medicine.  The 
round  table  panel  discussion  was  particularly  of  in- 
terest to  all  Junior  Medical  Students,  and  created 
a great  deal  of  conversation,  particularly  informa- 
tive conversation  about  ti’aining  for  General  Prac- 
tice and  General  Practice  in  Nebraska. 

Because  of  previous  experiences  with  the  Senior 
Medical  Day,  as  conducted  by  the  Nebraska  State 
Medical  Association,  it  is  the  committee’s  opinion 
that  this  or  a similar  program  presented  to  the 
Junior  students  would  be  definitely  more  desirable 
ad  possibly  should  be  substituted  for  Senior  Day. 

The  Nebraska  Chapter  of  the  American  Academy 
of  General  Practice  has  made  arrangements  for  the 
1964  curriculum  year  to  hold  a similar  program  with 
special  emphasis  to  presenting  General  Practice  to 
the  Junior  students. 

Respectfully  submitted, 

BERNARD  F.  WENDT,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Leroy  W.  Lee,  M.D.,  Omaha,  Chairman  ; Maurice  D.  Frazer, 
M.D.,  Lincoln ; Houghton  F.  Elias,  M.D.,  Beatrice ; H.  M, 
Nordlund,  M.D.,  York;  George  F.  Hoffmeister,  M.D.,  Hastings; 
James  J.  O’Neill,  M.D.,  Omaha 

Your  Public  Relations  Committee  of  the  Nebras- 
ka State  Medical  Association  in  its  1961  report  sug- 
gested that  1962  might  be  a decisive  year  for  medi- 
cine in  many  areas.  This  feeling  was  substantiated 
by  developments  during  the  year.  The  King-Ander- 
son  Bill  did  not  come  out  of  Committee  in  the  House, 
but  was  brought  to  the  Floor  of  the  Senate  where  it 
was  defeated  by  a narrow  margin  (52  to  48)  during 
the  87th  Congress.  A New  Drug  Control  Act  be- 
came law  October  10,  1962.  What  effect  this  legis- 
lation will  have  on  research  and  the  marketing  of 
drug  products  will  not  be  known  for  some  time. 
There  is  no  doubt  that  with  passage  of  this  law, 
the  Federal  Government  has  been  given  greater 
control  over  the  dimg  industry. 
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The  Nebraska  State  Medical  Association  has  con- 
tinued to  submit  informative  full  page  messages 
on  crucial  medical  issues  to  the  “Nebraska  News- 
paper.” This  Journal  is  a publisher’s  and  editor’s 
trade  journal.  It  is  published  monthly  and  is  read 
by  persons  who  determine  editorial  policies  and  write 
editorial  releases  in  the  newspapers  of  our  state. 
These  articles  are  well  written  and  each  has  an  im- 
portant point  to  make. 

In  August,  1962,  the  “7th  Annual  Report  — Cri- 
teria Points  for  Good  Voluntary  Health  Insur- 
ance and  Statistical  Data  on  Health  and  Acci- 
dent Business  in  Nebraska”  was  published  and 
mailed  to  the  members  of  the  medical  profession  in 
the  State  of  Nebraska.  This  publication  continues 
to  give  practical  informative  data  on  the  business 
of  the  Health  and  Accident  Companies  in  our  state. 

Your  Chairman  of  the  Public  Relations  Commit- 
tee attended  the  A.M.A.  Public  Relations  Institute 
at  the  Drake  Hotel  in  Chicago,  August  30  to  31, 
1962.  Outstanding  among  the  presentations  there, 
was  a new  16  mm  movie  film  by  Dr.  Edward  R. 
Annis,  President-elect  of  the  A.M.A.,  titled,  “Your 
Health  — Your  Choice.”  The  State  Medical  Asso- 
ciation headquarters  has  a copy  of  this  film  which 
is  available  for  use  before  County  Medical  Societies 
or  local  civic  clubs.  It  is  an  excellent  film  on  Health 
Care  Legislation  and  should  be  given  widespread 
dissemination.  If  you  wish  to  use  this  film,  please 
write  the  headquarters  office  for  a booking. 

The  1962  Hall  of  Health  at  the  Nebraska  State 
Fair  was  attended  by  52,700  visitors  which  repre- 
sents a slight  increase  over  attendance  at  the  1961 
Fair.  There  are  plans  to  have  the  exhibit  in  1963. 

The  film,  “Gravity  of  Death,”  presented  by  the 
Nebraska  State  Medical  Association,  was  shown  406 
times  to  a total  audience  of  17,507  persons  during 
1962.  There  are  nine  prints  available  for  distribu- 
tion; of  these,  two  prints  are  at  the  headquarter’s 
office  and  seven  prints  at  the  Division  of  Public 
Health  and  Education  of  the  State  of  Nebraska. 
Considering  the  tremendous  increase  in  automobile 
accidental  deaths  in  the  State  of  Nebraska  in  1962, 
an  intensified  project  of  education  of  the  public 
would  be  suggested  to  the  Association.  Physicians 
in  local  communities  could  make  arrangements  for 
this  film  to  be  presented  before  Service  Clubs  and 
High  School  and  College  Students.  A more  wide- 
spread dissemination  of  this  movie  would  certainly 
be  in  order. 

A very  tangible  evidence  of  the  continued  desire 
of  the  citizens  of  Nebraska  to  favor  the  private 
enterprise  system  in  the  United  States  was  given 
at  the  poles  in  the  November  election.  The  mem- 
bers of  the  Public  Relations  Committee  wish  to  con- 
gratulate all  those  physicians  and  their  families  who 
expended  efforts  to  assure  a conseiwative  victory. 

Respectfully  submitted, 

LEROY  W.  LEE,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  HEALTH  COMMITTEE 

Carl  J.  Potthoff,  M.D..  Omaha.  Chairman  : Thomas  D. 

Fitzgerald.  M.D..  Alliance:  R.  L.  Grissom.  M.D.,  Omaha:  Ed- 
win D.  Lyman.  M.D.,  Omaha : Earl  A.  Rogers,  M.D..  Lincoln  : 
H.  C.  Stewart,  M.D.,  Pawnee  City 

The  committee  brought  to  the  attention  of  the 
House  of  Delegates  at  the  spring  meeting  the  need 
for  a statute  providing  for  the  hospitalization  of 


recalcitrant  infectious  tuberculous  people.  The 
House  of  Delegates  endorsed  the  intent  of  the  pro- 
posed legislation.  Through  the  efforts  of  several 
committee  members  appointed  for  the  purpose,  a 
study  was  made  of  legislation  in  other  states  and 
a proposed  law  was  framed  with  assistance  from  the 
attorney  for  the  Nebraska  State  Medical  Associa- 
tion. The  proposed  legislation  was  studied  by  the 
committee  members  and  others  interested  in  stamp- 
ing out  tuberculosis,  and  will  be  considered  during 
the  1963  session  of  the  State  Legislature.  The  act, 
if  passed,  probably  will  be  applied  in  fewer  than  one- 
half  dozen  cases  in  a year. 

The  committee  also  is  studying  the  problem  of 
health  education  in  Nebraska  institutions  of  learn- 
ing, and  will  cooperate  with  the  newly  formed  school 
health  committee  of  the  Association. 

Respectfully  submitted, 

CARL  J.  POTTHOFF,  M.D., 
Chairman. 

REPORT  OF  RELATIVE  VALUE 
STUDY  COMMITTEE 

B.  R.  Bancroft.  M.D..  Kearney,  Chairman  : Paul  J.  Max- 
well, M.D.,  Lincoln  ; A.  J.  Schwedhelm,  M.D.,  Norfolk ; J.  E. 
Courtney.  M.D..  Omaha ; H.  E.  Mitchell,  M.D.,  Lincoln  ; Orvis 
Neely.  M.D..  Lincoln 

The  last  report  of  this  committee  was  a supple- 
mentary one  given  at  the  1962  interim  session. 
Since  that  time,  your  committee  has  functioned 
largely  as  liaison  between  your  Association  and 
the  State  Welfare  Department.  This  function  was 
authorized  by  your  society,  and  your  committee 
feels  that  a great  deal  has  been  accomplished  in 
bringing  about  better  understanding  of  mutual 
problems. 

Two  formal  meetings  have  been  held  by  your 
committee  in  the  past  year.  The  first  on  September 
13,  1962,  for  the  purpose  of  screening  cases  in 
which  there  was  possible  unnecessary  excessive 
treatment  and  overcharging.  Numerous  problems 
were  disposed  of  in  a manner  satisfactory  to  both 
your  committee  and  the  Welfare  Department.  As 
a result  of  this  meeting,  it  was  suggested  that  the 
Medical  Director,  for  the  Welfare  Department, 
screen  these  cases  and  present  them  to  the  com- 
mittee in  the  future.  This  is  now  the  method  of 
procedure. 

Second,  and  last  meeting  of  your  committee,  was 
held  on  December  13,  1962,  with  representatives 
of  the  Depai'tment  of  Public  Welfare.  Several  in- 
stances of  apparent  overcharging,  in  connection  with 
code  numbers  9001-9009,  were  presented.  It  was 
felt  that  in  many  instances  the  apparently  excessive 
charges  resulted  from  a misunderstanding  of  the 
services  required  under  these  code  numbers,  rather 
than  actual  abuses.  It  was  felt,  however,  that  writ- 
ten reports,  or  case  histories,  should  be  requested 
in  questionable  cases. 

In  order  to  acquaint  the  Association  and  the  De- 
partment of  Welfare  with  what  seiwices  they  might 
expect,  under  the  above  code  numbei's,  meetings 
will  be  arranged  with  representatives  of  the  Ne- 
braska Society  of  Internal  Medicine  and  the  Ne- 
braska Chapter  of  the  Academy  of  General  Prac- 
tice, spelling  out  just  what  service  should  be  ren- 
dered under  these  code  numbers. 
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Suggestions  were  made  by  your  committee  in 
regard  to  length  of  time  the  patient  should  be  left 
on  drugs  or  in  the  hospital  without  reauthorization. 

Your  committee  will  continue  to  meet  with  repre- 
sentatives of  the  State  Department  of  Welfare 
about  every  three  months  and  welcome  any  sugges- 
tions which  may  be  helpful  in  the  solution  of  our 
mutual  problems. 

The  chairman  of  your  committee  is  very  appre- 
ciative of  the  faithful  attendance  of  the  committee 
members  and  the  usual  excellent  cooperation  of  the 
Association  office. 

Respectfully  submitted, 

B.  R.  BANCROFT,  M.D., 
Chairman. 

REPORT  OF  RURAL  MEDICAL  SERVICE 
COMMITTEE 

Charles  Ashby.  M.D..  Geneva,  Chairman : Clyde  L.  Kleager, 
M.D.,  Hastings;  C.  P.  McCleei'y,  M.D.,  Beatrice:  Floyd  H. 
Shiffermiller.  M.D.,  Ainsworth  : F.  A.  Mountford,  M.D.,  Daven- 
port; Ralph  L.  Blair,  M.D..  Broken  Bow 

The  Rural  Medical  Service  Committee  sponsored 
the  11th  Annual  Senior  Medical  Day,  May  17,  1962, 
at  the  Paxton  Hotel,  Omaha.  The  following  pro- 
gram W’as  presented; 

Presiding — O.  A.  Kostal,  M.D.,  Hastings,  Presi- 
dent, Nebraska  State  Medical  Association 
“You  Will  Soon  Be  a Doctor”  — C.  R.  Brott, 
M.D.,  Beatrice,  Chairman,  Constitution  and 
By-Law's  Committee 

“Why  I Chose  a Small  Towm  to  Practice  Medi- 
cine” — Ralph  Blair,  M.D.,  Broken  Bow,  Rural 
Medical  Service  Committee 
“The  Role  of  General  Practice  in  Modern  Medi- 
cine” — B.  F.  Wendt,  M.D.,  Lincoln,  President, 
Nebraska  Chapter,  American  Academy  of 
General  Practice 

“The  Mechanics  of  Establishing  Your  Office” 
— Mr.  M.  K.  Mills,  Waterloo,  Iowa.  General 
Manager,  Professional  Management  Midwest 
“Narcotics,  The  Use  and  Abuse  in  Your  Pro- 
fession”— E.  A.  Rogers,  M.D.,  Lincoln.  Direc- 
tor, Nebraska  State  Department  of  Health 
“The  Art  of  the  Practice  of  Medicine”  — R. 
S.  Wycoff,  M.D.,  Lexington,  Vice  President, 
Nebraska  State  Medical  Association 
“The  Doctor’s  Obligation  to  His  Community”  - — 
F.  M.  Karrer,  M.D.,  McCook.  Mayor,  City  of 
McCook.  Past  Councilor,  Nebraska  State 
Medical  Association 

“Medical  Ethics — The  Doctor’s  Golden  Rule”  — 
John  Gilligan,  M.D.,  Nebraska  City,  Chair- 
man, Medicolegal  Advice  Committee,  Ne- 
braska State  Medical  Association 
Banquet  Speaker — Mr.  Mac  F.  Cahal,  Kansas 
City,  Missouri,  Executive  Director  and  Gen- 
eral Counsel  American  Academy  of  General 
Practice 

The  Auxiliary  entei’tained  the  wdves  and  friends 
of  the  seniors  at  a tea  in  conjunction  wdth  the  Senior 
Medical  Day  which  was  well  received.  We  hope 
they  will  sponsor  subsequent  teas 

There  has  been  some  feeling  that  this  meeting 
should  be  held  earlier  in  the  senior  year,  and  it  has 
even  been  suggested  that  we  entertain  junior  stu- 


dents instead  of  seniors.  These  ideas  will  be  fur- 
ther investigated. 

We  plan  to  sponsor  the  12th  Annual  Senior  Med- 
ical Day  in  the  spring  of  1963. 

Respectfully  submitted, 

C.  F.  ASHBY,  M.D., 

Chairman. 

REPORT  OF  REHABILITATION 
COMMITTEE 

Harold  N.  Neu,  M.D.,  Omaha.  Chairman  : John  M.  Thomas, 
M.D.,  Omaha ; Chester  H.  Waters,  Jr..  M.D..  Omaha  ; Dwight 
Frost,  M.D.,  Omaha  ; J.  G.  Yost,  M.D.,  Hastings ; F.  S.  Web- 
ster, M.D.,  Lincoln 

No  form.al  meetings  of  this  committee  were  held 
inasmuch  as  no  specific  problems  were  presented 
to  it.  I did  poll,  however,  a number  of  the  mem- 
bers of  the  committee  concerning  some  of  the  needs 
w’hich  the  Medical  Association  may  support.  Among 
these  are  the  following  two  recommendations: 

1.  In  view'  of  the  increasing  number  of  automo- 
bile accidents  with  severe  disability  ensuing 
necessitating  prolonged  hospitalization  and 
rehabilitation,  our  legislation  should  be 
brought  up  to  date  in  comparison  to  other 
slates  w'hich  require  proof  that  the  car  owmer 
has  liability  insurance  before  he  can  obtain 
his  license.  This  would  thereby  prevent  the 
tragedies  inflicted  on  some  innocent  people 
who  may  not  have  the  resources  to  get  ade- 
quate care. 

2.  There  is  need  that  a directory  of  the  Reha- 
bilitation Services  available  in  the  state  be 
compiled.  This  would  not  be  a great  under- 
taking since  the  Crippled  Children’s  Service 
probably  already  have  most  of  such  informa- 
tion. Publication  in  the  Nebraska  State 
Medical  Journal  once  a year  w'ould  suffice  to 
provide  information  to  w'hich  the  physicians 
of  the  state  w'ould  refer  w'hen  they  have  a pa- 
tient who  requires  rehabilitation. 

Respectfully  submitted, 

HAROLD  N.  NEU,  M.D., 
Chairman. 

REPORT  OF  TUBERCULOSIS  COMMITTEE 

J.  Harry  Murphy,  M.D..  Omaha.  Chairman : Dean  McGee, 
M.D.,  Lexington  : Wm.  E.  Nutzman.  M.D.,  Kearney ; John 

Gardiner.  M.D..  Omaha  : George  E.  Lewis,  Jr.,  M.D.,  Lincoln ; 
Robert  H.  Scherer,  M.D.,  West  Point. 

The  objective  of  this  report  is  really  two  fold. 
Number  one  is  a realization  that  there  are  still 
cases  of  tuberculosis.  There  has  been  an  increasing 
element  of  attitude  of  the  layity  and  some  prob- 
ably in  our  ow'n  profession,  that  tuberculosis  has 
been  pretty  well  conquered.  As  a matter  of  fact, 
it  is  somewhat  more  difficult  now  to  discover  the 
cases  because  of  the  fact  that  there  are  fewer,  and 
W'ould  requii'e  more  careful  investigation  of  cases 
and  contacts. 

The  second  objective  is  the  combination  by  the  Na- 
tional Tuberculosis  Association  of  their  activities 
in  the  field  of  tuberculosis  with  the  field  of  chronic 
respiratory  tract  diseases  even  including  cancer. 

This  is  becoming  the  objective  because  of  the  ex- 
aminations necessary  to  discover  and  investigate 
tuberculous  infection,  will  also  give  evidence  of 
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non-tubei'culous  diseases  and  vice  versa  investiga- 
tions for  non-tuberculous  diseases  will  surely  un- 
cover instances  of  tuberculous  infections.  These 
can  be  shown  in  the  laboratory  work  of  X rays 
routinely  taken  as  we  will  mention  in  the  re- 
port. TTie  National  Tuberculosis  Association"  and 
the  American  Thoracic  Society  have  been  offering 
very  detailed  and  exhaustive  investigations  and 
research  problems  in  these  two  fields.  That  is  in 
tuberculous  and  non-tuberculous  respiratory  tract 
disturbances. 

1.  What  are  the  results  of  X rays  ? 

At  Kearney,  Dr.  Nutzman  just  now  reports  that 
there  have  been  13  cases,  that  is  new  cases  of  tuber- 
culous infection  admitted  into  his  Kearney  Hospital 
in  the  last  week.  This  is  a very  good  ai’gument  in 
favor  of  the  fact  that  tuberculosis  is  still  a disease 
with  which  to  be  reckoned. 

Jail  Experience;  The  Omaha  Douglas  County 
Jail  has  been  the  site  of  X rays  with  4 by  5 unit 
and  in  the  last  year,  that  is  up  to  the  first  of  this 
year,  there  have  been  2,571,  4 by  5 films  taken 
at  the  jail.  Of  these,  23  with  emphysematous  find- 
ings. Also  there  were  145  of  these  cases  with 
pathology  which  called  for  a 14  by  17  film  for  fur- 
ther examination  and  study.  Repoi’ts  from  these 
have  been  i-eceived  except  for  35  that  have  not 
yet  been  reported  in  their  final  state.  It  is  in- 
teresting to  note  that  in  these  cases  there  have 
been  all  of  the  conditions  possible  that  we  have 
mentioned  in  the  matter  of  tuberculosis,  of  old 
scars,  of  emphysema,  histoplasmosis,  of  pleurisy, 
of  cancer,  and  typical  of  the  status  of  the  first 
paragraph  statement. 

Other  X rays,  that  is  in  the  reformitories  and 
mental  hospitals,  have  been  made  by  portable  units 
when  and  if  it  would  be  possible,  and  that  would 
mean  not  too  long  an  interval,  and  at  much  shorter 
intervals  than  followed  formerly. 

Penitentiary  X rays  are  handled  by  the  medical 
department  in  the  penitentiary  which  has  been  veiy 
careful  in  screening  these  cases. 

In  the  survey  with  a 70  mm  portable  X-ray  survey 
carried  on  in  Omaha,  there  have  been  in  the  last 
year  24,623  X rays  taken,  and  these  have  been  fur- 
ther reduced  until  there  would  be  3.07%  of  757 
of  these  had  pathology  needing  more  study. 

2.  Tuberculin  tests  are  urged  and  these  may  be 
done  by  intradermal  or  by  the  Tine  test,  and 
positive  reactors  should  have  X rays  of  their 
chests.  These  tuberculin  tests  are  recommended  in 
addition  to  that  examination  that  is  otherwise 
necessary  when  a complete  physical  examination  is 
being  done.  They  are  also  urged  to  be  included 
in: 

1.  Pre-School  examination 

2.  Pre-High  school  examination 

3.  Pre-College  examination  (it  has  come  to  our 
attention  that  there  are  some  colleges  who  have 
a very  good  medical  department,  and  would  prefer  to 
carry  on  these  examinations  in  their  own  confine 
because  of  the  risk  of  confusion  that  there  might  be 
in  students,  who  may  be  disinclined  to  have  a tuber- 
culin test). 

3.  (a)  A new  development  of  the  matter  of  use 
in  the  tuberculin  testing  has  developed.  Dr.  J. 
Arthur  Myers  has  reported  that  there  have  been 
attempts  made  and  have  been  completed,  really  to 


the  point  of  accomplishments  in  nine  states  up  to 
date.  In  schools  wherein  there  has  been  a cer- 
tification of  these  schools  when  75%  of  the  student 
enrollment  and  that  would  be  either  in  a rural  or 
urban  school,  and  100%  of  the  personnel,  the  teach- 
ing staff,  etc.,  would  have  received  tuberculin  tests. 
Dr.  Myers  has,  in  his  report,  urged  that  95%  of 
student  enrollment  be  included.  The  matter  of  ur- 
gency in  this  also  would  be  that  tuberculin  posi- 
tive reactors  would  have  been  X-rayed. 

(b)  The  further  implementation  of  this  project 
would  be  that  the  Tuberculosis  Association  would 
give  this  certificate  and  it  will  be  based  also  on 
the  fact  that  100%  of  the  postive  reactors  will  have 
been  X-rayed. 

((c)  The  importance  of  these  tuberculin  and  X- 
ray  findings  is  based  on  the  fact  that  the  incidence 
of  tuberculosis  is  now  being  reduced  in  our  state. 
It  would  be  found  in  children  as  the  most  likely 
evidence  of  tuberculosis  and  that  this  would  demand 
of  course  the  investigation  of  contacts  to  whom 
these  children  may  have  been  exposed.  This  would 
constitute  one  of  the  very  potent  lines  of  attack 
against  tuberculosis,  and  would  lead  more  closely 
to  its  ultimate  eradication.  Furthermore  it  is 
more  important  now  than  formerly  in  view  of  the 
efficacy  of  Isoniazid  as  prophylactic  as  well  as 
therapeutic  agent.  The  efficacy  of  Isoniazid  has 
been  demonstrated  to  be  of  proven  value  repeatedly, 
and  this  also  has  the  sanction  of  the  United  States 
Public  Health  Service. 

The  Tuberculin  test  and  antituberculous  therapy 
and  prophylactic  therapy  represent  one  of  the 
greatest  advances  in  the  prevention  and  treatment 
of  tuberculosis  to  date. 

4.  It  is  urged  that  there  should  be  an  inclu- 
sion in  the  examination  of  the  patient  for  tubercu- 
losis, also  for  acute  and  chronic  respiratory  dis- 
eases. This  then  would  include  chronic  bronchitis, 
emphysema,  bronchiectisis,  asthma,  and  lung  can- 
cer as  well  as  other  systemic  diseases  which  also 
involve  the  respiratory  system.  These  conditions 
would  be  included  in  the  similar  program  of  diag- 
nosis as  would  be  required  to  determine  tuberculo- 
sis infections  and  would  be  made  at  the  same  time. 
Vice  versa,  investigations  for  these  various  non- 
tuberculous  diseases  would  be  similar  to  that  in- 
vestigation for  tuberculous  type  infections.  The 
same  essential  routine  should  be  followed  for  both 
tuberculous  and  non-tuberculous  pathology,  and  this 
then  would  permit  the  inclusion  of  the  chronic  res- 
piratory disease  program  with  our  tuberculosis  pro- 
gram. 

5.  The  chronic  respiratory  disease  program  is 
showing  an  increasing  incidence  of  these  diseases, 
because: 

a.  Increasing  clinical  recognition  and  modern 
diagnostic  techniques. 

b.  An  increasing  age  span  of  our  people. 

c.  Increased  industrialization  and  urbanization. 

d.  Air  polution  by  smoke,  carbon  particles,  gas 
fumes,  etc. 

e.  Smoking,  at  least  with  those  who  smoke  a 
pack  or  more  of  cigarettes  daily,  and  this  is 
not  necessarily  confined  only  to  cigarette 
smokers.  This  also  will  occur  in  those  smok- 
ing pipe  and  cigars,  but  the  incidence  appears 
to  be  higher  in  cigarette  smokers.  These  in- 
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cidences  have  been  found  by  many  investiga- 
tors. This  examination  of  course  would  be 
including  smoking  to  be  one  of  the  reasons 
for  pulmonary  cancer;  and  pulmonary  cancer 
is  increasing  in  men  and  is  also  increasing 
in  women. 

6.  The  members  of  the  Nebraska  State  Medical 
Association  are  urged  to  read  the  publications  of 
the  National  Tuberculosis  Association. 

Your  attention  is  called  to  a new  brochure 
which  has  just  been  published  on  the  diagnostic 
procedures.  These  will  be  mailed  soon  to  every 
physician. 

7.  It  is  also  urged  that  the  members  of  the 
State  Medical  Association  should  become  members 
of  the  American  Thoracic  Society.  This  is  really 
the  scientific  branch  which  is  associated  with  the 
National  Tuberculosis  Association. 

8.  The  Nebraska  Tuberculosis  Association  has 
been  asked  for  a vote  of  the  constituent  societies 
concerning  an  exhibit  at  the  New  York  World’s 
Fair  on  Tuberculosis  and  Respiratory  Disease  prob- 
lem. The  Nebraska  Tuberculosis  Association  has 
been  consulted,  and  they  have  voted  favorably. 

9.  The  Nebraska  Tuberculosis  Association  has 
made  financial  grants  on  three  research  projects  re- 
lated to  tuberculosis.  This  constitutes  one  example 
of  the  associations  aid  in  research  which  is  a neces- 
sary part  of  the  association  function. 

There  have  been  three  projects  which  have  been 
thus  financed  by  grants.  They  report  as  follows: 

Oscar  K.  Reiss,  Ph.D.  of  the  Webb  Institute  for 
Medical  Research  at  Denver,  Colorado,  has  given  an 
inteiwal  report  on  his  research  on  the  Development 
of  a Rapid  Chemical  test  on  the  determination  of 
blood  levels  in  Isoniazid  (INH).  This  project  re- 
port will  be  submitted  for  publication  in  the  near 
future. 

Alfred  Brodie,  Ph.D.,  Professor  and  Head  of  the 
Department  of  Pulmonary  Physiology,  Creighton 
University  School  of  Medicine,  has  made  a prelim- 
inary report  on  the  newer  techniques  of  Pulmonai’y 
Physiology. 

Gordon  E.  Gibbs,  Ph.D.,  M.D.,  head  of  the  Pedi- 
atrics Department  at  the  University  of  Nebraska 
College  of  Medicine  is  engaged  in  a project  also 
related  to  pulmonary  disease,  but  in  the  field  of 
Cystic  Fibrosis.  The  pulmonary  changes  in  this 
condition  have  been  demonstrated  at  times  even  in 
adulthood. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D., 
Chairman. 

REPORT  OF  TRAFFIC  SAFETY 
COMMITTEE 

Ralph  C.  Moore,  M.D.,  Omaha,  Chairman  ; Vern  F,  Deyke, 
M.D.,  Columbus ; Theo.  A.  Peterson,  M.D.,  Holdrege ; George 
B.  Salter,  M.D.,  Norfolk ; P.  B.  Olsson,  M.D.,  Lexingrton ; 
Ed  J.  Sanders,  M.D.,  Omaha 

The  Traffic  Safety  Committee  has  held  no  meet- 
ings during  the  year. 

However,  the  committee  personnel  will  testify 
at  the  hearing  on  Safety  Legislative  Bill  relating 
to  seat  belts  and  drivers  license  examinations. 

Respectfully  submitted, 

RALPH  C.  MOORE,  M.D., 
Chairman. 


REPORT  OF  MEDICAL  EDUCATION 
COMMITTEE 

D.  B.  Steenburg,  M.D.,  Aurora,  Chairman  ; Harold  S,  Mor- 
gan. M.D.,  Lincoln ; F.  Lowell  Dunn.  M.D.,  Omaha ; J.  G. 
Yost,  M.D.,  Hastings  ; Earl  F.  Leininger,  M.D.,  McCook  ; Frank 
Tanner,  M.D.,  Lincoln 

There  have  been  no  called  meetings  of  the  Com- 
mittee on  Medical  Education. 

Your  chairman  has  continued  to  attend  the  Execu- 
tive faculty  meetings  of  the  University  of  Nebraska 
College  of  Medicine  and  has  been  impressed  in  the 
sincerity  and  dedication  of  the  members  of  the  fac- 
ulty to  their  tasks  and  many  problems. 

Your  chairman  attended  the  73rd  annual  meet- 
ings of  the  Association  of  American  Medical  Col- 
leges, held  at  the  Biltmore  Hotel  in  Los  Angeles, 
October  26th  thru  the  31st,  1962. 

Nearly  1,000  medical  educators  representing  87 
American  Medical  Schools  and  13  Canadian  Colleges 
were  in  attendance  to  learn  new  teaching  methods 
for  training  medical  students  and  hear  reports  on 
medical  education  in  India  and  Nigeria. 

Dr.  Donald  G.  Anderson,  A.A.M.C.  President  and 
Dean  of  the  University  of  Rochester  School  of  Medi- 
cine and  Dentistiy  delivered  the  keynote  address 
in  “Some  Pertinent  and  Impertinent  Comments  on 
Medical  Education.” 

Other  meetings  of  the  Association  at  this  session 
were  first  — two  days  on  continuation  education  as 
exemplified  by  Dr.  Capiello  at  the  U of  N sessions 
during  each  year. 

Walter  E.  Boek,  Assistant  to  the  Health  Com- 
missioner of  the  State  of  New  York  said  about  20% 
of  our  doctors  attend  seminars  and  refresher  courses 
and  medical  educators  are  putting  the  pressure  on 
the  other  80%  to  bring  up  the  quality  of  medical 
practice  in  the  nation. 

Dr.  Bernard  Dryer,  Western  Reserve  University 
of  Cleveland,  Ohio,  discussed  the  hope  of  the  Amer- 
ican medical  teachers  — the  establishment  by  the 
Federal  Government  of  an  academy  for  the  con- 
tinuation of  medical  education. 

Then  one-half  day  on  Continuing  Group  Stu- 
dent Affairs.  Medical  School  Teaching  Hos- 
pitals Section  also  one-half  day,  then  the  An- 
nual Conference  on  Research  on  Medical  Edu- 
cation which  was  a new  venture  this  year. 
And  finally  the  open  Committee  Meeting  and 
Closed  Committee  Meetings  of  the  A.A.M. 
Colleges. 

The  annual  banquet  of  the  Association  was  held 
in  the  Biltmore  Bowl  with  the  annual  presentation 
of  the  Borden  and  Abram  Flexner  awards.  Dr.  C. 
Sidney  Burwell  of  Harvard  Medical  School  gave  the 
fifth  Alan  Gregg  Memorial  Lecture,  “The  Evolution 
of  the  Medical  Education  in  Nineteenth  Century 
America.” 

Special  feature  at  the  A.A.M.C.: 

1.  Browsing  library  of  recently  published  medical 
text  books  classified  according  to  medical 
specialties. 

2.  Demonstration  of  programmed  instruction 
and  teaching  machines. 

A collection  of  programmed  materials  for  the 
basic  and  clinical  science  instruction  which  were  so 
well  described  by  Dr.  A.  A.  Lunesdame,  Professor 
of  Education  at  U.C.  at  Los  Angeles  in  his  presen- 
tation on  teaching  machines. 
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The  Deans  and  their  assistants  from  the  Univer- 
sity of  Nebraska  and  Creighton  University  were  in 
attendance  from  Omaha,  and  Dr.  Glen  Leymaster 
of  Chicago  was  there  representing  the  American 
Medical  Association. 

Dr.  Richard  Egan  reports  that  Creighton’s  prog- 
ress during  this  past  year  has  been  encouraging. 
The  number  of  applications  filed  for  the  freshman 
class  to  begin  studies  in  the  fall  of  1963,  have  al- 
ready surpassed  the  total  number  applying  for  the 
present  freshman  class,  in  keeping  with  the  na- 
tional reversal  of  the  previous  downward  trend  in 
the  number  of  applicants  to  medical  schools.  This 
increase  may  be  the  result  of  an  increasing  college 
population,  but  should  be  attributed  also  to  the 
recruiting  activities  of  the  profession  which  it  is 
hoped  will  continue. 

New  and  additional  faculty  members  have  been 
secured  in  both  the  clinical  and  preclinical  disci- 
plines, both  full  time  and  contributed  seiwice,  thus 
facilitating  our  potential  for  teaching  and  research. 

An  unusually  mild  Nebraska  fall  has  pennitted 
rapid  progress  in  the  completion  of  the  construction 
of  the  medical  research  building,  the  first  unit  of 
the  C.  C.  and  Mabel  L.  Criss  Medical  Center.  Cur- 
rently being  planned  is  the  second  unit,  intended  to 
enhance  the  affectiveness  of  the  faculty  in  the 
teaching  of  the  basic  sciences.  Future  units  will 
locate  the  out-patient  teaching  services  in  an  ad- 
jacent unit  so  as  to  provide  the  nucleus  of  a Uni- 
versity based  medical  center. 

The  resulting  optimism  for  new  and  more  ade- 
quate facilities  results  from  the  generosity  of  Mrs. 
Mabel  L.  Criss,  in  memory  of  her  husband.  Dr.  C.  C. 
Criss,  a co-founder  of  Mutual  of  Omaha  and  a 1912 
graduate  of  the  School  of  Medicine.  Alumni  con- 
tributions and  a matching  grant  are  financing  the 
research  building. 

Important  to  the  continued  progress  of  the  School 
of  Medicine  has  been  the  continued  support  of  the 
profession  through  the  American  Medical  Associa- 
tion Education  and  Research  Foundation.  The 
leadership  of  the  Medical  Education  Committee  and 
the  support  and  encouragement  of  the  members  of 
the  Nebraska  State  Medical  Association  is  grate- 
fully acknowledged. 

Dean  Tollman,  University  of  Nebraska  Medical 
School  reports  the  following: 

Dr.  Warren  H.  Pearse  has  been  appointed  as 
Chairman  of  the  Department  of  Obstetrics  and 
Gynecology.  We  have  been  searching  for  other 
members  for  this  Department  and  are  impressed 
even  more  by  the  point  that  we  made  in  our  note 
to  you  last  year,  that  we  are  dealing  in  a national 
market  which  is  difficult.  The  budgetary  support 
which  we  have  had  has  not  kept  pace  with  rising 
salaries  and  costs  generally.  The  request  presented 
by  the  University  to  the  Legislature  recently  in- 
cludes a sharply  increased  amount  for  support  of 
the  College,  the  University  Hospital  and  the  pro- 
grams on  the  Omaha  campus.  In  reviewing  the 
changes  of  the  past  eight  years,  it  is  apparent 
that  we  have  barely  kept  abreast  in  maintaining  the 
functions  on  this  campus.  The  tempo  of  work 
continues  to  increase,  and  we  have  maintained  our 
position  only  because  this  whole  faculty  has  worked 
harder  and  harder.  In  my  opinion,  this  is  approach- 
ing a breaking  point.  I hope  that  your  committee. 


the  Councilors  and  the  Association  generally  will 
give  aggressive  support  to  the  proposed  budget. 

The  building  for  the  Eugene  C.  Eppley  Institute 
for  Research  in  Cancer  and  Allied  Diseases  is  mov- 
ing along  well  and  should  be  completed  in  late 
spring  of  next  year.  Formal  dedication  is  planned 
in  conjunction  with  the  Commencement  exercises  in 
early  June.  Commitments  are  being  made  for  key 
staff  and  personnel  for  this  operation. 

During  the  past  year,  Duane  Johnson  left  his 
position  as  Hospital  Administrator  here  to  accept  a 
post  in  the  much  larger  Milwaukee  General  Hos- 
pital, and  Mr.  Edwin  Ross,  from  the  University  Hos- 
pital of  Cleveland,  has  been  appointed  as  Admin- 
istrator at  University  Hospital.  Our  reviews  and 
studies  with  him  have  caused  us  to  initiate  several 
changes  which  we  hope  will  improve  the  opera- 
tion and  seiwice  as  these  activities  can  be  put  into 
effect. 

We  have  been  much  handicapped  during  the 
present  year  since  our  already  limited  space  has 
been  further  burdened  by  the  need  to  renovate  the 
South  Building.  Since  the  Dispensarj'  was  moved 
from  that  building  into  Unit  III,  the  decision  was 
made  to  renovate  and  remodel  the  interior  of  that 
building  so  that  Physiology- Pharmacology  and  the 
Department  of  Biochemistry  would  have  more  ade- 
quate teaching  areas  and  departmental  laboratories. 
This  is  requiring  the  full  academic  year  so  that 
their  teaching  and  departmental  work  is  being 
squeezed  in  with  other  activities  on  the  campus. 
We  sincerely  hope  that  the  renovation  of  this  build- 
ing and  the  requested  support  from  the  Legislature 
will  permit  an  energetic  development  of  this  faculty 
and  activities  on  the  campus. 

The  American  Medical  Association’s  Education 
and  Research  Foundation  monthly  reports  continue 
to  show  growth  in  the  donations  received  for  the 
schools  of  medicine  in  this  country. 

We  conclude  on  the  note  that  a good  job  is  being 
done  in  the  broad  field  of  medical  education,  and 
your  continued,  and  if  possible  increased,  help  is 
earnestly  solicited. 

Respectfully  submitted, 

D.  B.  STEENBURG,  M.D., 
Chairman. 

SUPPLEMENTARY  REPORT  OF  MEDICAL 
EDUCATION  COMMITTEE 

The  Medical  Education  Committee  met  January 
14,  1963,  to  discuss  L.B.  26,  relating  to  an  in- 
crease in  the  mill  levy  for  the  College  of  Medicine 
to  produce  3.2  million  annually. 

Dr.  Roy  Holly,  Vice  Chancellor,  explained  Archi- 
tect Daly’s  plans  for  expansion  of  the  physical  plant 
to  400-bed  capacity  with  research  facilities,  library 
and  dormitories  for  student  housing. 

The  full  discussion  which  followed  covered  many 
phases  of  the  problems  involved  from  admissions 
policy  changes  to  sources  of  money  which  might  be 
tapped  to  supplement  the  states  levy.  The  commit- 
tee approved  the  plan  as  presented  and  volunteered 
to  help  with  its  presentation  to  the  Legislature. 

Respectfully  submitted, 

D.  B.  STEENBURG,  M.D., 
Chairman. 
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REPORT  OF  DIABETES  COMMITTEE 

Morris  Margolin.  M.D.,  Omaha,  Chairman  ; C.  Dean  Mc- 
Grath, M.D..  Grand  Island  ; Wm.  J.  Reedy,  M.D.,  Omaha ; 
R.  C.  Rosenlof,  M.D.,  Kearney ; Willard  Seng,  M.D.,  Oshkosh ; 
Robert  A.  Youngman,  M.D.,  Ceresco 

Your  committee  respectfully  presents  the  follow- 
ing report  for  the  year  1962  in  the  field  of  Diabetes 
Detection  and  Education. 

1.  State  Fair  Blood  Screening  in  cooperation  with 
Nebraska  State  Department  of  Health,  Ne- 
braska Diabetes  Association,  Lincoln  hospitals 
and  Greater  Lincoln  Lay  Society. 

Number  tested 2,419 

Number  positives 64 

Number  unknown 

positives  64 

2.  National  Diabetes  Week  — urine  tests  — 196 
physicians  reported 

Number  tested 11,128 

Number  positives 324 

Number  unknown 

positives  129 

3.  Frontier  County  Health  Council  — Clinistix 
tests  on  school  children. 

Number  tested 746 

Number  positives 0 

4.  Omaha  Industrial  Survey  — 600  Dreypaks 
furnished  by  Nebraska  Diabetes  Association, 
Inc. 

Number  tested 269 

Number  positives 20 

Number  unknown 

positives  20 


Total  number  tested 14,562 

Total  Positives  408 

Total  Unknown 

Positives  213 

This  year  we  implemented  the  system  of  autonomy 
for  the  individual  county  and  regional  components 
of  our  Association.  Each  component  society  was 
requested  to  appoint  a committee  to  carry  the  proj- 
ect locally.  A number  of  the  societies  complied  with 
our  request  and  the  American  Diabetes  Association 
made  direct  contact  with  the  chairmen  of  the  com- 
mittees, and  sent  them  the  materials  requested.  The 
result  is  an  improvement  in  activities  during  Nation- 
al Diabetes  Week,  which,  however  small,  gives  us 
hope  for  further  expansion  in  the  future.  The  news 
media  including  radio  and  television  gave  us  full 
cooperation  as  usual.  This  is  part  of  our  educational 
process  which  has  a great  value,  indeed  superseding 
in  our  minds,  even  the  number  of  people  who  applied 
for  the  tests.  Our  gratitude  for  all  details  involved 
in  the  projects  to  the  headquarters  staff  and  par- 
ticularly to  Kenneth  Neff. 

Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D., 
Chairman. 

REPORT  OF  INDUSTRIAL  HEALTH 
COMMITTEE 

G.  P.  McArdle,  M.D.,  Omaha,  Chairman;  Stanley  M.  Bach, 
M.D„  Omaha:  W.  J.  Harley,  M,D„  Omaha;  E.  L.  MacQuiddy, 
Jr,  M.D,,  Omaha  : C.  J.  Cornelius,  M.D.,  Sidney ; Keith 

Sennert,  M.D.,  Lincoln 

The  Industrial  Health  Committee  had  one  formal 
meeting,  and  the  major  discussion  was  the  establish- 
ment on  an  Occupational  Health  Program  here  in 


the  State  of  Nebraska.  I would  like  to  restate  Ne- 
braska is  one  of  the  nine  states  in  the  United  States 
which  does  not  have  such  a program  for  its  work- 
ers. It  was  the  thinking  of  the  committee  if  such  a 
program  was  to  be  established,  it  should  be  forth- 
coming from  the  House  of  Delegates,  and  in  the 
interim  the  Industrial  Health  Committee  would 
serve  as  an  information  source  to  industry  here  in 
Nebraska.  We  feel  some  serious  thought  should 
be  given  to  the  establishment  of  a full  time  man 
in  this  field  of  Industrial  Health  within  the  State 
Department  of  Health,  but  do  appreciate  with  the 
legislature  in  session  it  probably  could  not  be  done 
this  year. 

A survey  questionnaire  has  been  sent  out  to  In- 
dustry seeking  problems  which  they  might  have  and 
offering  the  services  of  the  Nebraska  State  Medical 
Association  through  the  Health  Committee.  Re- 
sults of  this  survey  will  be  made  available  at  a later 
date. 

Further  study  is  also  being  made  as  to  the  estab- 
lishment of  Occupational  Health  Committees  within 
county  or  regional  medical  societies,  particularly 
since  Nebraska  is  inviting  more  and  more  industry 
to  our  state.  At  a later  date,  we  will  have  some- 
thing concrete  to  offer  regarding  this  problem. 

Respectfully  submitted, 

G.  P.  McARDLE,  M.D., 

Chairman. 

REPORT  OF  COMMITTEE  TO  STUDY  ” 
GENERAL  PRACTICE  RESTRICTIONS 
IN  THE  STATE  OF  NEBRASKA 

Paul  S.  Read,  M.D.,  Omaha,  Chairman  ; George  Hoff- 
meister,  M.D.,  Hastings : H.  D.  Kuper,  M.D.,  Columbus : R.  E. 
Garlinghouse,  M.D.,  Lincoln  ; Paul  L.  Petersen,  M.D.,  Lincoln  ; 
John  Coe,  M.D.,  Omaha  ; John  Yost,  M.D,,  Hastings 

This  committee  was  appointed  a year  ago  to  in- 
vestigate the  extent  of  restrictions  on  doctors  en- 
gaged in  General  Practice  in  the  State  of  Nebraska, 
and  to  make  any  recommendations  it  wished  to  make 
to  the  House  of  Delegates. 

A letter  was  sent  out  to  a doctor  engaged  in  Gen- 
eral Practice  in  each  of  the  larger  towns  and  cities 
of  Nebraska,  asking  the  following  questions: 

1.  Are  you  in  anyway  restricted  from  perform- 
ing any  services  which  you  feel  qualified  to 
perfonn  ? 

2.  Do  you  know  of  any  doctor  in  your  com- 
munity who  is  denied  privileges  solely  because 
he  is  a General  Practitioner? 

3.  Are  there  any  provisions  in  your  hospital 
whereby  a doctor,  who  can  demonstrate  in- 
creased ability,  may  obtain  increased  priv- 
ileges ? 

A meeting  of  the  committee  as  a whole  was  held 
at  the  Cornhusker  Hotel,  in  the  evening,  on  January 
30,  1963.  Present  were  all  members  of  the  com- 
mittee. Also  present  were  0.  A.  Kostal,  M.D., 
President;  R.  F.  Sievers,  M.D.,  President-elect; 
John  T.  McGreer,  M.D.,  Secretary-Treasurer;  Mr. 
Ken  Neff,  Executive  Secretary;  and  Mr.  Bill  Schell- 
peper.  Executive  Assistant. 

The  chairman  read  some  of  the  replies  received, 
and  others  were  discussed.  In  no  instance  was  there 
reported  any  restrictions  not  based  on  lack  of  abili- 
ty or  desire  to  perform  the  service.  In  one  or  two 
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instances,  fears  were  expressed  that  such  resti’ictions 
might  come  in  the  future,  although  there  were  none 
present  now. 

It  was  reported  that  Hastings  had  had  some  rather 
strict  restrictions,  which  were  originally  passed 
some  years  ago  to  take  care  of  a bad  situation  at 
that  time;  but  that  recently  these  had  been  modified 
and  that  at  the  present,  the  G.P.s  are  not  unhappy 
with  their  privileges. 

The  committee,  after  considerable  discussion 
passed  a motion  that  since  there  seemed  to  be  no 
problem  on  restrictions  in  Nebraska,  the  committee 
be  discharged. 

The  committee  then  made  two  recommendations  to 
the  House  of  Delegates: 

1.  Hospital  privileges  should  be  extended  solely 
on  the  basis  of  individual  merit. 

2.  All  hospital  staffs,  that  are  departmentalized, 
should  include  a Department  of  General  Prac- 
tice. 

Respectfully  submitted, 

PAUL  S.  READ,  M.D., 

Chairman. 

REPORT  OF  MATERNAL  AND  CHILD  HEALTH 
AND  ADVISORY  TO  MCH 

Warren  G.  Bosley,  M.D.,  Grand  Island,  Chairman  ; Ted 
Koefoot,  M.D.,  Broken  Bow ; B.  B.  Oberst,  M.D.,  Omaha ; 
Robert  Mclntire,  M.D.,  Hastings  : Theo.  J.  Lemke.  M.D,,  Colum- 
bus ; Arthur  W.  Abts,  M.D.,  Omaha : L.  S.  McNeill,  M.D., 
Hastings,  Chairman  ; R.  C.  Reeder,  M,D.,  Fremont : W.  L. 
Howell.  M.D.,  Hyannis : A.  B.  Anderson,  M.D.,  Pawnee  City ; 
H.  A,  McConahay,  M.D.,  Holdrege ; Leo  Heywood,  M.D., 
Omaha 

The  Maternal  and  Child  Health  Committee  and 
the  Advisory  Committee  to  the  MCH,  met  on  Wed- 
nesday, February  6,  1963,  at  the  Holiday  Inn,  Grand 
Island. 

Present  were  Drs.  W.  G.  Bosley,  Chairman,  Grand 
Island;  0.  A.  Kostal,  President,  Hastings;  L.  S. 
McNeill,  Hastings;  T.  J.  Lempke,  Columbus;  and 
Ken  Neff,  Executive  Secretaiy. 

The  purpose  of  the  meeting  was  to  consider  an 
improved  and  more  convenient  form  for  the  repoi't- 
ing  of  maternal  deaths  which  occur  in  the  state. 
A copy  of  this  form  follows  this  report.  The  com- 
mittee recommends  that  this  form  be  used  in  place 
of  that  form  which  has  been  used  for  many  years. 

The  joint  committees  discussed  in  some  detail 
the  manner  in  which  these  forms  should  be  handled, 
and  the  committee  suggests  that  the  chairman  of 
this  committee  request  the  Director  of  the  Depart- 
ment of  Maternal  and  Child  Health  of  the  State 
Health  Department  to  notify  him  when  a death  is 
reported  that  has  occurred  during  or  because  of 
pregnancy.  Her  notification  would  not  indicate  the 
name  of  the  patient,  but  only  that  the  physician 
has  reported  a maternal  death.  The  chairman  of 
this  committee  would  then  write  to  the  physician 
concemed,  requesting  that  he  complete  the  report 
form  if  he  desires,  and  return  it  to  the  chairman 
of  the  committee.  Members  of  the  House  will 
notice  that  nowhere  on  the  form  does  any  name  ap- 
pear. The  patient  would  be  known  only  to  the  Bu- 
reau of  Vital  Statistics  and  to  the  attending  physi- 
cian. The  committee  would  stress  that  no  other  con- 
tact would  be  made  except  by  letter.  Emphasis 
should  be  placed  on  the  potential  educational  value 
of  these  reports. 


The  committee  feels  that  the  facts  given  on  this 
form  would  permit  thorough  evaluation  of  the  in- 
dividual case  from  a teaching  standpoint.  The  com- 
mittee wishes  to  emphasize  that  these  reports  will 
be  studied  from  this  standpoint,  and  not  from  any 
investigative  standpoint,  and  that  they  would  con- 
stitute a collection  of  instructive  cases,  the  study 
of  which  can  be  of  great  benefit  to  physicians  of 
Nebraska.  These  reports  would  remain  in  the 
hands  of  the  chairman  of  the  Maternal  and  Child 
Health  Committee  and  would  be  discussed  at  meet- 
ings of  that  committee,  to  which  other  physicians 
would  be  invited. 

The  committee  reviewed  the  maternal  deaths  re- 
ported in  1962.  Four  of  these  had  report  forms 
completed  by  the  attending  physician.  In  the  re- 
maining four  deaths,  the  physician  did  not  return 
a completed  form.  The  committee  wishes  to  thank 
the  four  physicians  for  their  cooperation  and  fine 
description  of  their  cases. 

The  committee  urges  the  adoption  of  this  im- 
proved form,  and  suggests  to  the  Board  of  Coun- 
cilors and  the  House  of  Delegates  that  these  reports 
be  handled  as  outlined.  In  order  to  collect  all  the 
cases  which  might  be  classified  as  “maternal 
deaths,”  the  committee  urges  all  physicians  of  Ne- 
braska to  include  “pregnancy”  on  the  death  certifi- 
cate when  this  condition  exists.  The  committee  pro- 
poses and  plans  to  prepare  a folder  or  brochure 
which  might  be  distributed  to  all  the  physicians  in 
Nebraska,  outlining  in  detail  the  purpose  of  these  re- 
ports, the  manner  in  which  they  would  be  distributed, 
and  especially  their  use  as  educational  instruments 
for  the  benefit  of  all  the  physicians  of  Nebraska. 

Respectfully  submitted, 

WARREN  BOSLEY,  M.D., 
Chairman. 

REPORT  OF  COMMITTEE  ON  PSYCHIATRY 

Chas.  W.  Landgraf,  Jr.,  M.D.,  Hastings.  Chairman ; J. 
Whitney,  Kelley,  M.D.,  Omaha ; Robert  S.  Wigton,  M.D..  Oma- 
ha : Chas.  G.  Ingham.  M.D.,  Norfolk ; Chester  H.  Farrell, 
M.D.,  Omaha ; Floyd  O.  Ring,  M.D.,  Omaha 

The  Committee  on  Psychiatry  of  the  Nebraska 
State  Medical  Association  has  considered  during  the 
year  1962-1963,  the  following  subjects,  and  recom- 
mendations have  been  made  for  proceeding  to  solu- 
tion of  the  problems  associated: 

1.  Resolution  Number  1,  presented  by  the  Adams 
County  Medical  Society  to  the  House  of  Dele- 
gates at  the  Interim  Session,  February,  1962, 
regarding  the  practice  of  medicine  by  un- 
qualified individuals  in  various  outpatient 
clinics  supeiwised  by  the  Community  Services 
Division  of  the  Nebraska  Psychiatric  Institute, 
particularly  the  Central  Nebraska  Mental  Hy- 
giene Clinic  at  Hastings,  and  in  various  lab- 
oratories directed  by  non-medical  persons.  The 
latter  problem  was  assigned  to  the  Allied  Pro- 
fessions Committee.  The  Committee  on  Psy- 
chiatry submits  the  following  conclusions  and 
recommendations : 

One  of  the  most  important  factors  was  the 
resistance  this  Committee  met  indirectly  and 
directly  through  its  appointed  representatives 
in  determining  the  status  of  various  of  the 
the  above  mentioned  clinics.  It  was  agreed 
unanimously  that  any  information  regarding 
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such  clinics  should  be  available  to  any  citizen 
except  information  of  a confidential  medical 
nature.  It  was  suggested  that  the  Governor 
be  asked  to  use  his  influence  to  see  to  it 
that  such  information  be  made  available  ac- 
cordingly. Further,  it  was  concluded  that 
the  Attorney  General  be  asked  for  an  official 
opinion  regarding  possible  violation  of  the 
statutes  pertaining  to  the  practice  of  medi- 
cine. 

2.  Collection  of  statutes  concerning,  and  the 
abridgement  of  rights  of,  individuals  admit- 
ted to  public  and  private  medical  institutions 
in  the  State  of  Nebraska.  The  following  con- 
clusions and  recommendations  are  offered. 

That  Counsel  for  the  Nebraska  State  Med- 
ical Association  be  asked  to  collect  all  such 
statutes  and  that  the  Nebraska  State  Medical 
Association  consider  undertaking  the  publi- 
cation of  a handbook  which  would  consist  of 
a summary  and  explanation  of  these  statutes, 
such  handbook  to  be  distributed  to  all  physi- 
cians and  county  boards  of  mental  health  in 
the  State  of  Nebraska. 

It  was  agreed  that,  while  some  legal  re- 
striction of  the  activity  of  a severely  mentally 
ill  person  is  necessary  for  certain  reasons,  in 
many  situations  the  laws  pertaining  to  this 
matter  are  restrictive  unduly.  It  was  sug- 
gested that  a joint  committee  of  psychiatrists 
and  attorneys  be  asked  to  deliberate  upon  this 
problem,  and  to  make  recommendations  for 
solution. 

3.  The  so-called  “Sexual  Psychopath  Law,”  com- 
prising statutes  29-2901  to  29-2907,  RRS 
1943  (29-2902  amended  RS  Supp.,  I960).  The 
following  conclusions  and  recommendations  are 
offered: 

That  the  Nebraska  State  Medical  Associa- 
tion appoint  such  a committee  as  the  one  men- 
tioned above  to  recommend  improvement  in 
these  statutes.  Among  factors  discussed  in 
this  regard  were  whether  the  law  permits 
conviction  for  a medical  diagnosis,  and,  if  so, 
whether  this  is  in  error.  It  was  suggested 
there  should  be  some  protection  for  the  vic- 
tims involved  in  proceedings  pursuant  to  this 
law,  as,  for  example,  against  psychological 
injuiy  to  a child. 

The  Committee  believed  a board  of  physi- 
cians, attorneys  and  judges  suggested  by 
Counsel  for  the  Nebraska  State  Medical  As- 
sociation which  would  periodically  review 
cases  of  “sexual  psychopaths”  probably  would 
be  unwieldy. 

It  is  believed  it  is  desirable  to  establish 
in  a legal  sense  whether  a sexually  psycho- 
pathic act  was  committed  first,  rather  than 
to  make  this  determination  dependent  upon 
medical  testimony. 

There  should  be  provision  for  bonding. 
Consideration  should  be  given  to  the  possi- 
bility of  disallowing  a plea  of  guilty.  Also 
desirable  may  be  provision  made  for  the  re- 
lease of  those  persons  incurable  but  no  longer 
dangerous. 

4.  The  need  for  improving  quality  and  avail- 
ability of  psychiatric  care  in  the  Nation  in 


accordance  with  the  A.M.A.  Council  on  Mental 
Health  Program  initiated  in  the  fall  of  1962. 

This  matter  was  discussed  particularly  in 
terms  of  the  situation  in  the  State  of  Ne- 
braska. Appended  are  copies  of  pertinent  de- 
liberations of  the  A.M.A.  National  Congress 
on  Mental  Illness  and  Health,  4-6  October 
1962,  in  Chicago,  Illinois.  In  very  brief  sum- 
mary, “the  A.M.A.  realizes  that  most  mental 
health  needs  should  be  met  at  the  com- 
munity level.  To  this  end,  the  A.M.A.  will 
(1)  work  with  state  and  local  societies  on 
plans  designed  to  meet  community  mental 
health  needs;  (2)  promote  increased  liaison, 
on  the  national,  state  and  local,  with  mental 
health  organizations;  (3)  provide  informa- 
tion areas  where  the  physician  is  involved  in 
community  health  needs  and  encourage  state 
and  local  societies  to  do  the  same.” 

It  was  agreed  that  this  problem  primarily 
was  a medical  responsibility,  that  the  most 
important  factor  is  local  community  support 
and  responsibility  both  administratively  and 
financially,  and  that  the  key  group  and  in- 
dividual, respectively,  are  the  County  Medical 
Society  and  the  local  physician. 

5.  The  matter  of  defining  eligibility  for  use  of 
public  tax-supported  facilities  and  where  the 
responsibility  for  such  definition  and  enforce- 
ment of  policies  shall  lie.  The  following  con- 
clusions and  recommendations  are  submitted: 

A statute  is  necessary  to  provide  approp_^i- 
ate  machinery  for  investigation  and  determin- 
ation of  ability  to  pay  of  persons  who  use  tax- 
supported  public  medical  facilities;  such  a 
statute  should  define  eligibility  for  use.  It 
was  agreed  that  the  method  used  by  the  Crip- 
pled Children’s  Service  might  serve  as  a 
model  for  consideration.  It  was  suggested 
this  problem  could  be  worked  out  with  the 
help  of  the  committee  of  physicians  and  attor- 
neys mentioned  above. 

6.  In  connection  with  Items  1 through  5,  the 
matter  of  the  ever-increasing  trend  toward 
abandoning  our  responsibilities  to  State  and 
National  Government,  and  to  unqualified  per- 
sons and  groups,  and  the  trend  of  those  in 
State  and  National  Government  to  assume  this 
responsibility  too  aggressively  and  at  the 
same  time  to  resist  any  accounting  to  the  peo- 
ple whom  they  serve,  was  discussed  thorough- 
ly- 

It  is  recommended  that  the  Nebraska  State 
Medical  Association  undertake  to  implement 
this  program  of  the  American  Medical  Asso- 
ciation with  all  dispatch  and  efficiency,  and 
that  specifically  the  Committee  on  Psychi- 
atry be  given  this  responsibility.  It  should 
be  kept  in  mind  that  there  exists  the  real 
possibility  that  such  responsibility  not  only 
in  the  field  of  mental  illness,  but  in  other 
areas  of  medicine  may  devolve  by  default  to 
State  and  National  Government  which  already 
seek  vigorously  to  assume  it  on  the  basically 
unrealistic  premise  that  the  private  citizen 
cannot  do  for  himself. 

The  Chairman  of  the  Committee  on  Psychiatry 
of  the  Nebraska  State  Medical  Association  will  at- 
tend another  meeting  in  Chicago  on  1 March  1963, 
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sponsored  by  the  A.M.A.  Council  on  Mental  Health 
and  in  addition  to  the  items  above  will  report  to 
the  House  of  Delegates  of  the  Nebraska  State  Med- 
ical Association  on  that  meeting. 

Respectfully  submitted, 

CHARLES  W.  LANDGRAF,  JR.,  M.D., 
Chairman. 

REPORT  OF  JOINT  COMMITTEE  TO  PROMOTE 
AND  ENCOURAGE  PROPER  USE  OF 
MEDICAL-SURGICAL  SERVICES 
AND  HOSPITAL  FACILITIES 

I wish  to  report  as  Chairman  of  the  Joint  Com- 
mittee to  Promote  and  Encourage  Proper  Use  of 
Medical-Surgical  and  Hospital  Facilities,  appointed 
by  the  Nebraska  State  Medical  Association,  the  Ne- 
braska State  Hospital  Association,  Blue  Cross  and 
Blue  Shield  two  years  ago  to  study  hospital  utiliza- 
tion. The  background  and  work  of  this  Committee 
was  presented  in  the  September,  1962,  issue  of  the 
Nebraska  State  Medical  Journal.  Four  meetings  of 
the  Joint  Committee  have  been  held  and  Medical 
Staff  Hospital  Utilization  Committees  established 
in  all  but  one  of  the  larger  hospitals  of  Omaha, 
Lincoln  and  Fremont  to  review  hospital  records  of 
dismissed  patients  where  there  might  be  some  ques- 
tion of  unnecessary  hospital  utilization.  The  prob- 
lem of  greatly  increased  hospital  utilization  and 
costs  has  become  a national  issue,  with  public  in- 
vestigations in  several  other  states  and  tendency 
to  blame  the  medical  profession  for  this. 

The  chief  subject  to  be  presented  at  this  meeting 
is  a proposal  by  the  John  Hancock  Insurance  Com- 
pany to  establish  a hospital  duration  guide  for 
patients  under  their  prepayment  contract  as  em- 
ployees of  Armour  & Company.  This  plan  is  in- 
tended to  establish  an  average  length  of  hospital 
stay  for  every  diagnostic  classification,  both  medical 
and  surgical,  with  an  upper  limit  of  stay  beyond 
which  an  acceptable  certification  for  longer  stay 
would  be  required  of  the  attending  physician  for 
further  insurance  payment.  This  would  be  done  by 
an  agreement  with  each  hospital  and  its  medical 
staff  for  the  purpose  of  reducing  hospital  stay  and 
costs  for  the  insurance  company. 

This  proposal  was  brought  to  the  attention  of 
the  Chairman  of  the  Joint  Committee  who  was 
asked  to  attend  a meeting  of  the  Omaha  Personnel 
Management  Association  at  Armour  & Company 
in  April,  1962.  It  was  reported  that  progress  was 
well  under  way  to  establish  this  Hospital  Duration 
Guide  in  the  hospitals  of  Omaha  as  had  been  done 
elsewhere.  My  opinion  was  expressed  that  there 
were  so  many  complicating  factors  in  this,  with 
questionable  responsibility  of  the  physicians  either 
for  the  increased  hospitalization  and  costs  or  for 
the  commercial  insurance  company’s  problem  that 
it  would  be  advisable  to  refer  this  to  the  Omaha- 
Douglas  County  Medical  Society  for  their  judg- 
ment and  recommendation  before  entering  into  any 
agreement.  The  question  then  was  referred  to  the 
Insurance  Committee  of  the  County  Medical  So- 
ciety who  passed  a resolution  which  recommended 
that  “any  proposed  pi’ogram  to  control  the  length 
of  stays  or  to  otherwise  regulate  or  review  physi- 
cians’ management  of  any  hospitalized  patient,  be 
first  referred  to  the  Joint  Committee  for  consider- 


ation, and  that  the  medical  staffs  of  all  hospitals 
work  in  liaison  with  the  Joint  Committee  without 
approving  or  adopting  any  different  program  not 
in  keeping  with  the  Resolution  of  the  Nebraska 
State  Medical  Association  ci’eating  the  Joint  Com- 
mittee.” The  resolution  was  approved  by  the  Exec- 
utive Committee  of  the  Medical  Society  and  the  So- 
ciety as  a whole,  subsequently  by  the  Omaha  Area 
Council. 

This  subject  and  resolution  was  presented  and 
discussed  at  the  last  meeting  of  the  Joint  Com- 
mittee, with  the  judgment  that  the  question  of  the 
establishment  of  a Hospital  Duration  Guide  in  Ne- 
braska should  be  referred  to  the  Nebraska  State 
Medical  Association  for  their  consideration  as  it 
was  somewhat  comparable  to  the  Relative  Value 
Study  for  medical  costs  for  different  procedures  and 
patient  incomes.  There  is  a great  amount  of  in- 
formation now  available  through  medical  prepay- 
ment insurance  companies  on  the  average  length 
of  stay  of  patients  for  different  medical  and  surgical 
procedures,  upon  which  the  John  Hancock  Company’s 
Hospital  Duration  Guide  was  based. 

A few  examples  of  the  length  of  stay  allowed 
under  this  Hospital  Duration  Guide  without  certifi- 
cation for  need  of  longer  stay  are  given:  Under  sur- 
gery, appendectomy  has  an  average  length  of  stay 
of  6 days  with  an  upper  limit  of  7 days  without  cer- 
tification for  longer  stay;  cholecystectomy  average 

12  days,  upper  limit  of  14  days;  bronchopneumonia, 

7 days,  upper  limit  of  8 days;  leukemia,  10  days, 
upper  limit  of  11  days;  hypertensive  heart  disease, 

8 days,  upper  limit  of  9 days;  infectious  hepatitis, 

13  days,  upper  limit  of  14  days. 

The  difficulties  in  applying  this  are  related  to 
the  questions  of  admitting  diagnosis,  requirement 
of  attending  physicians  certification  of  need  for 
longer  stay,  interpretation  of  medical  problems,  in- 
surance company’s  access  to  hospital  records,  the 
patient’s  misinterpretation  of  the  physician’s  re- 
sponsibility for  the  stoppage  of  insurance  payments, 
and  the  question  if  physicians  should  become  in- 
volved in  commercial  insurance  companies’  contract 
liabilities. 

A possible  solution  to  this  complicated  problem 
is  referral  of  cases  in  which  there  is  a serious 
question  of  the  necessity  of  admission  for  diag- 
nostic purpose  only  and  for  extensive  and  expensive 
laboratory  and  X-ray  studies  under  the  admitting 
diagnosis,  to  the  established  Medical  Staff  Hospital 
Utilization  Committees  for  their  judgment  and  rec- 
ommendation to  the  insurance  company.  This  is 
being  done  now  for  Blue  Cross  and  Blue  Shield, 
and  aids  in  clearing  misunderstanding  with  the  at- 
tending physician.  It  has  the  added  advantage 
of  keeping  the  review  of  medical  records  within  the 
medical  staff  and  aids  in  making  the  entire  staff 
more  conscious  of  the  need  of  greater  attention  to 
the  reduction  of  unnecessary  hospital  admissions, 
length  of  stay  and  diagnostic  procedures,  for  which 
the  medical  profession  is  being  seriously  criticized. 
Application  of  this  to  commercial  insurance  com- 
panies may  be  possible,  but  the  Hospital  Utiliza- 
tion committee  should  be  protected  from  a great 
amount  of  ill  advised  reference  of  cases  for  review. 
The  suggestion  has  been  made  that  only  cases  re- 
ferred directly  by  the  medical  director  of  the  insured 
company,  with  detailed  information,  be  accepted  for 
review  and  that  a fee  for  this  added  work  be 
charged. 
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The  above  method  of  reviewing  hospital  utiliza- 
tion by  medical  staff  committees  would  be  diffi- 
cult to  apply  in  small  hospitals  where  there  ai-e 
only  a few  staff  members.  For  these  it  is  recom- 
mended that  Councilor  District  Medical  Review 
Committees  be  appointed,  to  whom  hospital  utiliza- 
tion problems  could  be  referred. 

The  procedure  of  processing  hospital  claims  under 
the  limited  certification  plan  of  the  John  Hancock 
Company  is  listed  as  follows: 

A.  Notification  and  certification 

1.  On  the  day  of  admission,  the  insurance 
clerk  at  the  hospital  calls  Armour  & Com- 
pany for  authorization  of  length  of  stay. 

2.  The  patient’s  name,  attending  physician 
and  admitting  diagnosis  is  supplied  to 
Armour  & Company. 

3.  Authorization  of  length  of  stay  is  deter- 
mined from  the  Hospital  Duration  Guide 
and  furnished  for  the  insurance  clerk  at 
the  hospital. 

4.  Hospitalization  form  is  completed  and 
sent  to  the  hospital  on  the  same  day  the 
phone  call  is  received. 

B.  Follow-up  and  recertification  (if  needed) 

1.  The  hospital  is  called  on  the  last  day  of 
authorization  to  see  if  the  patient  has 
been  dismissed. 

2.  If  the  patient  is  dismissed,  the  file  is 
closed. 

3.  If  the  patient  has  not  been  dismissed, 
the  file  is  turned  over  to  the  Armour  & 
Company  plant  physician. 

4.  The  company  physician  contacts  the  pa- 
tient’s physician  to  verify  reason  for  ad- 
ditional hospital  care. 

5.  If  additional  hospitalization  is  needed  and 
additional  time  is  agreed  upon  by  the  two 
physicians,  Armour  & Company  promptly 
notifies  the  hospital  of  the  additional  cer- 
tification authorized.  If  there  is  disagree- 
ment between  the  doctors,  it  is  turned 
over  to  the  Hospital  Utilization  Commit- 
tee. 

6.  The  Company  calls  the  hospital  on  the 
last  day  of  recertification  for  information 
on  dismissal. 

7.  If  the  patient  is  dismissed,  the  file  is 
closed. 

8.  If  the  patient  has  not  been  dismissed,  the 
same  procedure  is  followed  as  in  B-5. 

Respectfully  submitted, 

J.  JAY  KEEGAN,  M.D., 
Chairman. 


PROCEEDINGS 
BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 

February  17,  1963 

The  interim  session  of  the  Board  of  Councilors 
was  held  at  the  Hotel  Cornhusker,  February  17, 


1963.  The  meeting  was  called  to  order  by  the  Chair- 
man, Harold  Neu,  MD. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  W.  W.  Waddell,  George  Salter,  R.  C. 
Reeder,  C.  L.  Anderson,  H.  V.  Nuss,  Rex  Wilson, 
Dan  Nye,  L.  S.  McNeill,  Max  Raines,  C.  J.  Cor- 
nelius; 0.  A.  Kostal,  President;  R.  F.  Sievers,  Presi- 
dent-elect and  A.  J.  Offerman,  immediate  past 
president. 

Others  present  were  Drs.  B.  R.  Bancroft,  Chas. 
Landgraf,  Loyd  Wagner,  John  T.  McGreer,  Wm. 
Nutzman,  Hari’y  McFadden,  George  Johnson,  R. 
Russell  Best,  Leroy  Lee,  Earl  Rogers,  Wm.  Kenner, 
J.  D.  McCarthy,  K.  S.  J.  Hohlen,  E.  B.  Reed,  J.  Jay 
Keegan,  Warren  Bosley,  J.  M.  Woodward,  D.  B. 
Steenburg,  James  Kelly,  Sr.,  H.  S.  Morgan,  J.  P. 
Gilligan  and  J.  Harry  Murphy. 

Nominations  for  Chairman  of  the  Board  of  Coun- 
cilors were  called  for,  and  Dr.  Harold  Neu  was  nom- 
inated, by  Dr.  Nuss.  It  was  moved  and  seconded 
that  the  nominations  be  closed  and  a unanimous 
ballot  be  cast  for  Dr.  Neu  as  chairman.  Motion 
carried. 

Nominations  for  secretary  were  called  for,  and 
Dr.  R.  E.  Garlinghouse  was  nominated  by  Dr.  Nuss. 
The  motion  was  made  by  Dr.  Nye  and  seconded  that 
the  nominations  be  closed  and  a unanimous  ballot  be 
cast  for  Dr.  Garlinghouse  as  secretary.  Motion 
carried. 

The  motion  was  made  and  seconded  that  the  min- 
utes of  the  last  meeting  as  published  in  the  July, 
1962,  Journal  be  accepted.  Motion  carried. 

Motion  was  made  by  Dr.  Anderson  that  the  re- 
port of  the  auditor  be  accepted.  This  motion  was 
seconded,  and  carried. 

Motion  was  made  by  Dr.  Nuss,  and  duly  seconded, 
that  the  report  of  the  Board  of  Trustees  be  ac- 
cepted. Motion  carried. 

The  motion  was  made  and  seconded  to  accept  the 
report  of  the  Aging  Committee.  Motion  carried. 

The  report  of  the  Allied  Professions  Committee 
was  considered  next,  and  Dr.  Wagner,  Chairman  of 
this  committee,  read  the  resolution  contained  in 
this  report  and  explained  the  circumstances  which 
led  to  this  resolution.  After  discussion.  Dr.  Gar- 
linghouse moved  that  this  report  as  a whole  be 
approved.  The  motion  was  seconded,  and  carried. 

A motion  was  made  to  accept  the  report  of  the 
Blood  and  Blood  Products  Committee.  Motion  was 
seconded,  and  carried. 

The  Civil  Defense  and  Disaster  Committee  report 
was  next  considered.  Dr.  Johnson,  chairman  of  this 
committee,  discussed  his  report  and  gave  the  re- 
sults of  a questionnaire  which  had  been  sent  out 
to  hospitals  relative  to  their  maximum  capacity  in 
case  of  disaster.  After  discussion.  Dr.  Neu  recom- 
mended that  this  report  be  accepted,  and  that  the 
recommendation  in  this  report  for  an  increase  in 
committee  funds  be  referred  to  the  Board  of 
Timstees.  The  motion  was  made  and  duly  seconded 
to  accept  the  recommendation  of  Dr.  Neu.  Motion 
carried. 

Motion  was  made  by  Dr.  Nuss  and  seconded  that 
the  report  of  the  Diabetes  Committee  be  accepted. 
Motion  carried. 

The  report  of  the  Hospital  and  Professional  Rela- 
tions Committee  was  considei-ed  next.  Dr.  Neu 
called  on  Dr.  Keegan,  Chairman  of  the  Joint  Corn- 
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mittee  to  Promote  and  Encourage  Proper  Use  of 
Medical-Surgical  Services  and  Hospital  Facilities. 
This  was  a joint  committee  appointed  by  the  Ne- 
braska State  Medical  Association,  State  Hospital 
Association,  Blue  Cross  and  Blue  Shield  to  study 
hospital  utilization.  After  considerable  discussion, 
it  was  moved  by  Dr.  Cornelius  that  the  report  of 
Dr.  Keeegan  be  accepted.  The  motion  was  seconded, 
and  carried. 

The  motion  was  made  by  Dr.  Andei’son  and  sec- 
onded, to  accept  the  report  of  Dr.  Schenken,  Chair- 
man of  the  Hospital  and  Professional  Relations  Com- 
mittee, as  printed  in  the  audit.  Motion  carried. 

Dr.  J.  P.  Gilligan,  Chairman  of  the  Medicolegal 
Advice  Committee,  presented  an  oral  report.  The 
motion  was  made  by  Dr.  Nuss,  and  duly  seconded, 
to  accept  the  oral  report  of  Dr.  Gilligan.  Motion 
carried. 

Dr.  E.  B.  Reed,  chaiiTnan  of  the  Medical  Seiwice 
Committee,  presented  an  oral  report.  LB  368,  per- 
taining to  the  placing  of  a stamp  or  label  on  all 
packs  of  cigarettes  sold,  given  away,  or  distributed 
in  this  state,  reading  as  follows:  “Used  excessive- 
ly, this  product  will  endanger  human  health,”  was 
discussed  at  length.  The  motion  was  made  by  Dr. 
Nuss  and  seconded  that  this  association  not  approve 
this  bill.  Further  discussion  followed:  Dr.  Nuss 
amended  his  original  motion,  and  moved  that  no 
action  be  taken  on  this  bill.  This  amended  motion 
was  seconded,  and  carried. 

Dr.  K.  S.  J.  Hohlen,  Chairman  of  the  Council  on 
Professional  Ethics,  presented  an  oral  report  in 
executive  session  of  the  Board  of  Councilors.  The 
motion  was  made  by  Dr.  Garlinghouse  to  approve 
the  recommendations  in  this  report.  The  motion 
was  seconded,  and  carried.  Dr.  Neu  appointed  a 
committee  of  the  following  to  meet  with  Dr.  Hohlen 
concerning  further  discussion  of  the  report,  and  to 
report  back  to  the  Council:  Drs.  Garlinghouse, 

Waddell  and  Anderson. 

The  meeting  of  the  Board  of  Councilors  recon- 
vened again  at  2:00  p.m. 

The  motion  was  made  and  duly  seconded  to  ap- 
prove the  report  of  the  Joint  Commission  for  the 
Improvement  of  the  Care  of  the  Patient,  and  the 
motion  carried. 

A motion  was  made  by  Dr.  Wilson  to  accept  the 
report  of  the  Medical  Education  Committee,  and  also 
the  Supplementary  Report  of  this  committee.  The 
motion  was  seconded,  and  carried. 

A motion  was  made  by  Dr.  Nuss  to  approve  the 
report  of  the  Policy  Committee,  which  was  seconded 
and  carried. 

The  motion  was  made  and  seconded  to  accept  the 
report  of  the  Preceptorship  Committee,  along  with 
the  Supplementai-y  report  of  this  committee.  Mo- 
tion was  carried. 

The  report  of  the  Prepayment  Medical  Care  Com- 
mittee and  its  supplementary  report  were  next  con- 
sidered. The  motion  was  made  to  accept  this  report 
and  also  the  recommendation  in  the  supplementaiy 
report.  The  motion  was  seconded,  and  cai-ried. 

It  was  moved  and  seconded  that  the  Public  Health 
Committee  report  be  approved.  Motion  caiTied. 

'The  motion  was  made  and  seconded  to  accept  the 
report  of  the  Public  Relations  Committee.  Motion 
carried.  Dr.  Lee,  chairman  of  this  committee,  stated 
that  he  had  nothing  to  add  to  this  report  except 


the  recommendation  that  the  Dr.  Annis  movie,  “Your 
Health  — Your  Choice,”  be  shown  at  the  1963 
Annual  Session. 

The  report  of  the  Rehabilitation  Committee  was 
next  considered.  Discussion  followed  regarding  the 
recommendation  in  this  report  relative  to  bringing 
our  legislation  up  to  date  which  would  require 
proof  that  the  car  owner  has  liability  insurance  be- 
fore he  can  obtain  his  license.  The  motion  was 
made  and  duly  seconded  to  accept  this  report,  and 
the  motion  carried. 

A motion  was  made  by  Dr.  Nuss,  and  seconded 
to  accept  the  report  of  the  Relative  Value  Study 
Committee.  Motion  carried. 

The  motion  was  made  and  seconded  to  accept  the 
report  of  the  Rural  Medical  Service  Committee.  Mo- 
tion carried. 

The  motion  was  made  by  Dr.  Nye  to  accept  the 
report  of  the  Traffic  Safety  Committee.  The  mo- 
tion was  seconded,  and  carried. 

The  motion  was  made  by  Dr.  Anderson  and  duly 
seconded  to  accept  the  report  of  the  Tuberculosis 
Committee.  Motion  carried. 

A motion  was  made  by  Dr.  Waddell  to  approve 
the  report  of  the  Industrial  Health  Committee.  The 
motion  was  seconded,  and  cari’ied. 

A motion  was  made  by  Dr.  Nuss  to  accept  the 
report  of  the  Committee  to  Study  General  Prac- 
tice Restrictions,  referring  the  two  recommendations 
in  this  report  to  the  House  of  Delegates.  This  mo- 
tion was  seconded,  and  carried. 

Dr.  Neu  called  on  Dr.  Bosley,  Chainnan  of  the 
Maternal  Child  Health  Committee,  to  comment  on 
his  report  which  had  been  handed  out  prior  to  the 
meeting.  The  motion  was  made  and  seconded  to 
accept  this  report.  Motion  carried. 

Dr.  Landgraf,  Chairman  of  the  Psychiatry  Com- 
mittee, read  this  report  which  was  not  included 
in  the  audit  received  by  the  Council.  The  motion 
was  made  by  Dr.  Nuss  to  accept  this  report.  Mo- 
tion was  seconded,  and  carried. 

The  repoid;  of  Dr.  McCarthy,  Delegate  to  the 
American  Medical  Association,  was  next  considered. 
Dr.  McCarthy  stated  that  he  would  like  to  have  the 
Council  consider  the  recommendations  in  his  report 
carefully.  A motion  was  made  by  Dr.  Anderson 
to  approve  Resolution  No.  1.  This  motion  was 
seconded,  and  earned. 

A motion  was  made  by  Dr.  Nye  to  accept  Recom- 
mendation No.  2,  amended  to  include  AMEF  as 
well  as  AMAERF.  Dr.  Nye  also  recommended  that 
the  method  and  amount  of  the  contribution  of  the 
Nebraska  State  Medical  Association  to  these  be 
refeiTed  to  the  Board  of  Trustees.  Motion  seconded, 
and  carried. 

A motion  was  made  by  Dr.  Nuss  and  seconded  to 
accept  Recommendation  No.  3.  Motion  carried. 

A motion  was  made  by  Dr.  Anderson  and  sec- 
onded to  accept  Recommendation  No.  4.  Motion 
carried. 

A motion  was  made  by  Dr.  Raines  and  seconded 
to  accept  Recommendation  No.  5.  It  was  noted  that 
this  recommendation  was  similar  to  the  resolution 
contained  in  the  report  of  the  Prepayment  Medical 
Care  Committee.  Motion  carried. 

The  motion  was  made  by  Dr.  Nuss  and  seconded 
to  approve  Recommendation  No.  6.  Motion  carried. 
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A motion  was  made  and  seconded  to  approve 
Recommendation  No.  7.  Motion  carried. 

After  discussion  on  Recommendation  No.  8,  it 
was  moved  by  Dr.  Nye  that  this  recommendation 
be  referred  to  the  Public  Health  Committee.  The 
motion  was  seconded,  and  carried. 

Recommendation  No.  9,  relating  to  attaining  suf- 
ficient numbers  of  qualified  interns  and  residents 
for  service  in  Nebraska  hospitals,  was  discussed. 
The  motion  was  made  and  duly  seconded  to  refer 
this  recommendation  to  the  Medical  Education  Com- 
mittee for  consideration  and  presentation  at  the  next 
meeting.  Motion  carried. 

The  motion  was  made  and  seconded  to  approve 
the  report  of  the  Delegate  to  the  American  Medi- 
cal Association  as  a whole.  Motion  carried. 

A motion  was  made  by  Dr.  Raines  and  seconded 
to  accept  the  report  of  the  Delegate  to  the  North 
Central  Medical  Conference.  Motion  carried. 

A motion  was  made  by  Dr.  Waddell  to  accept 
the  report  of  the  Editor.  This  motion  was  second- 
ed, and  carried. 

The  motion  was  made  and  seconded  to  approve 
the  report  of  the  Executive  Secretary.  Motion  car- 
ried. 

The  following  requests  for  Life  Membership 
were  read  by  Dr.  Neu:  Drs.  Wesley  C.  Becker, 

Lincoln,  Lancaster  County;  Herbert  Davis,  Omaha, 
Omaha-Douglas  County;  Clarence  Emerson,  Lin- 
coln, Lancaster  County;  D.  L.  Fletcher,  Orchard, 
Antelope  County;  Larry  D.  Rider,  Golden,  Colo- 
rado, Lancaster  County;  C.  A.  Rydberg,  Litchfield, 
Custer  County;  C.  D.  Spivey,  Anselmo,  Custer  Coun- 
ty; and  0.  M.  Troester,  Hampton,  Hamilton  Coun- 
ty. The  motion  was  made  and  seconded  to  approve 
these  Life  Memberships.  Motion  carried. 

The  following  50-year  practitioner  list  for  1963 
was  read  by  Dr.  Neu:  Drs.  J.  S.  McAvin,  Omaha; 
Herbert  Wiggins,  Omaha;  M.  F.  Arnholt,  Lin- 
coln; C.  H.  Arnold,  Lincoln;  A.  L.  Smith,  Sr.,  Lin- 
coln; W.  J.  Arrasmith,  Grand  Island;  Earle  G. 
Johnson,  Grand  Island;  J.  S.  Bell,  York;  Andrew 
Harvey,  Fremont;  R.  C.  Hawkins,  Butte;  W.  L. 
Howell,  Hyannis;  R.  F.  Jester,  Sr.,  Kearney;  C.  C. 
Lull,  Red  Cloud;  R.  F.  Magirl,  Jackson;  and  D.  B. 
Steenburg,  Aurora.  The  motion  was  made  and  sec- 
onded to  approve  this  50-year  practitioner  list.  Mo- 
tion carried. 

Announcement  was  made  of  the  meeting  of  the 
Nebraska  Medical  Foundation  following  the  ad- 
journment of  the  Board  of  Councilors. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Roster,  House  of  Delegates 

March  2nd  and  3rd,  1963 

March  March 
2nd  3rd 


ADAMS— 

Charles  Landgraf,  Hastings  (D)  P P 

Geo.  Hoffmeister,  Hastings  (A)  

ANTELOPE— 

D.  J.  Peetz.  Neligh  (D)  P P 

F.  C.  McClanahan,  Neligh  (A)  

BOONE— 

W.  J.  Reeder,  Cedar  Bluffs  (D)  P P 

Gerald  Spethman,  Albion  (A)  

BOX  BUTTE— 

T.  D.  Fitzgerald,  Alliance  (D)  P 

R.  H.  Olson,  Alliance  (A)  


BUFFALO— 

Harold  V.  Smith,  Kearney  (D)  P P 

F.  L.  Richards,  Kearney  (A)  

BURT— 

I.  Lukens.  Tekamah  (D)  

L.  E.  Sauer,  Tekamah  (A)  

BUTLER— 

W.  C,  Niehaus,  David  City  (D)  

L.  J.  Ekeler,  David  City(  A)  

CASS— 

R.  R.  Andersen,  Nehawka  |D>  P P 

R.  F.  Brendl,  Plattsmouth  (A)  

FIVE  COUNTY— 

Henry  J.  Billerbeck,  Randolph  (D)  

G.  E.  Peters,  Randolph  (A)  

L.  T.  Gathman,  South  Sioux  City  (D)  


C.  M.  Coe,  Wakefield  (A)  

R.  B.  Benthack,  Wayne  (D)  P P 

C.  M.  Muffly,  Pender  (A)  

CHEYENNE,  KIMBALL,  DEUEL— 

CLAY— 

H.  V.  Nuss,  Sutton  (D)  P p 

COLFAX— 

CUMING— 

W.  D.  Hansen,  Wisner  (D)  P 


R.  H.  Scherer,  West  Point  (A)  

CUSTER— 

Theo.  Koefoot,  Jr.,  Broken  Bow  (D) 


Ralph  Blair,  Broken  Bow  (A)  

DAWSON— 

P.  B.  Olsson,  Lexington  (D)  P 

A.  W.  Anderson,  Lexington  (A)  

DODGED— 

Robert  Sorensen,  Fremont  (D)  P P 

J.  Dyer,  North  Bend  (A)  

FILLMORE— 

A.  A.  Ashby,  Geneva  (D)  P 

C.  F.  Ashby,  Geneva  (A)  

FRANKLIN— 

W.  A.  Doering,  Franklin  P P 

C.  J.  Thomas,  Franklin  (A)  

FOUR  COUNTY— 

Otis  Miller,  Ord  (D)  

Roy  Cram,  Burwell  (A)  P 

GAGE— 

C.  R.  Brott,  Beatrice  (D)  P P 

John  W.  Porter,  Beatrice  I A)  

GARDEN.  KEITH,  PERKINS— 

Donald  Marples,  Grant  (D)  

E.  E.  Colglazier,  Grant  (A)  

HALL— 


Warren  G.  Bosley.  Grand  Island  (D) P P 

Pierce  T.  Sloss,  Grand  Island  iA)  

HAMILTON— 

H.  G.  Steenburg,  Aurora  (D)  P P 

E.  A.  Steenburg,  Aurora  (A)  

HARLAN— 

Hiram  Walker,  Alma  (D)  P P 


K.  C.  McGrew,  Orleans  (A)  

HOWARD— 

M.  D.  Mathews,  St.  Paul  (D)  

R.  W.  Hanisch,  St.  Paul  (A)  

JEFFERSON— 

K.  J.  Kenney.  Fairbury  ID)  P P 

W.  P.  Yoachim,  Fairbury  (A)  

JOHNSON— 

KNOX— 

W.  D.  Wright,  Creighton  (D)  

R.  L.  Tollefson,  Wausa  (A)  

LANCASTER— 


M.  D.  Frazer,  Lincoln  (D)  P P 

M.  P.  Brolsma,  Lincoln  (A)  

H.  V.  Munger,  Lincoln  (D)  P P 

Paul  J.  Maxwell,  Lincoln  (A)  

D.  F.  Purvis,  Lincoln  (D)  P P 

Donald  Matthews.  Lincoln  (A)  

B.  F.  Wendt.  Lincoln  (D)  

P.  Goetowski,  Lincoln  (A)  

LINCOLN  - 

Chas.  H.  Heider,  Sr..  North  Platte  (D)  P P 

E.  J.  Shaughnessy,  North  Platte  (A)  

HOLT  & NORTHWEST— 

J.  E.  Ramsay,  Atkinson  (D)  P P 

Robt.  Anderson,  Ainsworth  (A)  

MADISON— 

J.  H.  Dunlap,  Norfolk  (D)  P P 

J.  D.  Pollack,  Norfolk  (A)  

MERRICK— 

E.  T.  Zikmund,  Central  City  (D)  

Kenneth  Treptow,  Central  City  (A)  P 

NEMAHA— 

Paul  M.  Scott,  Auburn  (D)  

Jackson  J.  Bence,  Auburn  (A)  P P 


NORTHWEST  NEBRASKA— 

Ben  Bishop,  Crawford  (D) 

Allen  Alderman,  Chadron  (A) 
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NUCKOLLS— 

Arnold  I.  Webman,  Superior  (D(  

Claude  T.  Mason.  Superior  (A)  

OMAHA-DOUGLAS— 

Dwight  Burney,  Omaha  (D)  P 

Gilbert  Schreiner,  Omaha  (A)  

George  McMurtrey,  Omaha  (D)  P 

E.  L.  MacQuiddy.  Jr.,  Omaha  (A)  

T.  J.  Gurnett,  Omaha  (D)  

Perry  Williams,  Omaha  (A)  

Joseph  Borghoff,  Omaha  (D1  P 

Keith  McCormick.  Omaha  (A)  

Arnold  Lempka,  Omaha  (D)  P 

J.  J.  Grier.  Omaha  (A)  

J.  R.  Schenken.  Omaha  (D)  P 

R.  D.  Smith,  Omaha  (A)  

R.  L.  Egan,  Omaha  (D)  P 

W.  E.  Kelley,  Omaha  (A)  

D.  J.  Bucholz.  Omaha  (D)  P 

A.  W.  Abts,  Omaha  (A)  

J.  D.  Coe,  Omaha  (D)  P 

C.  A.  McWhorter,  Omaha  (A)  

OTOE— 

T.  L.  Weekes.  Nebraska  City  (D) P 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE— 

H.  C.  Stewart,  Pawnee  City  (D)  

A.  B.  Anderson,  Pawnee  City  (A) 

PHELPS— 

H.  A.  McConahay,  Holdrege  (D)  

Walter  M.  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Deevers,  Pierce  (D1  

A.  E.  Mailliard,  Osmond  (A1  

PLATTE— 

E.  G.  Brillhart,  Columbus  (D)  P 

H.  D.  Kuper,  Columbus  (A)  

POLK— 

H.  S.  Eklund,  Osceola  (D) P 

J.  S.  Carson,  Osceola  (A)  

RICHARDSON— 

Wm.  V.  Glenn.  Falls  City  (D)  P 

S.  D.  Cowan,  Falls  City  (A)  

SALINE— 

L.  W.  Forney,  Crete  (D)  

F.  G.  Travnicek,  Wilber  (A)  

SAUNDERS— 

R.  A.  Youngman,  Ceresco  (D)  

I.  M.  French,  Wahoo  (A)  

SCOTTSBLUFF— 

Edwin  J.  Loeffel,  Mitchell  (Dl  

Carl  L.  Frank.  Scottsbluff  (A)  

SEWARD— 

W.  Ray  Hill.  Seward  (Dl  P 

R.  W.  Herpolsheimer,  Seward  (A)  

SOUTHWEST  NEBRASKA— 
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PROCEEDINGS 
HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 

March  2nd,  1963 

The  first  session  of  the  midwinter  meeting  of 
the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  was  called  to  order  by  the 
Speaker  of  the  House,  Dr.  Wm.  Nutzman,  at  1:00 
p.m..  Hotel  Cornhusker,  Lincoln,  Nebraska. 

Dr.  John  T.  McGreer,  chairman  of  the  Credentials 


Committee,  reported  that  24  delegates  were  present. 
Inasmuch  as  20  delegates  constitute  a quonim,  the 
Speaker  declared  this  meeting  in  session. 

The  Speaker  called  for  approval  of  the  minutes 
of  the  1962  Annual  Session,  as  published  in  the 
July,  1962  issue  of  the  Nebraska  State  Medical 
Journal.  It  was  moved  by  Dr.  Landgraf  that 
these  minutes  be  accepted  as  published.  The  motion 
was  seconded,  and  carried. 

Dr.  J.  P.  Gilligan,  chairman  of  the  Medicolegal 
Advice  Committee,  was  asked  to  present  an  oral 
report  to  the  House  of  Delegates.  Dr.  Gilligan  dis- 
cussed the  various  malpractice  suits  over  the  past 
year  and  their  causes.  After  discussion.  Dr.  Schen- 
ken moved  that  that  portion  of  Dr.  Gilligan’s  re- 
port which  referred  to  the  fact  that  a majority  of 
causes  of  medical  malpractice  suits  were  due  to 
foreign  bodies  left  in  tissues  after  operations,  and 
that  consent  forms  to  perform  medical  seivices 
on  patients  in  hospitals  need  revision  in  order  to 
meet  the  present  day  legal  requirements,  that  the 
Nebraska  Hospital  Association  be  asked  to  study 
this  problem  in  order  to  see  that  proper  control 
measures  are  instituted  in  all  operating  rooms  in 
their  hospitals,  and  that  their  consent  forms  be 
reviewed.  The  motion  was  seconded  by  Dr.  Fitz- 
gerald, and  carried. 

Dr.  Nutzman  read  the  Reference  Committee  ap- 
pointments. It  was  moved  and  seconded  to  ac- 
cept these  appointments  as  read.  Motion  carried. 

The  following  work  assignments  of  the  Refer- 
ence Committees  was  read  by  the  Speaker: 

Reference  Committee  No.  1 — Harold  V.  Smith, 
Chairman 

Report  of  the  Board  of  Trustees 
Report  of  the  Board  of  Councilors 
Report  of  the  Delegates  to  A.M.A. 

Report  of  the  Editor 
Report  of  the  Executive  Secretary 
Report  of  the  Delegate  to  the  North  Central 
Conference 

Reference  Committee  No.  2 — Hiram  Walker,  Chair- 
man 

Report  of  Financial  Audit 
Allied  Professions  Committee 
Civil  Defense  and  Disaster  Committee 
Health  Education  in  Public  Schools 
Preceptorship  Committee  and  Supplementary 
Report 

Relative  Value  Study  Committee 

Reference  Committee  No.  3 — Chas.  Heider,  Sr., 
Chairman 

Committee  to  Study  General  Practice  Re- 
strictions 

Psychiatiy  Committee 

Reference  Committee  No.  4 — W.  A.  Doering, 
Chairman 

Aging  Committee 

Joint  Commission  for  the  Improvement  of  the 
Care  of  the  Patient 
Policy  Committee 

Prepayment  Medical  Care  Committee  and 
Supplementary  Report 

Reference  Committee  No.  .5  — H.  V.  Munger,  Chair- 
man 

Medical  Education  Committee  and  Supplemen- 
tary Report 
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Reference  Committee  No.  6 — H.  V.  Nuss,  Chainnan 
Public  Health  Committee 
Tuberculosis  Committee 
Diabetes  Committee 
Industrial  Health  Committee 
Maternal  and  Child  Health  Committee 

Reference  Committee  No.  7 — J.  D.  Coe,  Chairman 
Blood  and  Blood  Products  Committee 
Hospital  and  Professional  Relations  Committee 
Report  of  Dr.  Keegan,  Chairman  of  Joint  Com- 
mission 

Public  Relations  Committee 
Rural  Medical  Service  Committee 
Traffic  Safety  Committee 
Dr.  Nutzman  then  read  the  following  resolutions 
which  had  been  received  in  the  headquarters  office 
for  presentation  to  the  House  of  Delegates: 

Re.solution  Number  I — Scottsbluff  County  Medical 
Society,  Reference  Committee  No.  4 — 

RESOLVED,  that  the  Nebraska  State  Medical 
Association  develop  and  adopt  a simple  standard 
insurance  form  that  may  be  used  routinely  by 
all  member  physicians  when  reporting  health 
and  accident  care  to  any  insurance  company. 

Resolution  Number  II  — Medical  and  Chirurgical 
Faculty  of  State  of  Maryland — 

WHEREAS,  experience  has  shown  that  the 
changing  characteristics  of  hospital  operation 
present  problems  which  differ  greatly  accord- 
ing to  the  size  of  the  institution;  and 

WHEREAS,  many  nonuniversity  hospitals  in 
Maryland  have  indicated  a need  for  a central 
organizational  agency  to  assist  them  in  matters 
of  medical  education,  public  relations  and  other 
areas  in  which  there  appears  to  be  a need  for 
a united  effort;  and 

WHEREAS,  an  organized  Federation  of 
Medical  Staffs  of  nonuniversity  Hospitals  would 
be  cognizant  of  the  specific  problems  facing 
these  hospitals  in  the  state,  and  its  work  would 
be  beneficial  to  the  operation  of  these  non- 
university hospitals; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Medical  and  Chirurgical  Faculty  of  the  State 
of  Maryland  approves  of  the  establishment  of 
a Federation  of  Medical  Staffs  of  nonuniversity 
Hospitals  and  offers  its  assistance  in  the  es- 
tablishment of  such  a Fedei-ation;  and 

BE  IT  FURTHER  RESOLVED,  that  this 
House  of  Delegates  hereby  directs  the  Execu- 
tive Secretary  to  implement  this  in-so-far  as 
is  possible  within  the  resources  of  the  Medical 
and  Chirurgical  Faculty  and  authorizes  him 
to  accept  such  financial  aid  as  may  be  avail- 
able from  these  hospitals  or  other  sources  for 
this  project,  including  private  foundations. 

RESOLVED,  that  copies  of  this  resolution 
be  forv'arded  to  all  the  Component  Associations 
of  the  American  Medical  Association. 

This  resolution  was  referred  to  Reference  Com- 
mitee  No.  3. 

The  Speaker  called  for  resolutions  from  the 
floor,  and  the  following  resolutions  were  presented: 

Resolution  Number  III  — Dr.  Schenken  read  the 
following  resolution  from  the  Omaha-Douglas 
County  Medical  Society: 


Although  the  establishment  of  proper  medi- 
cal supei-vision  and  participation  in  examina- 
tion of  deaths  unattended  by  a physician  or 
under  unusual  and  suspicious  circumstances  is 
highly  desirable,  this  is  a complex  problem 
in  a state  having  the  geography  of  Nebraska. 

WHEREAS,  L.B.  689,  of  the  Seventy-Third 
Session  of  the  Legislature  of  Nebraska  to 
amend  Section  23-1820,  Reissue  Revised  Statutes 
of  Nebraska,  1943,  relating  to  counties,  pro- 
vides among  other  things  for  the  creation  of  a 
coroners  physician  in  each  county  to  be  ap- 
pointed by  the  county  board  and  further  pro- 
vides that  such  physician  shall  perform  or 
cause  to  be  performed  an  autopsy  in  every 
case  of  death  in  such  county  not  certified  by 
an  attending  physician;  and 

WHEREAS,  these  proposed  provisions  are 
neither  desirable  nor  feasible;  and 

WHEREAS,  a study  of  this  entire  problem 
of  medical-legal  investigation  is  being  under- 
taken by  the  Nebraska  Association  of  Path- 
ologists; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  be  duly 
recorded  in  opposition  to  L.B.  689,  as  proposed 
and  that  the  present  law  in  effect  be  support- 
ed until  an  overall  review  of  this  difficult  prob- 
lem can  be  completed. 

The  Speaker  referred  this  resolution  to  Refer- 
ence Committee  No.  6. 

Resolution  Number  IV  — Dr.  McMurtrey  intro- 
duced the  following  resolution  from  the  Omaha- 
Douglas  County  Medical  Society: 

WHEREAS,  the  present  national  ratio  of 
specialists  to  general  practitioners  is  approxi- 
mately 55  to  45;  and 

WHEREAS,  there  is  an  increasing  number 
of  straight  and  mixed  internships  and  a decreas- 
ing number  of  rotating  internships;  and 

WHEREAS,  the  American  Academy  of  Gen- 
eral Practice  recommends  a 2-year  graduate 
training  program  for  general  or  family  prac- 
titioners; and 

WHEREAS,  twenty  years  of  experience  with 
these  2-year  rotating  training  programs  in  this 
country  have  shown  that  most  of  them  have 
failed  to  produce  geneial  practitioners;  and 
WHEREAS,  the  graduates  of  the  College  of 
Medicine  of  the  University  of  Nebraska  will 
continue  to  constitute  the  major  source  of  prac- 
titioners for  the  State  of  Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  undertake 
a study  of  the  future  medical  and  other  health 
personnel  needs  of  the  state  and  make  recom- 
mendations as  to  how  these  needs  might  best 
be  met. 

The  Speaker  referred  this  resolution  to  Refer- 
ence Committee  No.  4. 

Resolution  Number  V — Dr.  McMurtrey  introduced 
the  following  resolution  from  the  Omaha-Douglas 
County  Medical  Society: 

WHEREAS,  the  members  of  the  Nebraska 
State  Medical  Association  are  cognizant  of  the 
fact  that  the  education  and  rehabilitation  of 
the  deaf  child  is  a recognized  obligation  of  so- 
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ciety  as  is  the  education  of  the  normal  child 
in  the  Public  School  System;  and 

WHEREAS,  there  is  every  evidence  that  the 
State  of  Nebraska  has  not  kept  up  with  mod- 
em facilities  and  educational  advances  needed 
for  necessaiy  rehabilitation  of  the  deaf  child; 
and 

WHEREAS,  the  medical  profession  is  inter- 
ested in  seeing  that  the  best  available  facili- 
ties and  technics  are  available  for  rehabilitation 
of  the  disabled  citizens  of  Nebraska; 

BE  IT  THEREFORE  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  go  on  record  as  favoring 
passage  of  L.B.  170  which  pi'ovides  for  enact- 
ment of  a special  property  tax  of  0.20  of  mill 
to  finance  new  buildings  and  improvements  for 
the  Nebraska  School  for  the  Deaf  and  that  a 
copy  of  this  resolution  be  sent  to  each  member 
of  the  Legislature  and  to  the  Governor  of  the 
State  of  Nebraska. 

The  Speaker  referred  this  resolution  to  Reference 
Committee  No.  2. 

Resolution  Number  VI  — Dr.  McMurtrey  intro- 
duced the  following  resolution  from  the  Commit- 
tee on  Trauma  of  the  American  College  of  Sur- 
geons: 

WHEREAS,  there  are  approximately  seventy 
million  cars  on  the  highways  today,  and 

WHEREAS,  there  is  now  one  crash  every 
three  seconds,  with  one  death  and  twenty-five 
injuries  every  ten  minutes  for  a total  of  ap- 
proximately forty  thousand  deaths  and  five 
million  injuries  in  the  United  States  as  of  1962; 
and 

WHEREAS,  the  third  leading  cause  of  death 
in  the  United  States  today  is  death  due  to  auto- 
mobile accidents; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  endorse,  encourage  and 
wherever  possible  aid  in  the  work  of  the  Com- 
mittee on  Trauma,  safety  councils  and  other 
state  and  local  agencies  directly  interested  in 
development  of  a program  to  minimize  the  seri- 
ous effects  of  trauma  and  in  the  prevention  of 
accidents,  both  traffic  and  othei"wise. 

FURTHER  BE  IT  RESOLVED,  that  a copy 
of  this  resolution  be  sent  to  the  various  organ- 
izations, both  Governmental  and  Non-Govern- 
mental directly  concerned  with  accident  preven- 
tion and  the  care  of  trauma. 

The  Speaker  referred  this  resolution  to  Refer- 
ence Committee  No.  7. 

Resolution  Number  VII  — This  resolution  was  pre- 
sented by  Dr.  Bucholz  as  follows: 

WHEREAS,  the  primary  functions  of  the 
University  of  Nebraska  College  of  Medicine 
are:  (1)  training  persons  in  the  health  profes- 
sions, (2)  caring  for  the  medically  indigent,  (3) 
participating  in  research  in  medicine  and  in  al- 
lied health  fields;  and 

WHEREAS,  support  for  the  renovation,  main- 
tenance, and  operational  costs  of  the  College 
of  Medicine  should  have  priority  over  a major 
physical  expansion  program  at  this  time; 


THEREFORE,  BE  IT  RESOLVED,  that  the 
University  of  Nebraska  College  of  Medicine  re- 
ceive sufficient  financial  support  estimated  to  be 
$6,000,000  per  biennium  in  order  to  maintain 
a census  of  approximately  200  patients  in  the 
present  University  Hospital;  this  sum  to  be 
in  addition  to  a budget  for  medical  education; 
and 

BE  IT  RESOLVED  FURTHER,  that  a copy  of 
this  resolution  be  transmitted  to  the  administra- 
tive officers  of  the  University  of  Nebraska,  to 
the  Board  of  Regents  of  the  University  of  Ne- 
braska, to  the  Governor  of  Nebraska,  to  the 
members  of  the  Legislature,  and  to  such  other 
agencies  or  groups  who  have  an  interest  in, 
or  a responsibility  for,  these  matters  in  order 
to  achieve  adequate  support  for  the  University 
of  Nebraska  College  of  Medicine. 

The  Speaker  referred  this  resolution  to  Reference 
Committee  No.  5. 

Resolution  Number  VIII  — Dr.  Heider  presented 
the  following  resolution  from  the  Lincoln  Coun- 
ty Medical  Society: 

In  accord  with  the  wishes  of  the  Society  at 
the  meeting  of  December  19,  1962,  the  follow- 
ing resolution  is  stated  for  presentation  to  the 
House  of  Delegates  meeting  in  Lincoln  on  March 
2,  1963: 

RESOLVED  that  the  physicians  of  the  Lin- 
coln County  Medical  Society  feel  that  Nebraska 
Blue  Shield  should  adopt  a surgical  assistant 
fee  in  the  regular  fee  schedule. 

Resolution  Number  IX  — Dr.  Heider  presented  the 
following  resolution  from  the  Lincoln  County 
Medical  Society: 

In  accord  with  the  wishes  of  the  Society  at 
the  meeting  of  December  19,  1962,  the  follow- 
ing resolutions  are  stated  for  presentation  to 
the  House  of  Delegates: 

RESOLVED,  that  the  physicians  of  the  Lin- 
coln County  Medical  Society  take  the  follow- 
ing positions: 

1.  We  shall  continue  to  expect  the  patient  him- 
self to  pay  his  medical  bills  — if  he  is  able. 

2.  We  shall  continue  to  care  for  the  patient  — 
regardless  of  his  ability  to  pay. 

3.  We  shall  refuse  to  accept  payment  from  so- 
cial security  fund. 

The  Speaker  refeiTed  this  resolution  to  Reference 
Committee  No.  3. 

Kenneth  Neff,  executive  secretary,  was  granted 
permission  of  the  floor,  and  spoke  briefly  relative 
to  the  Kerr-Mills  Bill,  L.B.  100,  urging  that  a reso- 
lution be  prepared  backing  this  bill.  Dr.  Nutz- 
man  stated  that  the  preparing  of  this  resolution 
would  be  assigned  to  Reference  Committee  No.  7. 

Dr.  Schenken  was  granted  permission  of  the  floor. 
Dr.  Schenken  referred  to  the  two  recommendations 
contained  in  the  report  of  the  Committee  to  Study 
General  Practice  Restrictions,  and  made  a recom- 
mendation that  all  departmentalized  hospitals  have 
a Surgical  Privilege  Committee  and  on  this  commit- 
tee there  should  be  one  general  practitioner  from 
the  staff.  This  recommendation  was  referred  to 
Reference  Committee  No.  3. 

The  following  correspondence  was  read  by  Dr. 
Nutzman,  Speaker  of  the  House: 
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February  27,  1963 

Ml’.  Kenneth  Neff,  Executive  Secretary 
Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

Dear  Mr.  Neff: 

I have  communicated  with  Carl  J.  Potthoff,  M.D., 
Chairman,  Committee  on  Public  Health  of  the  Ne- 
braska State  Medical  Association,  relative  to  a 
program  of  tetanus  immunization  which  the  Ne- 
braska Committee  on  Trauma  of  the  American  Col- 
lege of  Surgeons  plans  to  conduct  in  this  state  in 
May,  1963.  Dr.  Potthoff  discussed  this  program 
with  members  of  his  committee,  I understand,  and 
has  indicated  to  me  the  willingness  of  his  committee 
to  support  co-sponsorship  of  this  program  by  the 
Nebraska  State  Medical  Association. 

I would  like  to  outline  briefly  to  you  the  nature 
of  this  program,  the  mode  of  execution  and  our 
anticipated  goal.  I hope  that  you  may  submit  this 
for  discussion  to  the  meeting  of  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association. 
This  committee  is  anxious  to  obtain  co-sponsorship 
of  this  program  by  both  the  Nebraska  State  Medical 
Association  and  the  Nebraska  Academy  of  General 
Practice.  Additionally,  we  have  enlisted  the  support 
of  the  Nebraska  Farm  Safety  Council  and  this  lay 
organization  has  indicated  a willingness  to  support 
this  program. 

The  Committee  on  Trauma  proposed  to  conduct 
a state-wide  educational  program  to  promote  tetanus 
immunization  in  non-immunized  populace  of  this 
state.  A survey  over  the  past  five  years  by  mem- 
bers of  this  committee  indicates  that  tetanus  does 
occur  with  a greater  frequency  than  many  are 
aware  of  and  in  greater  numbers  than  have  been 
reported  to  the  Nebraska  State  Department  of 
Health.  We  are  similarly  impressed  with  the  num- 
ber of  individuals  who  present  themselves  in  the 
emergency  rooms  with  tetanus-prone  injuries  who 
have  not  had  the  benefit  of  prior  immunization. 
The  preponderance  of  these  individuals  are  adults, 
both  male  and  female.  Others  who  have  been  pre- 
viously immunized  were  found  to  be  unaware  of 
the  value  of  booster  doses  at  proper  intei-vals  and 
this  aspect  will  also  be  stressed  in  our  state-wide 
publicity  campaign. 

We  do  not  propose  to  undertake  immunization 
per  se  but  to  concentrate  our  efforts  in  the  field 
of  education  through  the  media  of  farm  journals, 
newspapers,  television  and  radio,  as  well  as  the 
preparation  of  placards  for  display  in  hospitals, 
physicians’  offices,  schools,  and  other  meeting  places. 
Billfold  size  immunization  cards  are  to  be  made 
available  which  will  contain  records  of  blood  type, 
immunization  of  tetanus,  diphtheria,  polio  — Salk 
and  Sabin  vaccines  and  smallpox  as  well  as  a place 
for  inclusion  of  the  date  that  booster  doses  were 
administered. 

It  is  contemplated  that  this  program  will  be 
carried  out  in  two  parts:  a professional  phase 

of  education  and  a laymen  educational  phase.  The 
phase  of  professional  education  will  be  carried  out 
by  distribution  of  a booklet  on  current  concepts  in 
tetanus  immunization  of  adults  as  well  as  informa- 
tion advising  the  physician  of  the  pending  campaign 
to  promote  tetanus  immunization  in  the  non-im- 
munized populace  of  this  state.  Additionally,  plac- 
ards, patient  booklets  and  folders  for  enclosure  in 


monthly  billing  will  be  provided  to  each  physician. 
The  lay  phase  of  the  educational  program  will  be 
conducted  approximately  two  weeks  later  at  which 
time  spot  radio  and  television  announcements  will 
be  carried  as  well  as  periodic  press  releases  and  ad- 
vertisements for  publication  in  newspapers  and  farm 
journals.  It  is  felt  that  this  phase  of  the  program 
should  not  extend  beyond  ten  days. 

The  program  outlined  is  an  ambitious  one  and  we 
recognize  that  its  successful  completion  will  require 
the  services  of  an  advertising  counsellor  and  ar- 
rangements are  being  made  at  this  time  to  secure 
the  services  of  an  individual  who  successfully  guid- 
ed the  Lancaster  County  Medical  Society  with  its 
Sabin  Oral  Sunday  program. 

I hope  that  you  will  find  the  opportunity  to  pre- 
sent this  to  the  House  of  Delegates  for  their  con- 
sideration. I will  be  happy  to  appear  and  discu.ss 
this  program  at  the  time  of  their  meeting. 

Sincerely, 

R.  W.  Gillespie,  M.D.,  Chairman 
Nebraska  Committee  on  Trauma 

This  letter  was  referred  to  Reference  Committee 
No.  6. 

February  28,  1963 

Mr.  Ken  Neff 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

Dear  Mr.  Neff: 

Enclosed  is  a copy  of  L.B.  368. 

The  Merrick  County  Medical  Society  submits 
this  to  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  with  the  recommendation 
that  this  organization  endorse  it.  As  you  perhaps 
know,  it  has  cleared  the  committee  on  Public  Health 
and  will  be  debated  on  the  floor  of  the  Unicameral 
next  week.  Endorsement  by  the  State  Organization 
will  add  real  weight  to  it. 

Yours  sincerely, 

John  A.  Campbell,  President 

Dr.  Nutzman  also  read  a letter  from  the  Execu- 
tive Committee  of  the  Nebraska  Tuberculosis  Asso- 
ciation, also  urging  that  the  physicians  of  Nebraska 
lend  their  influence  to  the  passage  of  this  legisla- 
tion — L.B.  368,  the  intent  of  which  is  to  require  the 
vendor  to  affix  to  each  package  of  cigarettes  before 
sale,  a message  stating  “used  excessively  this  prod- 
uct will  endanger  human  health.” 

Dr.  Nutzman  referred  the  lettei’s  from  the  Merrick 
County  Medical  Society  and  the  Nebraska  Tuber- 
culosis Association  in  regard  to  L.B.  368,  to  Refer- 
ence Committee  No.  6. 

The  Speaker  ruled  that  the  applications  for  Life 
Membership,  and  the  list  of  50- Year  Practitioners, 
would  be  referred  to  Reference  Committee  No.  3. 

The  Speaker  of  the  House  of  Delegates  called  for 
oral  reports  as  follows: 

Dr.  Peyton  Pratt,  chairman  for  Nebraska,  AMPAC 

Dr.  Pratt  discussed  the  activities  of  this  organiza- 
tion in  Nebraska  in  the  past  year.  He  urged  that 
more  physician-members  of  the  Nebraska  State 
Medical  Association  should  join  the  state  AMPAC 
organization. 

Dr.  O.  A.  Kostal,  President  — Dr.  Kostal  dis- 
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cussed  the  various  bills  in  the  Legislature  which 
are  of  interest  to  the  medical  profession,  urging 
that  each  member  back  L.B.  100,  the  Kerr-Mills 
Bill.  He  also  gave  a brief  outline  of  the  program 
which  the  Scientific  Sessions  Committee  have  pre- 
pared for  the  1963  Annual  Session. 

Dr.  Karl  Hohlen,  chairman.  Council  on  Profession- 
al Ethics  — Dr.  Hohlen  commented  briefly  on  the 
cases  which  had  come  to  the  attention  of  this  com- 
mittee during  the  past  year. 

Dr.  A.  J.  Offerman,  president.  Blue  Cross-Blue 
Shield  — Dr.  Offerman  discussed  the  membership 
drive  for  persons  over  age  65,  which  was  offered 
by  Blue  Cross  last  year,  and  also  other  activities  of 
Blue  Cross-Blue  Shield. 

Dr.  Harold  N eu,  president,  Nebraska  Medical 
Foundation  — Dr.  Neu  discussed  the  loan  pi-ogram 
of  the  AMA,  and  also  that  of  the  Nebraska  Medical 
Foundation.  He  stated  that  a committee  had  been 
appointed  to  investigate  the  possibilities  of  ob- 
taining more  funds  for  the  loan  program  of  the 
Foundation. 

Dr.  Nutzman  announced  the  meeting  rooms  for  the 
various  reference  committees. 

There  being  no  further  business  at  this  time,  the 
Speaker  ruled  that  the  House  of  Delegates  was 
adjourned  until  Sunday  morning  at  9:00  a.m. 

SECOND  SESSION 
March  3rd,  1963 

The  second  session  of  the  midwinter  meeting 
of  the  House  of  Delegates  was  called  to  order  by 
Vice  Speaker  Dr.  Harry  McFadden. 

Following  a report  from  the  Credentials  Com- 
mittee that  a quorum  was  present.  Dr.  McFadden 
declared  the  meeting  in  session. 

Dr.  R.  F.  Sievers,  president-elect,  was  called  on 
to  read  the  committee  appointments  for  1963-1964. 
Dr.  Sievers  stated  that  prior  to  reading  these  ap- 
pointments, he  would  like  to  submit  two  recommen- 
dations to  the  House  of  Delegates  as  follows: 

No.  1 — “In  checking  the  activities  of  the  Veter- 
ans Committee,  which  was  an  Interim  Committee, 
we  find  that  there  have  been  no  meetings  of  this 
committee  for  the  past  several  years.  We  see  no 
matters  to  be  referred  to  this  committee  now  or 
in  the  near  future.  We,  therefore,  recommend  that 
this  committee  be  dropped  at  this  time  — unless 
there  are  any  objections.” 

No.  2 — “We  have  also  checked  the  activities 
of  the  Voluntary  Health  Agency,  and  do  not  find 
that  any  matters  have  been  referred  to  this  com- 
mittee, nor  have  there  been  any  meetings  of  this 
committee  for  the  past  several  years.  We  recom- 
mend that  this  committee  also  be  dropped  — unless 
there  are  any  objections.” 

The  motion  was  made  to  approve  these  recom- 
mendations. This  was  seconded,  and  carried. 

Dr.  McFadden  called  for  an  oral  report  of  Dr. 
Leininger,  State  Board  of  Health.  Dr.  Leininger 
stated  that  he  would  like  to  present  a resolution 
relative  to  abdominal  surgei-y.  Section  Work  of  the 
AMA.  This  resolution  is  not  in  opposition  to  ab- 
dominal surgery,  but  to  protect  the  sections  as  they 
now  exist. 

A motion  was  made  by  Dr.  Landgraf  to  suspend 
the  rules,  and  hear  the  resolution  of  Dr.  Leininger. 
This  motion  was  seconded  and  carried. 


The  following  is  the  resolution  presented  by 
Dr.  Leininger: 

WHEREAS,  the  Council  on  Scientific  Assem- 
bly recognizes  the  importance  of  the  various 
Sections  of  the  American  Medical  Association 
as  being  a necessity  in  the  arrangement  of  its 
scientific  programs,  and 

WHEREAS,  the  activities  of  the  Sections  ai'e 
in  need  of  improvement  in  the  methods  of  their 
business  procedures,  and 

WHEREAS,  in  order  to  accomplish  the  needed 
changes  in  procedure  a reorganization  of  the 
various  Sections  from  the  standpoint  of  eligi- 
bility to  vote  by  those  who  attend  the  section 
meetings  is  imperative,  therefore  be  it 

RESOLVED,  that  the  voting  member  of  any 
section  must  be  registered  in  the  section  in 
which  he  votes  and  that  his  registration  must 
be  verified  by  his  classification  in  the  American 
Medical  Directory,  and  be  it  further 

RESOLVED,  that  those  who  became  mem- 
bers of  sections  since  the  last  directory  was 
published  be  furnished  identification  cards  by 
the  central  office,  stating  their  specialty  and 
signed  by  the  holder.  These  cards  must  be  pre- 
sented at  the  time  of  their  registration  in  the 
section  to  which  they  belong,  and  be  it  further 
RESOLVED,  that  the  officers,  the  Delegate, 
and  the  Alternate  Delegate  to  the  House  of 
Delegates  of  the  American  Medical  Association 
be  elected  by  the  voting  members  of  the  vari- 
ous Sections,  and  be  it  further 

RESOLVED,  that  a member  of  a section  who 
desires  to  change  his  registration  from  one  sec- 
tion to  another  because  of  a change  in  his 
specialty  be  required  to  give  written  notice  of 
his  intentions  at  least  thirty  days  in  advance 
of  the  annual  meeting  of  the  American  Medical 
Association. 

Dr.  Schenken  moved  that  this  resolution  be  ac- 
cepted. The  motion  was  seconded  by  Dr.  Egan, 
and  carried. 

In  the  absence  of  Dr.  E.  B.  Reed,  chairman  of  the 
Medical  Service  Committee,  Dr.  McFadden  asked 
Mr.  Neff  if  he  would  like  to  comment  on  the  various 
legislative  bills. 

The  vice  speaker  then  called  for  the  reports  of  the 
Reference  Committees,  and  they  were  presented  as 
follows: 

Reference  Committee  No.  1 — H.  V.  Smith,  chair- 
man of  this  committee,  made  the  following  re- 
port: 

The  other  members  of  this  Reference  Com- 
mittee were  Richard  Egan  and  W.  R.  Hill. 

The  report  of  the  Board  of  Trustees  was  read, 
considered,  and  approved.  I move  that  this  re- 
port be  adopted. 

Motion  was  seconded,  and  carried. 

The  report  of  the  Board  of  Councilors  was 
read  and  considered.  However,  this  commit- 
tee took  exception  to  the  approval  of  the  prin- 
cipal of  compulsory  liability  insurance  for  auto- 
mobile drivers  as  recommended  by  the  Re- 
habilitation Committee.  I move  that  the  report 
of  the  Board  of  Councilors  be  accepted  with 
the  exception  as  stated. 

This  motion  was  seconded,  and  carried. 
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The  report  of  the  Editor  of  the  State  Medical 
Journal  was  read,  considered  and  approved.  I 
move  that  this  report  be  adopted. 

The  motion  was  seconded,  and  carried. 

The  report  of  the  Executive  Secretary  was 
read,  considered  and  approved.  I move  that 
this  report  be  adopted. 

The  motion  was  seconded,  and  carried. 

The  report  of  the  Delegate  to  the  North  Cen- 
tral Medical  Conference  was  read,  considered  and 
approved.  The  committee  would  like  to  urge 
that  if  at  all  possible,  a first-hand  report  from 
a reliable  source  of  the  Saskatchewan  story  be 
given  at  the  state  meeting  in  May.  I move 
that  this  report  be  accepted. 

The  motion  was  seconded,  and  carried. 

The  report  of  the  Delegate  to  the  American 
Medical  Association  was  read,  considered  and 
approved.  The  following  recommendations 
made  in  this  report  were  approved:  Numbers 
1,  2,  3,  4,  5,  6,  7,  and  9.  However,  this  com- 
mittee felt  that  Recommendation  Number  8 
should  be  referi-ed  to  the  Committee  on  Public 
Health.  I move  that  this  report  be  adopted. 

The  motion  was  seconded. 

Dr.  Bucholz  was  granted  permission  of  the  floor 
and  stated  that  he  would  like  to  make  a motion 
to  delete  the  last  sentence  of  Recommendation  No. 
2 of  this  report  which  reads  as  follows:  “How- 
ever, as  in  my  past  reports,  I would  again  recom- 
mend that  the  Nebraska  State  Medical  Association 
make  a contribution  to  the  American  Medical  As- 
sociation Education  and  Research  Foundation,  the 
method  and  amount  to  be  decided  by  the  Associa- 
tion.” This  motion  was  seconded  by  Dr.  Gurnett, 
and  carried. 

Dr.  McFadden  asked  for  approval  of  this  report 
as  amended.  This  motion  was  made  by  Dr.  Coe, 
seconded,  and  carried. 

Dr.  Smith,  chairman  of  Reference  Committee  No. 
1,  moved  that  the  report  of  his  Reference  Commit- 
tee as  a whole  be  adopted.  This  was  seconded  by 
Dr.  Egan,  and  carried. 

Dr.  Schenken  was  granted  permission  of  the  floor 
and  stated  that  the  American  Medical  Association 
Education  and  Research  Foundation  was  a worthy 
organization,  and  that  he  would  like  to  make  a mo- 
tion that  all  members  of  the  Association  be  urged 
to  contribute  to  this  organization  by  individual  con- 
tributions. This  motion  was  seconded  by  Dr.  Buc- 
holz, and  carried. 

Reference  Committee  No.  2 — Dr.  H.  Walker, 

chairman,  submitted  the  following  report: 

The  other  members  of  this  committee  were 
Dr.  McMurtrey  and  Dr.  Steenburg. 

We  have  studied  the  report  of  the  Financial 
Audit  as  published  in  the  Annual  Audit,  and 
have  approved  the  report  as  written.  We  move 
to  accept  this  report. 

The  motion  was  seconded  and  carried. 

We  have  studied  the  report  of  the  Allied 
Professions  Committee  and  the  resolution  con- 
tained in  this  report.  We  have  appi’oved  the 
report  and  the  resolution;  however  we  recom- 
mend obtaining  a legal  opinion  from  the  State 
Attorney  General  relative  to  the  resolution  be- 
fore publication. 


After  considerable  discussion  regarding  a legal 
opinion  on  this  resolution.  Dr.  Walker  stated  that 
he  would  approve  withdrawing  the  recommendation 
regarding  the  legal  opinion. 

There  was  also  considerable  discussion  regarding 
the  wording  of  the  No.  3 RESOLVED  in  the  resolu- 
tion in  the  Allied  Professions  report.  It  was  moved 
by  Dr.  Doering  that  this  portion  should  read  as  fol- 
lows: 

“RESOLVED,  that  any  licensed  physician 
and  surgeon  may  supervise  such  laboratory 
analyses,  and  be  it  further” 

This  motion  was  seconded,  and  carried,  and  the 
report  and  resolution  as  amended  was  adopted. 

We  have  studied  the  report  of  the  Civil 
Defense  and  Disaster  Committee,  and  have  ap- 
proved the  report  as  written.  We  move  that 
this  report  be  accepted. 

The  motion  was  seconded  and  carried. 

We  have  studied  the  report  of  the  Commit- 
tee on  Health  Education  in  Public  Schools. 
We  approve  the  report  and  recommend  that  this 
committee  be  made  a standing  committee.  We 
move  that  this  report  and  recommendation  be 
accepted. 

The  motion  was  seconded  by  Dr.  McMurtrey,  and 
carried. 

We  have  studied  the  report  of  the  Preceptor- 
ship  Committee  and  the  Supplementary  Report. 
We  approve  the  report  with  a compulsory  pre- 
ceptorship  program,  and  recommend  a careful 
selection  of  preceptors  with  a coordinator  of 
preceptorship  training.  We  move  that  this 
report  be  accepted. 

This  motion  was  seconded,  and  carried. 

We  have  studied  the  report  of  the  Relative 
Value  Study  Committee.  We  approve  this 
report,  and  commend  the  committee  on  its 
efforts.  We  move  that  this  report  be  accepted. 

The  motion  was  seconded  by  Dr.  McMurtrey,  and 
carried. 

We  have  studied  the  resolution  regarding 
L.B.  170,  which  provides  for  enactment  of  a 
special  property  tax  to  finance  new  building 
and  improvements  for  the  Nebraska  School  for 
the  Deaf.  We  approve  the  intent  of  this  reso- 
lution; how'ever  we  feel  that  further  evalua- 
tion is  needed.  We  recommend  referal  of 
this  resolution  to  the  Policy  Committee.  We 
move  that  this  report  be  accepted. 

The  motion  was  seconded.  Dr.  Offerman  was 
granted  permission  of  the  floor,  and  suggested  that 
this  be  referred  to  the  Planning  Committee,  rather 
than  the  Policy  Committee. 

The  motion  was  made  and  seconded  to  accept  this 
report  with  the  recommended  change  of  referal 
to  the  Planning  Committee.  Motion  carried. 

We  move  that  this  repoi-t  of  Reference  Committee 
No.  2 as  a whole  be  accepted.  Motion  was  seconded, 
and  carried. 

Reference  Committee  No.  3 — Dr.  Chas.  Heider, 

Sr.,  chairman,  submitted  the  following  report: 

The  report  of  the  Committee  to  Study  Gen- 
eral Practice  Restrictions  w'as  studied  and  ap- 
proved. In  addition,  the  motion  made  by  Dr. 
Schenken  to  the  House  of  Delegates  that  all 
departmentalized  hospitals  have  a Surgical 
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Privilege  Committee  and  on  this  committee 
there  should  be  one  general  practitioner  from 
the  staff,  was  also  approved.  We  move  that 
this  committee  report  be  approved. 

The  motion  was  seconded,  and  carried. 

The  resolution  from  the  Medical  and  Chir- 
urgical  Faculty  of  the  State  of  Maiyland  was 
studied,  and  we  recommend  that  no  action 
be  taken  at  this  time.  We  also  recommend  that 
this  resolution  be  referred  to  the  proper  com- 
mittee for  further  study. 

The  motion  was  seconded,  and  carried. 

At  the  meeting  of  the  Board  of  Councilors, 
Februai-y  17,  1963,  the  following  doctors  were 
recommended  by  their  local  county  societies  for 
Life  Membership: 

Wesley  C.  Becker,  M.D.,  Lincoln — Lancaster 
County 

Herbert  Davis,  M.D.,  Omaha — Omaha-Douglas 
County 

Clarence  Emerson,  M.D.,  Lincoln — Lancaster 
County 

D.  L.  Fletcher,  M.D.,  0 r c h a r d — Antelope 
County 

Larry  R.  Rider,  M.D.,  Golden,  Colorado — Lan- 
caster County 

C.  A.  Rydberg,  M.D.,  Litchfield — Custer  Coun- 
ty 

C.  D.  Spivey,  M.D.,  Anselmo — Custer  County 

0.  M.  Troester,  M.D.,  Hampton — Hamilton 
County 

Also  the  following  doctors  were  recommended 
for  having  completed  50  years  of  practice: 

J.  S.  McAvin,  M.D.,  Omaha 
Herbert  Wiggins,  M.D.,  Omaha 
M.  F.  Arnholt,  M.D.,  Lincoln 
C.  H.  Arnold,  M.D.,  Lincoln 
A.  L.  Smith,  Sr.,  M.D.,  Lincoln 
W.  J.  Arrasmith,  M.D.,  Grand  Island 
Earle  G.  Johnson,  M.D.,  Grand  Island 
J.  S.  Bell,  M.D.,  York 
Andrew  Harvey,  M.D.,  Fremont 
R.  C.  Hawkins,  M.D.,  Butte 
W.  L.  Howell,  M.D.,  Hyannis 
R.  F.  Jester,  Sr.,  M.D.,  Keaniev 

C.  C.  Lull,  M.D.,  Red  Cloud 
R.  F.  Magirl,  M.D.,  Jackson 

D.  B.  Steenburg,  M.D.,  Aurora 

We  have  studied  these  recommendations  for 
Life  Membership  and  50- Year  Practitioners, 
and  we  move  that  these  be  approved. 

The  motion  was  seconded,  and  carried. 

We  have  studied  Resolution  No.  IX,  which 
was  read  by  Dr.  Heider  yesterday  from  the 
Lincoln  County  Medical  Society.  It  was  felt 
by  our  committee  that  such  a resolution  at  this 
time  is  premature,  and  we  recommend  that  no 
action  be  taken  at  this  time. 

The  motion  was  seconded,  and  carried. 

We  have  studied  the  report  of  the  Psychiatry 
Committee  very  carefully.  We  felt  that  we 
should  go  along  with  the  Psychiatiy  Commit- 
tee in  that  we  accept  no  government  support 
for  these  institutions  throughout  the  state. 
We  recommend  this  report  and  its  recommenda- 
tions be  approved  by  the  House  of  Delegates. 


The  motion  was  seconded,  and  carried. 

We  recommend  that  the  report  of  this  Refer- 
ence Committee  No.  3 be  accepted  as  a whole. 

The  motion  was  seconded,  and  carried. 

Reference  Committee  No.  4 — W.  A.  Doering, 

chairman,  made  the  following  report: 

We  have  studied  the  report  of  the  Committee 
on  Aging,  and  recommend  the  adoption  of  this 
report. 

The  motion  was  seconded,  and  carried. 

We  have  studied  the  report  of  the  Joint 
Commission  for  Improvement  of  Care  of  the 
Patient.  We  recommend  the  adoption  of  this 
report. 

The  motion  was  seconded,  and  carried. 

We  have  studied  the  report  of  the  Policy 
Committee.  We  commend  the  committee  on 
the  great  amount  of  work  performed,  and  rec- 
ommend that  their  report  be  accepted. 

The  motion  was  seconded,  and  carried. 

We  have  studied  the  repoid;  of  the  Prepayment 
Medical  Care  Committee  and  their  Supplemen- 
tary report,  and  recommend  its  adoption. 

The  motoin  was  seconded,  and  carried. 

We  have  studied  the  repoid:  of  the  Rehabili- 
tation Committee.  We  have  approved  this  re- 
port, but  it  was  suggested  that  the  first  rec- 
ommendation in  this  report  relative  to  legis- 
lation requiring  liability  insurance  before  ob- 
taining a license,  be  referred  back  to  the  com- 
mittee for  specific  recommendations  in  the  at- 
tempt to  enlighten  the  legislators.  We  so  move. 

The  motion  was  seconded,  and  carried. 

We  have  studied  the  Resolution  No.  1,  from 
the  Scottsbluff  County  Medical  Society. 

It  was  recommended  that  this  resolution  need 
not  be  adopted  for  two  reasons: 

1.  The  AMA  has  already  produced  a standard 
acceptable  form. 

2.  The  Blue  Shield  has  a very  acceptable,  ex- 
pedient form. 

This  motion  was  seconded,  and  carried. 

We  have  studied  Resolution  No.  IV,  from 
the  Omaha-Douglas  County  Medical  Society 
relative  to  a 2-year  training  program  for  G.P. 
We  recommend  that  this  resolution  be  adopted, 
and  that  two  ad  hoc  committees  be  appointed  to 
study  the  medical  and  other  personnel  needs. 

1.  Medical  Profession  — with  reference  to 
general  practice  and  specialist  needs  in  the 
state. 

2.  Nonmedical  personnel  — such  as  nursing, 
medical  technicians.  X-ray  technicians,  etc. 

I move  that  this  be  accepted. 

This  motion  was  seconded  by  Dr.  Coe,  and  carried. 

We  have  studied  Resolution  No.  VIII,  from 
Lincoln  County  Medical  Society  asking  that 
Blue  Shield  adopt  a surgical  assistant  fee  in 
the  regular  fee  schedule.  We  recommend  that 
this  resolution  not  be  adopted,  but  be  forwarded 
to  the  Blue  Shield  for  their  study  and  consider- 
ation. 

This  motion  was  seconded,  and  carried. 

I move  that  this  report  of  Reference  Commit- 
tee No.  4 as  a whole  be  accepted. 
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The  motion  was  seconded,  and  carried. 

Reference  Committee  No.  6 — Dr.  H.  V.  Nuss, 

Chairman,  made  the  following  report: 

The  members  of  this  committee  were  Dr. 
Peetz,  Dr.  Burney,  and  myself. 

We  recommend  the  acceptance  of  the  report 
of  the  Public  Health  Committee,  and  that  the 
House  of  Delegates  support  the  current  legis- 
lation to  provide  hospitalization  for  the  recalci- 
trant infectious  tuberculous  people.  I so  move. 

The  motion  was  seconded,  and  carried. 

We  recommend  the  acceptance  of  the  Tuber- 
culosis Committee  report.  I so  move. 

The  motion  was  seconded,  and  carried. 

We  recommend  the  report  of  the  Diabetes 
Committee  be  accepted.  I so  move. 

Motion  was  seconded,  and  carried. 

We  recommend  the  report  of  the  Industrial 
Health  Committee  be  accepted.  I so  move. 

Motion  was  seconded,  and  carried. 

We  recommend  the  adoption  of  the  report  of 
the  Maternal  and  Child  Health  Committee,  and 
also  the  Maternal  Mortality  Study  blank.  We 
move  that  this  report  in  its  entirety  be  adopted. 

The  motion  was  seconded.  After  considerable  dis- 
cussion regarding  the  blank,  a motion  was  made 
by  Dr.  Andersen  to  delete  the  portion  at  the  bottom 
of  the  blank  under  “General”  — “Lack  of  Proper 
Facilities  in  Hospital.”  The  motion  was  seconded, 
and  carried  to  accept  this  blank  with  the  deletion. 

We  recommend  that  the  letter  of  the  Ameri- 
can College  of  Surgeons  be  accepted  and  strong- 
ly supported;  however,  we  recommend  deleting 
“Blood  Type”  on  the  card.  I so  move. 

Motion  was  seconded,  and  carried. 

We  have  studied  the  two  letters  from  Merrick 
County  and  the  Nebraska  Tuberculosis  Associa- 
tion, asking  for  our  support  of  L.B.  368.  The 
majority  of  members  of  this  Reference  Commit- 
tee moved  to  suport  this  bill. 

After  considerable  discussion  regarding  the  sup- 
port of  this  bill,  the  vice  speaker  asked  for  a stand- 
ing vote  on  this  issue.  The  vote  showed  21  in 
favor  of  support,  and  17  opposed  to  support.  The 
motion  to  approve  this  bill  was  carried. 

We  recommend  that  Resolution  No.  Ill,  from 
the  Omaha-Douglas  County  Medical  Society, 
relative  to  L.B.  689,  be  accepted.  I so  move. 

Motion  was  seconded,  and  carried. 

Reference  Committee  No.  6 recommends  the 
acceptance  of  this  report  as  a whole. 

Motion  was  seconded,  and  carried. 

After  a short  recess,  the  House  of  Delegates  was 
again  called  to  order  by  Dr.  Nutzman,  speaker. 

Dr.  Landgraf  was  granted  permission  of  the  floor, 
and  moved  that  the  vote  previously  taken  regarding 
support  of  L.B.  368,  be  reconsidered.  This  motion 
was  seconded. 

After  discussion,  the  Speaker  of  the  House  asked 
that  a standing  vote  be  taken  for  reconsidering  this 
vote.  The  vote  showed  21  in  favor  of  reconsidera- 
tion, and  16  against  reconsideration.  The  motion 
to  reconsider  this  vote  was  carried. 

A motion  was  made  by  Dr.  Landgraf  that  this 


vote  be  taken  by  roll  call.  The  motion  was  seconded, 
and  carried. 

This  vote  showed  26  in  favor  of  support  of  L.B. 
368,  and  15  opposed  to  support.  The  motion  to  sup- 
port L.B.  368  was  carried. 

Dr.  D.  B.  Steenburg,  chairman  of  the  Medical 
Education  Committee,  was  granted  permission  of 
the  floor  and  stated  that  the  Medical  Education 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion was  not  presenting  a supplementai'y  report  at 
this  time  to  permit  further  study  of  the  building 
program  of  the  University  of  Nebraska  College  of 
Medicine. 

Reference  Committee  No.  7 — J.  D.  Coe,  chairman, 

made  the  following  report: 

We  have  approved  the  report  of  the  Blood  and 
Blood  Products  Committee,  and  move  that  it 
be  accepted. 

Motion  was  seconded,  and  carried. 

We  have  approved  the  report  of  the  Hospital 
and  Professional  Relations  Committee,  and  move 
that  it  be  accepted. 

Motion  was  seconded,  and  carried. 

We  have  reviewed  the  report  of  the  Joint 
Committee  to  Promote  and  Encourage  Proper 
Use  of  Medical-Surgical  and  Hospital  Facilities, 
submitted  by  Dr.  Keegan.  We  suggest  the  con- 
tinuation of  this  committee  to  further  obtain 
significant  data  that  can  be  used  in  the  future. 
We  approve  this  report  with  the  following 
amendments: 

Specifically,  we  do  not  feel  that  a Councilor 
District  Medical  Review  Committee  be  appoint- 
ed, but  that  the  Councilor  himself  consult  with 
a committee  of  the  hospital  staff  and  to  work 
out  a solution  in  this  regard.  We,  therefore 
recommend  that  this  portion  of  Dr.  Keegan’s 
report  be  deleted. 

We  feel  that  the  last  part  of  Dr.  Keegan’s 
report  which  lists  the  procedure  of  processing 
hospital  claims  by  the  John  Hancock  Company, 
be  deleted  from  the  report. 

We  move  that  Dr.  Keegan’s  report  be  accepted 
with  the  above  mentioned  deletions.  The  motion 
was  seconded.  After  discussion,  the  motion  was 
made  and  seconded  to  accept  the  Reference  Com- 
mittee’s report  with  their  recommended  deletions, 
and  to  continue  this  committee’s  work.  Motion 
carried. 

We  have  approved  the  report  of  the  Public 
Relations  Committee,  and  move  for  its  ac- 
ceptance. 

Motion  was  seconded,  and  carried. 

We  have  approved  the  report  of  the  Rural 
Medical  Service  Committee,  and  move  for  its 
acceptance. 

Motion  was  seconded,  and  carried. 

We  have  approved  the  report  of  the  Traffic 
Safety  Committee,  and  move  for  its  acceptance. 

Motion  was  seconded,  and  carried. 

We  have  approved  Resolution  No.  VI,  from 
the  Omaha-Douglas  County  Medical  Society,  and 
recommend  its  acceptance. 

Motion  was  seconded,  and  carried. 

We  were  asked  to  prepare  a resolution  in 
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support  of  L.B.  100.  We,  therefore,  submit 
the  following  resolution: 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation has  a continuing  interest  in  providing 
adequate  medical  care  for  all  citizens  age  65 
years  and  over  regardless  of  their  ability  to 
pay,  and 

WHEREAS,  it  is  estimated  that  approxi- 
mately 3'/r  of  the  total  population  of  Nebraska 
are  in  this  age  group  and  are  unable  to  pay 
for  their  medical  care,  and 

WHEREAS,  L.B.  100,  now  before  the  Ne- 
braska Legislature  provides  adequate  financial 
assistance  to  this  group  with  a fair  and  rea- 
sonable limit  of  eligibility,  and 

WHEREAS,  this  bill  does  not  subsidize  those 
people  who  do  not  need  or  want  such  help  and 
I’ecognizes  the  obligation  of  society  as  a whole 
to  provide  care  for  the  needy,  and 

WHEREAS,  it  provides  for  the  payment  of 
the  cost  of  full  and  adequate  medical  care 
service, 

NOW  THEREFORE  BE  IT  RESOLVED, 
that  the  Nebraska  State  Medical  Association 
endorse  and  urge  the  passage  of  L.B.  100,  as 
the  most  effective  means  of  providing  medical 
care  for  the  needy  aged;  and 

BE  IT  FURTHER  RESOLVED,  that  this 
resolution  be  transmitted  immediately  to  the 
appropriate  legislative  committee,  each  indi- 
vidual legislator  and  to  the  Governor  of  the 
State  of  Nebraska. 

We  move  that  this  resolution  be  accepted. 

The  motion  was  seconded. 

Dr.  Schenken  was  granted  permission  of  the 
floor  and  stated  that  it  was  his  opinion  that  in  the 
first  RESOLVED  of  this  resolution,  the  “age  65’“ 
should  be  deleted,  but  to  be  placed  in  the  second 
WHEREAS.  Dr.  Schenken  stated  that  he  would 
like  to  make  a motion  that  this  resolution  be 
amended  as  recommended.  The  motion  was  second- 
ed, and  carried. 

Dr.  Schenken  made  the  motion  that  this  resolu- 
tion as  amended,  be  approved  unanimously.  Motion 
carried. 

Dr.  Coe  moved  that  the  Report  of  Reference  Com- 
mittee No.  7 be  accepted  as  a whole.  The  motion 
was  seconded,  and  carried. 

Reference  Committee  No.  5 — Dr.  H.  V.  Munger, 

chairman,  gave  the  following  report: 

This  committee  was  asked  to  review  the  re- 
port of  the  Medical  Education  Committee  and 
the  Supplementary  Report;  also  the  resolution 
introduced  by  Dr.  Bucholz. 

However,  in  view  of  the  fact  that  Dr.  Steen- 
burg  has  informed  the  House  of  Delegates  that 
the  Medical  Education  Committee  had  with- 
drawn its  supplementary  report,  as  printed 
in  the  Audit,  there  will  not  be  much  for  this 
Reference  Committee  to  report  on. 

Dr.  Bucholz  was  granted  permission  of  the  floor, 
and  stated  that  he  would  like  to  withdraw  his  reso- 
lution, in  view  of  the  fact  that  this  Supplementai-y 
Report  had  been  withdrawn.  Dr.  Bucholz  then  made 
a motion  to  accept  the  report  of  the  Medical  Educa- 
tion Committee.  The  motion  was  seconded,  and 
carried. 


Your  Reference  Committee  No.  5 would  like 
to  submit  the  following  resolution;  this  would 
be  a substitute  for  the  Supplementary  report 
of  the  Medical  Education  Committee  and  the 
resolution  introduced  by  Dr.  Bucholz: 

WHEREAS,  the  immediate  needs  of  the  Col- 
lege of  Medicine  relate  to  full  use  of  bed  ca- 
pacity and  expansion  of  the  full  time  teaching 
staff  to  meet  accreditation  standards  and  im- 
prove seiwices  to  the  counties  of  the  state,  and 
WHEREAS,  there  is  a need  for  a unified  and 
coordinated  plan  for  development  of  the  Col- 
lege of  Medicine,  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  urge  the  Board  of  Regents 
with  the  faculty  of  the  College  of  Medicine  to 
proceed  as  necessary  with  a coordinated  plan 
in  order  to  attain  these  objectives. 

The  motion  was  made  by  Dr.  Schenken  that  this 
resolution  be  referred  back  to  the  Committee  on 
Medical  Education  for  further  study,  and  that  they 
report  back  when  they  see  fit.  The  motion  was 
seconded,  and  carried. 

Discussion  followed  relative  to  what  information 
would  be  given  to  the  press.  Dr.  Kostal  stated  that 
on  the  subject  of  the  University  of  Nebraska  College 
of  Medicine,  he  had  prepared  the  following  state- 
ment: 

“The  House  of  Delegates  discussed  the  devel- 
opment plan  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  and  no  action  was  taken.  The 
matter  was  taken  under  advisement  for  fur- 
ther study.” 

The  motion  was  made  and  seconded  to  unanimous- 
ly accept  this  press  release  prepared  by  Dr.  Kostal. 
Motion  carried. 

There  being  no  further  business,  the  House  of 
Delegates  was  adjourned. 


Medicine  in  the  News 

The  University  of  Nebraska  has  received 
more  than  a quarter  of  a million  dollars  in 
grants,  all  but  $13,000  of  which  came  from 
the  United  States  Public  Health  Service,  ac- 
cording to  the  Evening  World-Herald,  Oma- 
ha (March  21,  1963).  These  grants  ranged 
from  $3798  to  $81,484,  from  the  USPHS; 
nine  of  them  went  to  individuals  or  depart- 
ments and  the  other  was  an  “institutional 
grant.”  The  grants  from  private  sources, 
amounting  to  $13,000  were:  $10,000  from 
Charles  Pfizer  and  Company,  and  $3000 
from  Dorsey  Laboratories. 

The  Grand  Island  Independent  (March  4, 
1963)  puts  Dr.  Murray  E.  Markley  in  the 
news  again  with  his  picture  and  that  of  his 
“chopper”  as  “North  Loup  Doctor  First  in 
Nation  to  Use  Helicopter.” 
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The  Ai’iiold  Sentinel  printed  March  7, 
1963)  a letter  from  Dr.  J.  H.  Murray  of 
Nampa,  Idaho,  to  Homer  Hardin  of  Arnold. 
Dr.  Murray  practiced  medicine  in  Arnold 
from  1885  to  1890.  He  was  the  first  “resi- 
dent doctor”  in  Arnold.  The  doctor  is  now 
102  years  old,  plus.  He  writes  an  interest- 
ing letter  which  relates  many  things  about 
many  people  he  knew  during  the  five  years 
he  practiced  in  Arnold.  It  seems  that  he  has 
kept  up  an  exchange  of  letters  with  Mr. 
Hardin  for  the  more  than  70  years  he  has 
gone  from  the  community. 


Human  Interest  Tales 

Dr.  Merle  M.  Musselman,  Omaha,  has  been 
awarded  a grant  from  Charles  Pfizer  and 
Co. 

Dr.  Fred  R.  Metheny  has  closed  his  prac- 
tice in  Minatare  and  is  moving  back  to  Lin- 
coln. 

Dr.  Douglas  Wilkinson  has  become  asso- 
ciated with  the  Saunders  County  Clinic  in 
Wahoo. 

Dr.  John  W.  Mills,  Omaha,  has  been 
named  a Diplomate  of  the  American  Board 
of  Pathology. 

Dr.  Wilbur  J.  Harley,  Omaha,  has  been 
awarded  a Fellowship  in  the  Industrial  Med- 
ical Association. 

Dr.  Richard  L.  Lamphere,  Bertrand,  is 
the  new  chief  of  staff  of  the  Lexington  Com- 
munity Hospital. 

Dr.  John  A.  Aita,  Omaha,  has  been  elected 
Chairman  of  the  Nebraska  Foundation  for 
Visually  Handicapped. 

Dr.  Wayne  L.  Ryan,  Omaha,  was  awarded 
a grant  from  the  Nebraska  Division  of  the 
American  Cancer  Society. 

Drs.  Gerald  Holcomb,  George  Hoffmeister, 
and  Robert  Mastin,  are  constructing  a new 
clinic  building  in  Hastings. 

Dr.  Edward  A.  Holyoke,  Omaha,  has  been 
awarded  a research  grant  from  the  United 
States  Public  Health  Service. 

Dr.  Patrick  C.  Gillespie,  Beatrice,  spoke 


on  cancer  at  the  regular  meeting  of  the 
Beatrice  Lions  Club  in  March. 

Dr.  Robert  Sorensen,  Fremont,  spoke  on 
Childhood  Diseases  at  a meeting  of  the  Grant 
Pre-School  Mothers  in  March. 

Dr.  and  Mrs.  J.  P.  Gilligan,  Nebraska  City, 
were  recently  in  Miami  Beach  where  he  at- 
tended the  Medical  Legal  Meeting. 

Dr.  Henry  J.  Lehnhoff,  Omaha,  has  been 
appointed  an  alternate  delegate  to  the  na- 
tional convention  of  the  American  Society  of 
Internal  Medicine. 

Dr.  Edward  R.  Annis,  president-elect  of 
the  American  Medical  Association  delivered 
an  Alpha  Sigma  Nu  lecture  in  Omaha  on 
March  17th. 

Dr.  Merle  Musselman,  Omaha,  was  guest 
speaker  at  Chadron  State  Teachers  College’s 
annual  premedical  student  dinner,  given  by 
the  Northwest  Nebraska  Medical  Society. 

The  Dawson  County  Medical  Auxiliary  en- 
tertained State  Auxiliary  President  Mrs. 
John  Christlieb,  Omaha,  and  President-Elect 
Mrs.  R.  B.  Rundquist,  Columbus,  at  a Febru- 
ary luncheon  in  Lexington. 


Announcements 

Another  Rocky  Mountain  Cancer 
Conference  in  July — 

Dr.  Edward  R.  Annis,  president-elect  of 
the  American  Medical  Asociation,  will  be  one 
of  the  principal  speakers  at  the  17th  Annual 
Rocky  Mountain  Cancer  Conference,  July 
12-13,  at  the  Brown  Palace  Hotel  in  Denver, 
Colorado. 

Speakers  on  the  two-day  scientific  pro- 
gram include:  James  C.  Doyle,  M.D.,  (Ob- 
Gyn),  Beverly  Hills;  Edward  A.  Gall,  M.D., 
Director  Department  of  Pathology,  Cincin- 
nati General  Hospital  and  Editor  in  Chief 
of  the  American  Journal  of  Pathology;  Olof 
H.  Pearson,  M.D.,  Associate  Professor  of 
Laboratory  Medicine,  Western  Reserve  Med- 
ical School ; Henry  L.  Jaffee,  M.D.,  Direc- 
tor Division  of  Radiation  Therapy  and  Nu- 
clear Medicine,  Cedars  of  Lebanon  Hos- 
pital; Howai'd  R.  Mahorner,  M.D.  (Surgeon) 
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New  Orleans;  Murray  M.  Copeland,  M.D., 
Professor  of  Oncologj*,  University  of  Texas 
Postgraduate  School  of  Medicine,  Houston, 
will  represent  the  American  Cancer  Society 
at  the  meeting. 

The  first  day  of  the  Conference  will  be  de- 
voted to  scientific  papers  presented  by  the 
guest  speakers.  A panel  discussion  featur- 
ing the  guest  speakers  and  entitled  “Avail- 
able Methods  in  the  Treatment  of  Persistent 
Cancer,”  will  highlight  the  morning  session 
of  the  second  day.  A Round-Table  Forum 
will  follow  the  panel  in  the  afternoon. 

Application  has  been  made  for  A.A.G.P. 
accreditation  of  the  Conference. 

The  Rocky  Mountain  Cancer  Conference, 
held  annually  in  Denver,  is  co-sponsored  by 
the  Colorado  Division  of  the  American  Can- 
cer Society  and  the  Colorado  Medical  Society. 

Further  information  may  be  obtained  by 
writing  Rocky  Mountain  Cancer  Conference, 
1809  East  18th  Avenue,  Denver  18,  Colorado. 


Chest  Physicians  Plan  Congress  in 
Mexico  City — 

The  Eighth  International  Congress  on  Dis- 
eases of  the  Chest,  sponsored  by  the  Council 
on  International  Affairs  of  the  American 
College  of  Chest  Physicians,  will  be  held  in 
Mexico  City,  October  11  through  15,  1964. 

The  congress  will  be  presented  with  the 
cooperation  of  the  Mexican  Chapter  of  the 
College  and  under  the  patronage  of  the  Gov- 
ernment of  Mexico.  It  will  be  held  in  the 
Congress  Building  at  the  new  Medical  Center 
in  Mexico  City.  Additional  information  may 
be  obtained  by  writing  Mr.  Murray  Korn- 
feld.  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11,  Illinois. 


Forty-Eighth  Session  Trudeau  School 
Of  Tuberculosis — 

The  Forty-eighth  Session  of  the  Trudeau 
School  of  Tuberculosis  and  Other  Pulmonary 
Diseases,  established  in  1916,  will  be  held  in 
Saranac  Lake,  N.Y.,  from  June  3rd  to  21st, 
1963.  This  annual,  unique  postgraduate 


course  for  physicians,  conducted  under  the 
auspices  of  the  Trudeau  Foundation  and  sup- 
ported by  the  Lillia  Babbitt  Hyde  Founda- 
tion, provides  outstanding  instruction  in  the 
field  of  chest  diseases  at  a minimal  tuition 
of  $100  for  a three  weeks  session.  Attend- 
ance at  the  Trudeau  School  carries  with  it  a 
thorough  review  for  specialization  in  pulmon- 
ary diseases  or  for  work  in  public  health 
involving  tuberculosis. 

Th  enrollment  is  necessarily  limited  and 
therefore  application  should  be  made  early. 

Inquiries  should  be  addressed  to  the  Sec- 
retary, Trudeau  School  of  Tuberculosis  and 
Othed  Pulmonary  Diseases,  Box  670,  Saranac 
Lake,  N.Y. 


Fourteenth  Annual  Meeting  of 

Dr.  F.  G.  Thompson,  Sr.  Lectureship — 

“The  Thompson,  Brumm  & Knepper  Clinic 
of  St.  Joseph,  Missouri,  announce  the  four- 
teenth annual  Dr.  F.  G.  Thompson,  Sr.  Lec- 
tureship. The  lecture  will  be  given  at  8:15 
on  Thursday  evening.  May  23,  at  the  Clinic 
Building,  902  Edmond  Street.  The  speaker 
will  be  Dr.  Jan  H.  Tillisch  of  the  Mayo 
Clinic.  His  subject:  “Contributions  of  the 
Aerospace  Age  to  Medicine.” 

The  Profession  is  invited. 


Seminar  on  Alcoholism — 

Alcoholism  will  be  the  topic  and  Jackson 
A.  Smith,  M.D.,  of  Chicago,  will  be  guest 
discussant  at  the  tenth  quarterly  Seminar  for 
Family  Physicians  on  Sunday,  April  21,  at 
Neurological  Hospital  in  Kansas  City.  The 
profession  is  invited. 

The  seminar  starts  at  2 :00  p.m.,  and  with 
a four  o’clock  break  for  refreshments  and 
dinner,  continues  until  7:00  p.m. 

Participating  as  panelists  for  th  sssion 
following  the  dinner  break  will  be  Ralph 
Emerson  Duncan,  M.D.,  R.  Stacy  Long, 
M.D.,  Albert  E.  Fulton,  M.D.,  and  Mr.  Rob- 
ert Bryant  Renfro,  member  of  the  Executive 
Committee  and  the  Board  of  Directors  of  the 
Greater  Kansas  City  Council  on  Alcoholism. 
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News  and  Views 

Drs.  Offerman  and  Raider  Speak  at  A.M.A. 

Health  Insurance  Congress — 

Dr.  Arthur  J.  Offerman,  president  of  Ne- 
braska Medical  Service,  and  Dr.  Leonard  J. 
Raider,  president  of  United  Medical  Service, 
New  York  City,  appeared  as  featured  speak- 
ers on  the  program  of  the  American  Medical 
Association’s  3rd  National  Congress  on  Vol- 
untary Health  Insurance  and  Prepayment, 
held  February  15-16  at  the  Palmer  House  in 
Chicago. 

Speaking  on  the  topic  “Blue  Shield  in 
Retrospect,”  Dr.  Offerman  sketched  a brief 
history  of  the  Blue  Shield  movement,  its 
origins  and  objectives.  He  traced  the  rapid 
growth  of  Blue  Shield  from  1946,  when  nine 
Plans  had  a combined  enrollment  of  II/2 
million  members,  to  the  74  Blue  Shield  Plans 
of  today  with  their  total  enrollment  of  over 
50  million  people. 

Dr.  Offerman  also  called  attention  to  the 
expansion  of  Blue  Shield  benefits : “In  1957,” 
he  said,  “27  per  cent  of  all  Blue  Shield  Plans 
provided  some  form  of  major  medical  protec- 
tion. Today,  approximately  57  per  cent  of 
all  Plans  cover  this  service,  and  the  remain- 
der are  taking  steps  to  include  major  medi- 
cal protection  in  their  programs  of  cover- 
age.” 

“Because  Blue  Shield  has  pioneered  a com- 
pletely new  socio-economic  concept  by  intro- 
ducing the  physician-sponsored  prepayment 
mechanism  to  America,”  Dr.  Offerman  con- 
tinued, “it  has  correspondingly  been  entrust- 
ed with  the  mission  of  making  this  concept 
work  for  the  betterment  of  the  nation  as  a 
whole  and  as  one  of  the  primary  instruments 
for  assisting  medical  science  in  its  efforts 
to  continue  a tradition  of  service  and  un- 
paralleled progress.” 

Dr.  Offerman  called  upon  every  physician 
in  America  to  “give  his  Plan  full  support 
and  cooperation  to  help  make  certain  that 
Blue  Shield  will  continue  to  increase  its  ef- 
forts in  expanding  its  program  of  cover- 
age to  the  maximum  degree  possible.  Only 
the  physician  because  of  his  specialized 
knowledge  and  personal  contact  with  the 
public  can  clearly  distinguish  the  needs  of  the 


public  with  regard  to  their  medical  needs. 
Thus  the  physician  through  his  development 
of  Blue  Shield  can  help  materially  in  the  cre- 
ation of  prepayment  programs  most  spe- 
cifically suited  to  the  health  needs  of  the 
community.”  (From  National  Association 
Blue  Shield  Plans  Newsletter,  March,  1963). 

A Look  Into  Treatment  of  Mentally  111 — 

In  the  section  of  Time  magazine  devoted 
to  Medicine,  the  issue  for  April  5,  1963, 
deals  largely  with  “Psychiatry:  Out  of  the 
Snake  Pits.”  President  Kennedy’s  message 
to  Congress  dealing  with  mental  illness  and 
his  proposal  to  establish  mental-health  cen- 
ters, perhaps  as  many  as  500,  throughout  the 
nation  is  the  stimulus  for  this  look  into  the 
manner  of  treatment  of  the  mentally  ill. 
The  progress  being  made  at  present  without 
the  help  of  the  proposed  centers  is  noted; 
the  outstanding  example  given  is  that  of  the 
State  of  Georgia.  Here  the  former  care  of 
this  type  of  patient  was  to  lock  him  up  with- 
out much  or  any  treatment.  Now,  in  the 
past  four  years,  Georgia  has  made  remark- 
able progress  along  modern  lines  of  treat- 
ment for  the  mentally  ill. 

New  Mexico,  Illinois,  and  Nebraska  are 
said  to  be  approaching  the  “twin  goals  of 
early  detection  and  intensive  treatment  by 
different  methods.”  In  speaking  of  Ne- 
braska, the  article  contains  this  interesting 
statement:  “Nebraska  has  been  trying  pos- 
sibly the  most  fundamental  approach  to 
prompt  treatment  of  the  mentally  ill,  and 
is  now  being  acclaimed  as  the  nation’s  sec- 
ond most  advanced  state  in  the  promotion 
of  mental  health  — after  neighboring  Kan- 
sas. . . ” 

Foreign  Fellowships  for  Thirty-One  U.S. 

Medical  Students  This  Summer — 

Thirty-one  U.S.  medical  students  have 
been  awarded  foreign  fellowships  which  will 
enable  them  to  obtain  supeiwised  medical  ex- 
perience in  underdeveloped  countries,  the 
Association  of  American  Medical  Colleges 
announced  recently  in  Evanston,  Illinois. 

The  fellowships  are  made  possible  by  a 
$60,000  grant  from  Smith  Kline  & French 
Laboratories,  Philadelphia  pharmaceutical 
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firm.  With  the  current  selection,  the  Asso- 
ciation during  four  years  has  awarded  a total 
of  123  fellowships  for  study  in  40  countries. 

This  year’s  winning  students  will,  work 
in  Brazil,  Guatemala,  Nicaragua,  Venezuela, 
Borneo,  Cambodia,  Nepal,  The  Philippines, 
Taiwan,  Iran,  Ethiopia,  Kenya,  Swaziland, 
and  other  countries  in  Southeast  Asia  and 
Afi’ica.  They  will  be  stationed  in  mission 
hospitals  and  outpost  medical  facilities. 

The  primary  objective  of  the  fellowships 
is  to  provide  students  an  opportunity  to  live 
and  work  in  relatively  primitive  cultures 
which  present  challenging  medical  and  social 
problems. 

The  students,  selected  by  a committee  of 
six  U.S.  medical  educators,  spend  at  least 
ten  to  twelve  weeks  with  their  foreign  spon- 
sors. The  amount  of  each  award  varies,  de- 
pending on  individual  requirements. 

Medical  Student  Fellowships  Ofered  by 
Tobacco  Research  Group — 

The  nation’s  accredited  medical  schools 
and  colleges  of  osteopathy  are  again  being 
offered  student  research  fellowships  under 
a Tobacco  Industry  Research  Committee 
program  that  has  already  assisted  nearly 
600  students. 

Dr.  Clarence  Cook  Little,  Scientific  Di- 
rector of  T.I.R.C.,  stated  that  this  marks 
the  ninth  consecutive  year  in  which  the  fel- 
lowships are  being  made  available  to  encour- 
age medical  students  to  undertake  some  med- 
ical research  project,  whether  or  not  they 
intend  to  seek  a career  in  research. 

Even  if  the  students  enter  other  areas  of 
medicine,  he  said,  the  fellowships  will  pro- 
vide them  with  some  understanding  of  the 
work  and  problems  encountered  by  the  re- 
search scientist. 

Dr.  Little  said  a number  of  the  nearly 
600  students  who  previously  have  received 
fellowships  have  published  reports  on  their 
studies  in  recognized  medical  and  scientific 
journals,  and  some  have  decided  to  become 
research  scientists. 

He  said  the  medical  school  deans  select 
the  student  fellows  who  may  do  work  in 


any  subject  they  choose  under  the  direction 
of  a faculty  advisor.  The  fellowships,  each 
one  for  $600,  are  for  summer  or  other  off- 
term  time,  he  said. 

The  fellowship  program  was  initiated  by 
the  Scientific  Advisory  Board,  composed  of 
doctors,  scientists,  and  educators,  which  is 
responsible  for  T.I.R.C.’s  program  of  re- 
search by  independent  scientists  into  tobacco 
use  and  human  health.  The  T.I.R.C.  has  to 
date  appropriated  $6,250,000  for  this  pro- 
gram. 

The  T.I.R.C.  was  formed  in  1954  by  tobac- 
co growers,  leaf  warehousemen  and  manu- 
facturers to  provide  financial  support  for 
research  into  tobacco  and  health  to  make 
the  facts  known  to  the  public. 

Summer  Preceptor-Scbolarsbips  for 
Medical  Students — 

Ten  medical  students  have  been  named 
winners  of  the  1963  SAIMA-Sears  Preceptor- 
ship  scholarships,  it  is  announced  by  R.  F. 
Staudacher,  Executive  Director  of  the  Stu- 
dent American  Medical  Association. 

The  scholarship  - preceptorship  program, 
administered  by  the  SAM  A Foundation  in 
cooperation  with  the  Sears,  Roebuck  Foun- 
dation, offers  to  a limited  number  of  medical 
students  each  year  the  opportunity  for  two 
months’  work  during  the  summer  with  a 
practicing  physician  in  a rural  area  of  the 
United  States. 

The  scholarship  provides  $500.  In  addi- 
tion, the  community  in  which  the  winner 
serves  the  preceptorship  provides  room  and 
board  for  the  two-month  period. 

Checklist  of  Harzards  in  tbe  Home — 

Accidents  in  the  home  continue  to  take  a 
high  toll  of  lives.  This  is  especially  true 
in  the  older  age-groups  and  among  the  han- 
dicapped. Last  year,  somewhat  over  26,000 
died  in  the  US  from  home-accidents. 

A “Safety  Checklist”  for  the  aging  an(j 
handicapped  calling  attention  to  most  of 
the  factors  about  the  home  that  should  be 
eliminated  as  the  causes  of  accidents  has 
been  prepared  by  the  National  Society  for 
Crippled  Children  and  Adults.  This  surveys 
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every  household  area  including  kitchen,  laun- 
dry, bedroom,  bathroom,  basement  and  yard. 
It  calls  attention  to  such  hazards  as  spilled 
grease,  weak  railings,  eye-level  clothes  hooks, 
faulty  room-heaters,  overloaded  electrical 
circuits,  unmarked  drugs,  and  many  other 
items. 

Copies  of  the  “Safety  Checklist  for  the 
Aging  and  the  Handicapped  and  Their 
Families”  may  be  obtained  from  Easter  Seal 
affiliates  in  51  states  and  territories  or  from 
The  National  Society  for  Crippled  Children 
and  Adults,  2023  West  Ogden  Avenue,  Chi- 
cago 12. 

Why  Some  Fat  People  Can’t  Lose  W’eight — 

“We  know  that  food  makes  fat  and  in 
general  obesity  results  from  overeating;  but 
obesity  is  not  that  simple  for  all  fat  people,” 
commented  Dr.  Mary  Jo  Henn  of  the  Uni- 
versity of  Nebraska  College  of  Medicine 
(Omaha),  on  the  work  being  done  at  the 
Obesity  Research  Clinic  held  the  second  and 
fourth  Tuesdays  of  each  month  at  Univer- 
sity Hospital. 

“Somewhere  in  the  neighborhood  of  30 
per  cent  of  the  obese  cannot  lose  weight  in 
spite  of  reducing  diets,  strict  adherence  to 
their  doctor’s  advice,  will  power  and  medi- 
cations to  dull  the  appetite,”  said  Dr.  Henn. 

The  clinic  is  limited  to  University  Hospital 
patients  who  are  in  this  category. 

Dr.  Vernon  Ward,  Kearney,  and  Dr.  Rob- 
ert Muffly  and  dietician  Berta  Barnett  of 
the  College  of  Medicine  also  are  on  the  Obes- 
ity Research  staff. 

Through  her  research  and  work  with  dia- 
betics, Dr.  Henn  became  interested  in  the 
clinic.  Dr.  Ward,  who  drives  to  Omaha  for 
the  clinic  sessions,  became  interested  in 
obesity  when  he  studied  under  Dr.  Edgar 
SC.  Gordon  of  the  University  of  Wisconsin, 
whose  research  in  this  field  has  been  noted 
nationally  in  Time  and  other  magazines. 

Dr.  Muffly  is  interested  in  obesity  not 
only  from  the  medical  but  also  from  the 
psychological  standpoint.  For  instance, 
people  react  differently  to  losing  weight. 
Some  people  acquire  a feeling  of  well  be- 
ing, others  become  depressed.  In  some  lim- 


ited cases,  compulsive  eating  alone  may  lead 
to  obesity. 

Why  certain  obese  people  cannot  lose 
weight  remains  to  be  discovered,  but  re- 
searchers have  found  that  glucose  metabol- 
ism, water  and  electrolyte  metabolism,  hered- 
ity, thyroid  function  and  psychological  fac- 
tors are  parts  of  the  puzzle. 

“We  know  there  are  certain  centers  in  the 
hypothalmus  which  have  an  effect  on  ap- 
petite,” added  Dr.  Henn.  “We  also  know 
that  there  are  certain  obese  people  who  can- 
not apparently  handle  carbohydrates  in  an 
anywhere  near  normal  fashion.  Many  of 
these  people  upon  investigation  are  found  ab- 
normal  in  respect  to  handling  glucose. 
Among  these  are  the  mild,  early  or  undis- 
covered diabetes.” 

Dieting  for  obese  people  who  “hang  on  to 
fluid”  has  a paradoxical  effect.  These  peo- 
ple gain  weight  because  their  salt  and  water 
metabolism  is  out  of  balance  when  dieting, 
though  at  other  times  it  appears  normal. 

Studying  the  effects  of  metabolic  disorders 
in  obese  people  is  doubly  difficult  because 
obesity  also  may  contribute  to  or  cause  a 
metabolic  disturbance. 

Clinical  research  has  resulted  in  better 
methods  of  treating  certain  cases  of  obesity. 

“We  know  that  in  certain  types  of  obesity 
people  do  not  have  a normal  tissue  metab- 
olism in  respect  to  thyroid.  Oddly  enough 
when  they  are  given  ordinary  thyroid  pills, 
nothing  happens;  but  when  they  are  given 
tri-iodothyronine  — a form  of  thyroid  hor- 
mone — they  become  capable  of  losing 
weight,”  said  Dr.  Henn. 

“All  of  these  conditions,”  she  remarked, 
“are  closely  affected  by  the  attitude  and 
feeling  people  have  about  their  obese  state.” 

News  from  Our  Medical  Schools 

A Fellowship  in  the  Tropics — 

Dr.  John  Westmore,  third  year  resident  at 
the  University  of  Nebraska  College  of  Medi- 
cine (Omaha),  in  April  will  depart  for  Cen- 
tral America  to  study  tropical  diseases  in 
their  natural  habitat. 
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A fellowship  sponsored  and  administered 
by  the  Louisiana  State  University  School  of 
Medicine  through  a United  States  Public 
Health  Service  gi'ant  is  making  the  study 
possible. 

With  Dr.  Westmore  will  be  two  doctors 
of  philosophy,  one  chief  medical  technician, 
another  medical  doctor  and  a research  co- 
ordinator from  the  country  respectively  un- 
der study  — San  Jose,  Costa  Rica;  Tegu- 
cigalpa, Honduras;  San  Salvador;  El  Sal- 
vador; Guatemala;  and  Mexico. 

The  program  is  being  planned  by  the  re- 
search coordinator.  Outstanding  medical 
scientists  and  clinicians  in  each  geographical 
area  are  contributing  to  the  participants’ 
education  through  lectures,  demonstrations, 
ward  rounds,  field  trips  and  laboratory  ex- 
periences. 

“We’ll  observe  diseases  not  ordinarily 
seen  in  this  country,’’  remarked  Dr.  West- 
more. 

While  on  the  two-month  study  — April 
2 to  May  30  — he  hopes  to  observe  malaria 
and  several  other  parasitic  and  nutritional 
diseases. 


Creighton  University  School  of  Medicine 
Recipient  of  U.S.P.H.S.  Grant — 

The  Creighton  University  School  of  Medi- 
cine has  been  awarded  a United  States  Pub- 
lic Health  Seiwice  grant  for  $142,000. 

The  grant,  to  be  given  over  a five-year 
period,  will  provide  advanced  training  in  the 
field  of  endocrinologj’  and  metabolism  with 
emphasis  on  bone  disease  and  disorders  of 
calcium  metabolism. 

Administrators  of  the  award  will  be  Dr. 
Robert  P.  Heaney,  ChaiiTnan  of  the  Depart- 
ment of  Medicine,  and  Dr.  Thomas  G.  Skill- 
man,  Associate  Professor  of  Medicine,  who 
is  in  charge  of  the  endocrine  section  in  the 
Department  of  Medicine. 

The  program  financed  by  this  award  will 
provide  training  for  physicians  who  plan  to 
devote  their  lives  to  research  in  the  field 
of  endocrinology'  and  metabolism  and  will 
lead  to  a graduate  degree. 


The  first  Fellow  to  study  under  the  gi’ant 
beginning  this  summer  will  be  Dr.  Carl 
Moller,  now  chief  resident  of  endocrinology 
at  Ohio  State  University. 

Both  administrators  of  the  grant  have 
done  extensive  work  in  their  fields. 

Dr.  Heaney  has  conducted  research  in 
the  field  of  bone  metabolism  for  eight  years. 
He  gi-aduated  at  the  top  of  his  class  at  the 
Creighton  University  School  of  Medicine  in 
1951,  interned  and  received  internal  medi- 
cine training  at  St.  Louis  City  Hospital  in 
St.  Louis,  Mo.  He  held  fellowships  at  the 
Oklahoma  Medical  Research  Foundation  in 
Oklahoma  City,  Okla.,  and  the  National  In- 
stitute of  Arthritis  and  Metabolic  Diseases, 
National  Institutes  of  Health,  Bethesda,  Md. 
He  has  been  chairman  of  the  Department  of 
Medicine  at  Creighton  since  1961. 

Dr.  Skillman  graduated  from  the  Univer- 
sity of  Cincinnati  School  of  Medicine  in  1949 
and  took  his  internship,  residency  in  internal 
medicine  and  graduate  research  training 
there.  He  was  assistant  professor  of  in- 
ternal medicine  (endocrinology')  at  Ohio 
State  University'  until  1961  when  he  joined 
Creighton  University  at  the  position  he  now 
holds. 

Both  Dr.  Heaney  and  Dr.  Skillman  are 
currently  engaged  in  research  projects  con- 
cerning bone  metabolism  and  endocrinology'. 


Deaths 

PENNER  — H.  G.  Penner,  M.D.,  died 
March  3,  1963  in  Beatrice.  Before  retiring 
five  y'ears  ago,  he  had  practiced  since  his 
graduation  in  1904  from  the  University  of 
Nebraska  College  of  Medicine.  He  was  90 
y^ears  of  age. 

UNSWORTH  — Herbert  R.  Unsworth, 
M.D.,  died  March  1,  1963  at  Ingleside.  He 
was  67  years  of  age  and  had  been  a member 
of  the  Hastings  State  Hospital  staff  since 
June  1962. 

WILLIAMS  — Creighton  D.  Williams, 
M.D.,  died  on  February  22,  1963  in  Genoa 
where  he  had  practiced  since  1907.  Dr.  Wil- 
liams was  80  years  of  age. 
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TROWBRIDGE  — James  A.  Trowbridge, 
M.D.,  died  on  March  14,  1963.  He  had  prac- 
ticed at  Superior  more  than  fifty  years, 
and  was  87  years  of  age  at  the  time  of  his 
death. 

TAYLOR  — Guy  R.  Taylor,  M.D.,  died  on 
March  4,  1963  at  his  home  in  Hebron.  He 
had  practiced  medicine  more  than  fifty  years 
but  was  retired  at  the  time  of  his  death.  He 
was  85  years  of  age. 


Abstracts — 

Hepatic  Necrosis  Associated  With  Fluothane  Anes- 
thesia — J.  Lindenbaum  and  E.  Leifer,  New  Engl 
J Med  268:525  (March)  1963. 

Nine  patients  in  whom  hepatic  necrosis 
followed  the  use  of  halothane  (Fluothane) 
anesthesia  are  reported.  The  repeated  oc- 
currence of  jaundice  after  exposure  to  the 
agent  in  3 patients  suggested  a relationship 
between  the  anesthetic  and  hepatic  dysfunc- 
tion. In  another  patient  death  in  hepatic 
coma  occurred  after  the  administration  of 
methoxyflurane  following  a recent  exposure 
to  halothane.  The  clinical  course,  although 
variable,  was  characterized  by  fever  (asso- 
ciated in  several  by  shaking  chills)  present 
within  24  hours  of  operation  and  lasting  1- 
23  days.  Jaundice  was  noted  in  7.  While 
some  patients  were  asjunptomatic,  the  ma- 
jority noted  nausea,  vomiting,  lethargy,  and 
malaise.  The  time  of  onset  of  recognized 
hepatic  dysfunction  ranged  from  one  day  to 
several  weeks  after  the  exposure.  Abnorm- 
alities of  white  blood  cell  count  included 
transient  leukopenia  (3  patients)  and  eosino- 
philia  (3  patients). 

Liver  Necrosis  Following  Halothane  Anesthesia: 
Cause  or  Coincidence?  — J.  P.  Bunker  and  C.  M. 
Blumenfeld,  New  Engl  J Med  268:531  (March 
7)  1963. 

Two  patients  who  died  of  liver  necrosis 
after  surgery  under  halothane  anesthesia 
are  reported.  That  the  anesthetic  agent  was 
responsible  is  suggested  by  the  fact  that  in 
respect  to  clinical  course  and  pathology  these 
two  cases  resembled  the  liver  necrosis  follow- 
ing chloroform  anesthesia,  and  by  chemical 
similarity  of  halothane  to  chloroform.  How- 


ever, other  possible  causes  of  hepatic  damage 
were  present  in  both  cases,  and  it  was  not 
possible  to  settle  the  blame  upon  the  anes- 
thetic in  either  instance.  Clinical  experience 
to  date  suggests  that  liver  damage  follow- 
ing halothane  is  rare,  and  laboratory  tests 
of  liver  function  have  failed  to  demonstrate 
differences  between  halothane  and  other 
commonly  used  anesthetics. 

(Reprinted  from  JAMA  Section  “References  and 
Reviews”  184:235  (No.  1)  1963). 


The  Woman's  Auxiliary 

Lancaster  County  Medical  Auxiliary — 

Mrs.  Paul  Peterson  was  elected  president 
of  the  Lancaster  County  Medical  Auxiliary 
at  the  Annual  Spring  Luncheon  which  was 
held  at  the  Lincoln  University  Club  on  April 
first.  Mrs.  Frank  Cole  was  chosen  vice 
president;  Mrs.  A.  L.  Smith,  Sr.,  secretary, 
and  Mrs.  Quentin  Bradley,  treasurer. 

The  Philanthropic  Chairmen,  Mrs.  L.  E. 
Finney  and  Mrs.  R.  E.  Garlinghouse,  an- 
nounced gifts  of  two  hundred  dollars  to  the 
Nebraska  Medical  Foundation,  two  hundred 
dollars  to  the  AMERF,  and  one  hundred  dol- 
lars to  the  Camp  Floyd  Rogers.  Other  activ- 
ities carried  on  under  the  leadership  of  Presi- 
dent Mrs.  John  A.  Brown  HI,  included  a 
paramedical  career  recruitment  program,  a 
Christmas  collection  of  dolls  for  Family 
Welfare,  and  a luncheon  honoring  the  senior 
nurses  and  advisors  of  the  Lincoln  hospitals. 

Mrs.  L.  T.  Davies 

Dawson  County  Medical  Auxiliary — 

Officers  of  the  Dawson  County  Medical 
Auxiliary  were  elected  for  a second  term  at 
the  March  meeting  with  Mrs.  C.  H.  Sheets 
in  Cozad. 

Serving  the  Auxiliary  in  1963-64  are: 
President,  Mrs.  D.  A.  McGee,  Lexington; 
Vice-President,  Mrs.  Wm.  B.  Long,  Lexing- 
ton; Secretary,  Mrs.  0.  P.  Rosenau,  Cozad; 
Treasurer,  Mrs.  P.  B.  Olsson,  Lexington. 

Present  were  Mesdames:  C.  H.  Sheets, 
Chas.  Hranac,  Cozad;  0.  P.  Rosenau,  Cozad; 
S.  H.  Perry,  Gothenburg;  Dean  Gilg,  Over- 


May,  1963 


299 


ton;  A.  W.  Anderson,  John  Finegan,  Wm. 
Long,  D.  A.  McGee,  V.  D.  Norall,  P.  B.  01s- 
son,  E.  A.  Watson,  and  Ray  Wycoff,  Lex- 
ington. 

Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Auxiliary 
met  in  April  with  Mrs.  Dean  A.  McGee, 
Lexington,  following  dinner  with  County 
Medical  Society  members. 

We  were  delighted  to  learn  of  the  ap- 
pointment of  Mrs.  S.  H.  Perry,  Gothenburg, 
as  State  Legislation  Chairman  by  President- 
Elect  Mrs.  R.  B.  Rundquist. 

Mrs.  Perry  has  appointed  the  Dawson 
County  group  as  her  committee  to  facilitate 
rapid  distribution  of  informative  material 
throughout  the  state  during  the  next  crucial 
(for  medicine)  legislative  months.  She  also 
reported  on  the  State  Board  meeting  in  Lin- 
coln. 

Mrs.  William  B.  Long, 
Lexington. 

We  See  in  the  Papers — 

— Lincoln  Star,  March  5,  1963 : The  mem- 
bers of  the  Lancaster  County  Medical  Aux- 
iliary entertained  at  their  annual  luncheon 
on  Monday  (March  4)  honoring  senior  nurs- 
ing students  in  the  Lincoln  hospitals. 

— Kearney  ,Huh,  March  25,  1963:  Mrs. 
John  M.  Christlieb,  Omaha,  president  of  the 
Nebraska  State  Medical  Association  Wom- 
an’s Auxiliary,  will  be  a guest  of  the  Buffalo 
County  Medical  Auxiliary  for  their  meeting 
Tuesday  evening  (March  26)  at  the  Fort 
Kearney  Hotel. 

— Overton  Observer,  March  21,  1963:  Of- 
ficers of  the  Dawson  County  Medical  Aux- 
iliary were  elected  for  a second  term  at  the 
March  meeting  with  Mrs.  C.  H.  Sheets 
in  Cozad. 

Auxiliary’s  Program  at  Atlantic  City — 

An  address  by  a member  of  the  House 
Ways  and  Means  Committee,  discussion  of 
suicide  prevention  programs,  a report  on  our 
overseas  embassy  of  health  and  a special 
award  to  television  actress  Donna  Reed  will 


highlight  the  40th  annual  convention  of  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association. 

Emphasizing  community  service  and  meth- 
ods of  communicating  with  both  the  profes- 
sion and  the  public,  a special  program  has 
been  planned  for  physicians’  wives  attend- 
ing the  June  16-20  meeting  at  Atlantic  City’s 
Haddon  Hall  Hotel. 

Among  the  speakers  featured  on  Tuesday, 
June  17  will  be  Rep.  Bruce  Alger  (R-Texas), 
who  will  discuss  “Doctors’  Concern  With 
Federal  Legislation,”  and  Dr.  William  B. 
Walsh,  president,  People-to-People  Health 
Foundation,  who  will  report  on  Project 
HOPE  activities. 

Also  scheduled  to  appear  are  Mr.  Louis  F. 
Lucas,  executive  director.  National  Rifle  As- 
sociation of  America,  who  will  outline  a gun 
safey  program  designed  for  the  local  level, 
and  Mrs.  Haven  Smith,  chairman.  Women’s 
Activities,  American  Farm  Bureau  Federa- 
tion. Mrs.  Smith  will  emphasize  the  cooper- 
ative work  being  done  in  rural  health  by  the 
Auxiliary  and  the  Federation. 

A report  on  the  Auxiliary’s  civil  defense 
program  will  highlight  medical  self-help 
training  — the  study  for  survival.  Recruit- 
ment techniques  will  be  emphasized  in  the 
health  careers  program  discussion. 

Methods  of  telling  both  the  medical  pro- 
fession and  the  public  about  Auxiliary  serv- 
ice projects  will  be  discussed  by  Mrs.  Muriel 
Fox  Aronson,  vice  president,  Carl  Byoir 
and  Associates,  a New  York  public  rela- 
tions firm,  and  Robert  Riley,  editor,  AMA 
News.  Ways  of  keeping  the  Auxiliary  mem- 
bership informed  will  also  be  featured. 

Presiding  at  the  meeting,  which  formally 
convenes  Monday,  June  16,  will  be  Mrs.  Wil- 
liam G.  Thuss,  Birmingham,  Ala.,  Auxiliary 
president.  During  the  opening  day  session, 
state  Auxiliary  presidents  will  report  on  the 
outstanding  state  activities  of  the  year. 

A feature  of  the  convention  will  be  the 
presentation  of  a commendation  to  Donna 
Reed  for  her  television  portrayal  of  a doc- 
tor’s wife.  Mrs.  Thuss  will  make  the  presen- 
tation at  the  Tuesday  luncheon  honoring  na- 
tional Auxiliary  past  presidents. 
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Guest  speaker  at  the  luncheon  will  be 
AMA  President  George  M.  Fister,  M.D., 
Ogden,  Utah.  At  this  time,  the  Auxiliary’s 
annual  contribution  to  the  nation’s  36  medi- 
cal schools  through  the  AMA  - Education 
and  Research  Foundation  will  be  announced. 
Last  year’s  gift  was  over  $240,000. 

On  Sunday,  June  15,  Mrs.  Thuss  and  Mrs. 
C.  Rodney  Stoltz,  Watertown,  S.D.,  Aux- 
iliary president-elect,  will  be  honored  at  a 
tea  and  fashion  show. 

That  night.  Auxiliary  members  will  at- 
tend a new  program  feature  of  the  AMA 
annual  meeting  — a session  on  the  relation- 
ship between  physicians  and  clergymen. 
Featured  speakers  will  be  The  Most  Rev. 
Fulton  J.  Sheen,  Catholic  Biship  of  New 
York,  and  Dr.  Edward  Rynearson,  of  the 
Mayo  Clinic. 

Mrs.  Stoltz  will  be  installed  as  president 
at  the  concluding  business  session  Wednes- 
day morning.  Election  and  installation  of 
other  national  officers  will  be  held  then. 
Guest  speaker  will  be  AMA  President-elect 
Edward  Annis,  M.D.,  Miami,  Fla. 

A post-convention  conference  for  all  Aux- 
iliary members  will  be  held  Thursday,  June 
20.  The  1963-64  programs  and  chairmen 
will  be  presented,  and  Dr.  Ernest  B.  Howard, 
AMA  assistant  executive  vice  president,  will 
discuss  principal  actions  of  the  AMA  House 
of  Delegates. 

The  Rev.  Dr.  Paul  B.  McCleave,  director, 
AMA  Department  of  Medicine  and  Religion, 
will  also  speak  at  this  session,  in  conjunction 
with  the  presentation  of  a new  Auxiliary 
program. 

The  convention,  which  is  held  at  the  same 
time  as  the  AMA’s  112th  annual  meeting, 
will  formally  adjourn  at  noon  Thursday, 
June  20. 

All  members,  their  guests  and  guests  of 
physicians  attending  the  AMA  meeting  may 
participate  in  the  general  sessions  and  social 
functions  of  the  Auxiliary.  A special  pro- 
gram has  been  planned  for  teen-agers. 

Local  arrangements  for  the  convention  are 
under  the  direction  of  Mrs.  David  B.  All- 
man,  Atlantic  City.  The  vice  chairmen  are: 


Mrs.  Edward  H.  Dyer,  Mrs.  Charles  Hyman 
and  Mrs.  Harry  Subin,  all  of  Ventnor,  N.J. ; 
Mrs.  William  E.  Dodd,  Beach  Haven,  N.J., 
and  Mrs.  Samuel  L.  Winn,  Margate  City, 

N.J. 


fKnow  Your 

Blue  Shield  Plan 

In  the  Palm  of  Your  Hand — 

“Blue  Shield  holds  in  the  palm  of  its 
hand  the  survival  of  professional  freedom  in 
this  country.”  So  declared  Dr.  Norman  A. 
Welch  in  a recent  address,  and  there  are 
few  thoughtful  students  of  the  medico-eco- 
nomic scene  who  would  disagree  with  him. 
Dr.  Welch  is  a former  Chairman  of  the 
Board  of  the  National  Association  of  Blue 
Shield  Plans  and  now  is  Speaker  of  the 
American  Medical  Association  House  of 
Delegates. 

If  the  survival  of  professional  freedom  de- 
pends on  Blue  Shield,  it  is  equally  true  that 
the  survival  of  Blue  Shield  depends  on  the 
medical  profession  — on  our  willingness  to 
face  the  facts  of  life  and  to  support  realistic 
solutions  for  the  problems  we  confront. 

A good  Blue  Shield  program  — one  that 
our  patients  will  not  only  accept  but  defend 
— provides  for  lower  and  middle  income 
families  an  assurance  of  fully  prepaid  serv- 
ice benefits  for  a broad  spectrum  of  profes- 
sional services.  Mere  cash  indemnity  bene- 
fits — unrelated  to  the  fair  value  of  needed 
professional  services  — are  not  enough.  If 
medicine  had  not  embraced  the  principle  of 
dependable  service  benefits  in  most  Blue 
Shield  programs,  the  voluntary  medical  pre- 
payment program  would  have  died  aborning, 
and  we  would  be  operating  under  a state- 
dominated  plan  of  medical  care  today. 

Fortunately  for  us  — and  for  the  Ameri- 
can people  — Blue  Shield  is  on  the  march. 
Indeed,  Dr.  Welch  prophesies  that  “we  will 
shortly  see  the  day  when  it  would  take  a 
great  deal  of  courage  to  criticize  Blue  Shield 
because  of  the  respect  of  the  public  for  what 
we  are  trying  to  do.  By  your  participation 
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in  such  a respected  program  you  will  do  more 
to  preserve  the  private  practice  of  medicine 
than  by  any  other  single  effort  on  the  physi- 
cians’ part.” 

BLUEPRINT  FOR  BANKRUPTCY  OF  A 
NATION  AND  ITS  HEALTH 

(Continued  from  page  207) 
year  cost,  says  the  AMA’s  Department  of 
Economic  Research,  is  $2.3  billion  and  more 
thereafter.  All  of  this,  of  course,  is  the 
old  familiar  pattern  of  unfunded  benefits 
and  rising  taxation. 

With  the  proposed  advances  in  Social  Se- 
curity taxation  upon  employees  and  employ- 
ers, 31  states  would  pay  out  more  to  Wash- 
ington in  Social  Security  and  general  taxes 
than  they  could  possibly  anticipate  in  bene- 
fits returned  per  aged  individual  in  their 
respective  populations.  But  that’s  not  new 
because  a tax  dollar  loses  weight  in  making 
the  round  trip  from  home  to  Washington 
and  back  again  as  a federal  beneficence. 

Some  people,  to  be  sure,  will  believe  any- 
thing. But  how  anybody,  given  a taste  of 
the  facts,  could  conceive  of  H.R.  3920  as  be- 
ing other  than  fraudulent  flim-flam  is  be- 
yond rational  comprehension. 

IV 

The  bill,  as  was  the  case  with  its  notorious 
predecessors,  must  die  the  legislative  death  it 
richly  deserves.  It  is  a hoax,  a deception, 
and  a tissue  of  contradictions  by  any  yard- 
stick. It  will  socialize  medicine  and  it  will 
not  benefit  a single  American  medically  in  a 
manner  he  is  not  or  could  not  already  be 
helped.  It  is  a blueprint  for  a total  medical 
welfarism  and  a calculated  plan  for  the  de- 
struction of  voluntary  prepayment  and 
health  insurance. 

That  the  unctuous  assurances  of  prohibit- 
ing “any  federal  officer  or  employee  to  ex- 
ercise any  supervision  or  control  over  the 
practice  of  medicine  or  the  manner  in  which 
medical  services  are  provided”  or  the  claims 
of  the  proponents  to  the  contrary,  the  final 
section  of  the  bill  is  a grand  design  for  total 
socialization  of  medicine. 

It  is  total  federal  control  when  the  meas- 


ure directs  the  Secretary  of  HEW  to  develop 
recommendations  to  the  Congress  relating 
to  (1)  the  adequacy  of  existing  facilities 
for  health  care  for  the  purposes  of  the  pro- 
gram established  by  this  Act;  (2)  methods 
for  encouraging  the  further  development  of 
efficient  and  economical  forms  of  health 
care  which  are  a constructive  alternative  to 
inpatient  hospital  care;  (3)  the  feasibility 
of  providing  additional  types  of  health  insur- 
ance benefits  within  the  financial  resources 
provided  by  this  Act;  and  (4)  the  effects  of 
the  deductables  upon  beneficiaries,  hos- 
pitals, and  the  financing  of  the  program. 

The  distinguished  insurance  executive,  E. 
J.  Faulkner  of  Lincoln,  Neb.,  said  that  “in 
America  we  enjoy  the  highest  quality  of  med- 
ical care  of  any  large  nation.  Most  of  us 
believe  this  stems  importantly  from  a medi- 
cal profession  free  from  lay  interference  in 
professional  matters.” 

The  King-Anderson  crowd  has  plans 
aplenty  for  all  the  interference  that  can  be 
written  into  the  statute  books.  They  care 
not  one  whit  for  the  health  of  the  nation, 
for  its  fiscal  integrity,  nor  for  the  aged 
whose  plights  they  loudly  bewail.  In  any 
event,  history  must  judge  them  for  what 
they  are  and  the  judgment  will  be  harsh. 
But  harsher  yet  will  be  history’s  judgment 
of  those  who  understand  this  design  of  surd 
evil  and  do  nothing  to  halt  its  course — R.B.K. 


Down’s  Syndrome  (Mongolism) : Other  Con- 
genital Malformations  and  Cancers  Among 
Sibs  of  Leukemic  Children — R.  W.  Miller, 
New  Engl  J Med  268:393  (Febr.  21)  1963. 

Among  519  leukemic  children,  mongolism 
and  other  major  congenital  defects  were 
more  common  than  normally  expected. 
Among  the  1,118  sibs  of  leukemic  children, 
5 were  mongols  and  8 had  had  cancer  (5 
leukemia) . kliscarriages  were  more  com- 
monly reported  by  mothers  of  leukemic  chil- 
dren than  by  mothers  of  matched  control 
children.  These  observations  suggested  that 
childhood  leukemia  is  associated  with  a con- 
stellation of  disorders  which  have  as  a com- 
mon feature  cytogenetic  defect.  When  the 
family  history  of  the  leukemic  person  reveals 
such  disorders,  cytogenetic  study  is  appro- 
priate. 
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ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretai-y 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
.American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New'  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New'  York  19,  New'  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Distrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairburj',  Nebraska 
National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Llovd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  .Association 

J.  William  Heivert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
.American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street 
Omaha  5,  Nebraska 
Nebraska  Heart  Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggenei-,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  .Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Aledical  .Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  .Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  Tuberculosis  .Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  .Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebi'aska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Sustained 

high-level  protection 
in  peptic  ulcer 

£ all  day 


^ all  night 


b,  i.  d.  dosage 

PRO-BANTHINE  RAI 

Brand  of  PROPANTHELINE  Bromide 

Prolonged- Acting  Tablets -30  mg. 

Pro-Banthine  P.A.  provides  the  full  anticholinergic  benefit 
of  Pro-Banthine®  plus  the  greater  convenience  and  more 
consistent  therapeutic  effect  of  a long-acting  dosage  form. 

Asher^  has  summarized  the  advantages  of  prolonged- 
action  dosage  forms:  “First,  they  should  be  of  great  value  in 
the  suppression  of  night  acid  secretion  in  the  ulcer  patient. 

Also,  in  the  ulcer  patient,  with  high  acid  secretion  during 
the  day  these  drugs  should  be  of  help  when  used  with  regu- 
lar doses  of  shorter-acting  anticholinergic  agents.  A third 
application  is  in  the  chronic  treatment  of  certain  patients 
whose  tendency  to  recurrent  ulcer  has  been  established.” 

Pro-Banthine  P.A.  offers  consistent,  sustained  anticholin- 
ergic effects  for  more  consistent  suppression  of  acid  secre- 
tion and  motility  on  simple  twice  or  thrice  daily  dosage  in 
most  patients. 

s.D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 


Suggested  Adult  Dosage: 

One  tablet  at  bedtime  and  one  in  the 
morning,  supplemented,  if  necessary,  by 
additional  tablets  of  Pro-Banthine  P.A. 
or  standard  Pro-Banthine  to  meet  indi- 
vidual requirements. 

Pro-Banthine  P.A. 

is  supplied  as  capsule-shaped,  peach- 
colored  tablets  of  30  mg.  each. 

Contraindications: 

Glaucoma;  severe  cardiac  disease. 

Possible  Side  Actions: 

Xerostomia,  mydriasis  and,  occasionally, 
hesitancy  in  urination.  Theoretically,  a 
curare-like  action  may  occur. 


1.  Asher,  L.  M.:  The  Choice  of  Anticholinergic  Drugs 
in  the  Treatment  of  Functional  Digestive  Diseases, 
Amer.  J.  Dig.  Dis.  -4.-260-275  (April)  1959. 
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TECHNICAL  EXHIBITORS 
(Continued  from  page  24-A) 

INTERNATIONAL  BUSINESS  MACHINES, 
3102  Farnam,  Omaha,  Nebraska  — Booth  No.  4. 
IBM  Corporation  will  exhibit  its  complete  line  of 
ELECTRIC  TYPEWRITERS  featuring  the  new  and 
revolutionary  IBM  SELECTRIC  MODEL  with 
Single  Element  Printing.  They  will  also  display 
a complete  line  of  Dictating  Equipment  featuring 
MAGNETIC  MEDIA  & a complete  Remote  Micro- 
phone Network  System. 


ELI  LILLY  and  COMPANY,  Indianapolis  6,  In- 
diana — Booth  No.  40.  You  are  cordially  invited 
to  visit  the  Lilly  exhibit  located  in  space  40.  The 
Lilly  sales  people  in  attendance  welcome  your 
questions  about  Lilly  products  and  recent  thera- 
peutic developments. 


MARION  LABORATORIES,  INC.,  4500  East 
75th  Terrace,  Kansas  City  32,  Missouri  — Booth 
No.  29.  PAVABID.  Pavabid  Plateau  CAPS  utilize 
papaverine  hydrochloride,  150  mg.  in  a unique  new 
timed  release  dosage  form  that  provides  the  smooth 
muscle  vascular  relaxation  quality  of  PAVABID 
in  a b.i.d.  dosage  that  offers  24  hour  utilization  of 
this  drug’s  activity. 

The  presentation  of  papaverine  hydrochloride  in 
a Plateau  CAP  dosage  form  may  be  utilized  effec- 
tively for  the  relief  of  cerebral  and  peripheral 


ischemia  associated  with  vascular  spasms  and  myo- 
cardial ischemia  complicated  by  arrhythmias. 

THE  MEDICAL  PROTECTIVE  COMPANY,  5814 
Reed  Road,  Fort  Wayne,  Indiana  — Booth  No.  5. 
With  exceptional  proficiency  in  defense,  so  essen- 
tial to  the  Doctor’s  protection  today,  The  Medical 
Protective  Company  offers  unexcelled  coverage  in 
any  claim  or  suit  for  damages  based  on  profession- 
al services  rendered  or  which  should  have  been  ren- 
dered. Its  experience  from  the  successful  handling 
of  84,000  claims  and  suits  during  64  years  of  Pro- 
fessional Protection  Exclusively  is  uuparalleled  in 
the  professional  liability  field. 

MEDCO  PRODUCTS  COMPANY,  Tulsa,  Okla- 
homa — Booth  No.  34.  Presenting  the  MEDCO- 
SONLATOR.  Providing  a new  concept  in  therapy 
by  combining  muscle  stimulation  and  ultra  sound 
simultaneously  through  a SINGLE  Three  - Way 
Sound  Applicator.  The  MEDCO-SONLATOR  is  a 
distinct  advance  in  the  effectiveness  of  physical 
therapy  in  your  office  or  hospital.  A few  minutes 
in  our  booth  should  prove  of  value  to  your  prac- 
tice. 

MUTUAL  BENEFIT  LIFE  INSURANCE  COM- 
PANY, 101  So.  36th  Street,  Omaha,  Nebraska  — 
Booth  No.  27.  Mutual  Benefit  Life  Insurance  Com- 
paiy  will  feature  ESTATE  PLANNING  FOR 
PHYSICIANS. 

(Continued  on  page  40- A) 
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FOR  PROFESSIONAL 


RECOMMENDATION  ONLY 


THE  NEW  LEDERLE 
NON-PRESCRIPTION  SYMBOL 


This  new  symbol  is  used  to  distinguish  Lederle  products  your  patients  may  purchase  without 
prescription  but  which  we  believe  should  have  your  professional  recommendation.  Today,  with 
the  cost  of  medical  care  often  the  subject  of  discussion,  it  is  imperative  that  only  highest  quality 
products  be  recommended  so  that  the  purchaser  receives  ^1  value.  For  ^1  value  recommend 
Lederle  products  because  Lederle  quality  control  goes  far  beyond  ordinary  minimums. 

This  symbol  represents  a long-standing  Lederle  policy  and  is  your  assurance  that  Lederle 
products  are  promoted  only  in  an  ethical  manner.  It  identifies  Lederle  non-prescription  prod- 
ucts, some  of  which  are  GEVRAL®  Capsules  Vitamin  - Mineral  - Nutritional  Supplement 
GEVRABON®  Geriatric  Vitamin-Mineral  Supplement,  STRESSCAPS®  Stress  Formula  Vitamins  and 
FERRO-SEQUELS®  Sustained  Release  Iron  Capsules. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


What  Does  Rehabilitation  Offer — 

(Continued  from  page  32- A) 
burns,  multiple  fractures  and  other  serious 
diseases  of  the  joints  or  of  the  nervous  sys- 
tem. 

Actually  the  degree  of  disability,  and 
therefore  the  urgency  of  rehabilitation 
therapy,  may  be  related  more  to  the  indi- 
vidual than  to  the  illness  or  the  severity  of 
the  illness  or  injury.  Some  are  disabled  as 
a result  of  a series  of  relatively  minor  inci- 
dents, none  of  which  taken  alone  would  be 
of  much  significance.  The  present  day  re- 
habilitation center  represents  an  attempt 
to  meet  the  varied  needs  of  the  patient.  Its 
staff  include  a variety  of  specialists,  and 
although  not  every  patient  will  need  the 
seiwices  of  all  of  them,  all  must  be  avail- 
able to  handle  the  problems  inherent  in  dif- 
ferent disabilities. 

Medications  and  Accidents — 

“Last  year  in  the  United  States  a record 
41,000  persons  lost  their  lives  in  traffic  ac- 
cidents. Statistics  aren’t  available  on  what 


role  medications  may  have  played  in  causing 
some  of  the  accidents,  but  there  is  a possi- 
bility that  some  preparations  may  be  dan- 
gerous when  used  by  a person  who  later 
drives.  It  is  known  that  some  of  the  active 
ingredients  of  preparations  sold  for  the  re- 
lief of  such  things  as  congestion  may  cause 
drowsiness  in  drivers.  Obviously,  this  will 
cause  loss  of  concentration  and  alertness,  and 
slow  the  reflexes  of  the  driver,  with  possibly 
fatal  results. 

“Physicians  are  in  a position  to  help  fight 
this  problem.  When  prescribing  medica- 
tions, be  sure  that  the  patient  is  alert  to 
any  side  effect  which  may  be  dangerous  when 
driving.  And  caution  all  your  patients  to 
read  carefully  all  warnings  on  the  labels  of 
medications  purchased  without  prescriptions. 
(The  Pennsylvania  Medical  Jownal). 

New  Members  ,W®komed — 

In  a special  booklet  for  county  medical 
societies  giving  suggestions  on  getting  new 
members  into  active  society  participation, 
the  New  York  State  Medical  Society  says: 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


WANTED  — Doctors  for  proposed  offices,  clinic 
building.  Excellent  populated  south  Lincoln  loca- 
tion. Near  industrial  park.  Lease  or  partnership. 
Inquiries  confidential.  R.  Dula,  2420  South  22nd 
Street,  Lincoln,  Nebr. 


GENERAL  PR.\CTICE  — Our  doctor  leaving  be- 
cause of  heart.  Two  man  office  with  eight  rooms 
available.  Large  practice  in  thriving  community. 
Good  churches,  new  school,  two  accredited  hospitals 
in  area.  Write  or  call  Mr.  Jim  Grosserode,  Scrib- 
ner, Nebraska. 


IDEAL  SUBURBAN  OFFICE  SPACE  — South- 
east Lincoln,  1000  square  feet,  available  July  1st. 
Plenty  off-street  parking.  Call  Lincoln,  423-3744. 


NEBRASKA  GP  — Who  has  been  in  solo  prac- 
tice and  operating  a 20-bed  hospital  for  the  past 
ten  years  is  tired  of  working  24  hours  a day  and 
desires  to  associate  with  a group  or  individual. 
Write  Box  28,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


2 INTERNISTS  WANTED  — Unusual  opportunity 
to  join  a young,  multi-specialty  group.  Salary  $18,- 
000  first  year  with  rapid  acceleration  to  partner- 
ship. Exceptional  Clinic  and  Hospital  facilities  in 
Midwest  town  of  30,000  which  is  the  Medical  Center 
of  large  trade  area  and  fine  place  to  raise  a family. 
Write  Box  27,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


NOTICE  TO  ALL  CONTRIBUTORS 

The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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1220  DEWEY  AVENUE 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
\ Tel.  No.:  B/uemound  8-2600  j 


ESTABLISHED  1884-  . . . BOOKLET  ON  REQUEST 
B Fu//y  Accredited 


“In  view  of  the  milestone  election  to  mem- 
bership in  a county  medical  society  repre- 
sents in  the  life  of  a young  physician,  it 
is  only  fitting  that  it  take  place  amid  ap- 
propriate ceremonies.  Many  of  our  most  ac- 
tive county  medical  society  leaders  date 
their  interest  in  medical  affairs  to  events 
surrounding  their  acceptance  in  their  coun- 
ty society.  Others  who  seldom  attend  their 
county  society  meetings  indicate  that  their 
lack  of  interest,  and  therefore,  their  infre- 
quent attendance  at  society  meetings  is  due 
to  the  casual  manner  in  which  they  were 
elected  to  membership  in  their  county  so- 
ciety.” 

Many  county  societies  have  prepared  leaf- 
lets or  brochures  pointing  out  the  advant- 
ages of  society  membership.  These  leaflets 
range  from  very  simple  four-page  pieces 
to  elaborate  printed  brochures.  A typical 
leaflet  gives  the  following  information : 
what  the  . . . medical  society  is,  how  it  op- 
erates, its  officers,  its  finances,  its  dues, 
and  its  activities.  Others  include  a little 
society  history,  both  scientific  and  non-scien- 


tific,  and  also  give  the  obligations  of  mem- 
bers. Also  of  value  in  impressing  upon  ap- 
plicants the  values  of  organized  medicine  are 
handbooks  which  serve  as  the  physician’s 
guide  to  membership  services.  (Journal  of 
the  Michigan  State  Medical  Society). 


FAMILIAL  OCCURRENCE  OF  MECKEL’S 
DIVERTICULUM 

Meckel’s  diverticulum  was  found  at  lap- 
arotomy in  4 members  of  a family  — a 
mother,  two  of  her  daughters,  and  her  sister. 
Search  of  the  literature  has  revealed  three 
other  family  groups  with  Meckel’s  diverti- 
culum found  in  two  members  in  two  of  the 
families  and  four  members  in  the  other  fam- 
ily. Meckel’s  diverticulum,  the  commonest 
congenital  abnormality  of  the  gastrointestin- 
al tract,  hence  may  have  significant  familial 
occurrence.  Consequently,  when  Meckel’s  di- 
verticulum has  been  found  in  one  member 
of  a family,  it  should  be  considered  as  a caus- 
ative factor  in  abdominal  symptomatology  in 
another  sibling  or  relative. 

(H.  J.  Lewenstein  and  S.  S.  Levenson.  New  Engl 
J Med  268:311,  Febr  7,  1963). 
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TECHNICAL  EXHIBITORS 
(Continued  from  page  36-A) 

PFIZER  LABORATORIES,  235  East  42nd 
Street,  New  York  17,  New  York  — Booth  No.  20. 
You  are  cordially  invited  to  visit  Pfizer  Labora- 
tories’ booth  where  our  Professional  Service  Rep- 
resentatives will  be  pleased  to  discuss  the  latest 
topics  of  clinical  interest. 

PHYSICIANS  & HOSPITALS  SUPPLY  COM- 
PANY, 1400  Harmon  Place,  Minneapolis,  Minnesota 
— Booth  No.  11.  We  are  exhibiting  the  all-new 
Ritter  Electrical  Hydraulic  Table.  Don’t  miss  this 
demonstration.  In  addition,  we  have  many  new 
items. 

PROFESSIONAL  CREDIT  CONTROL,  INC.,  700 
Lincoln  Building,  Lincoln,  Nebraska  — Booth  No. 
12.  Over  14  years  experience  in  handling  slow  and 
delinquent  accounts  for  professional  people.  We 
pride  ourselves  in  being  of  great  assistance  and  still 
leaving  a good  relationship  between  the  doctor  and 
the  patient.  Our  charges  are  about  one-half  the 
fee  other  similar  services  are  charging. 

A.  H.  ROBINS  COMPANY,  INC.,  1407  Cumings 
Drive,  Richmond,  Virginia  — Booth  No.  9.  Wel- 
come to  the  convention.  Doctor,  from  the  A.  H. 
Robins  Company.  We  hope  you  can  stop  at  our  dis- 
play for  a moment.  The  representatives  there  will 
be  happy  to  answer  any  questions  you  may  have 
about  our  products  and  explain  their  advantages. 

ROCHE  LABORATORIES,  Nutley  10,  New  Jer- 
sey — Booth  No.  25.  LIBRIUM  — a therapeutic 

WOULD  YOUR  OFFICE  RENT  STOP  . . . 
IF  YOU  WERE  HOSPITALIZED  FOR 
SIX  MONTHS? 

Of  course  not!  That’s  just  one  of  the  reasons 
why  wise  physicians  and  dentists  take  ad- 
vantage of  broad  new  benefits  available  in 
our  “Loss  of  Time”  policy. 

We  pay  YOU  each  month  when  you  are  hos- 
pitalized or  disabled. 

For  full  details,  at  no  obligation,  simply  send 
the  coupon  below. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 

“The  Doctors  Company” 

Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time”  policy. 

NAME AGE 

ADDRESS 

r 

CITY STATE 


agent  for  superior,  safer,  faster  control  of  nervous- 
ness, anxiety,  tension  and  other  common  emotional 
disturbances  without  the  dulling  effect  or  depres- 
sant action  of  the  tranquilizers. 

W.  B.  SAUNDERS  COMPANY,  West  Washington 
Square,  Philadelphia,  Pennsylvania  — Booth  No. 
6.  New  Saunders  books  since  last  year’s  meeting 
include:  1963  Current  Therapy;  Bockus:  Gastro- 
enterology; Warren:  Surgery;  Bland:  Disturb- 

ances of  Body  Fluids;  Nadas:  Pediatric  Cardiology; 
Hinshaw  and  Garland:  Diseases  of  the  Chest; 

Davrdsohn  and  Wells:  Todd-Sanford’s  Clinical  Diag- 
nosis by  Laboratory  Methods;  and  Williamson:  Of- 
fice Procedures. 

JULIUS  SCHMID,  INC.,  423  West  55th  Street, 
New  York  19,  New  York  — Booth  No.  17.  An  inter- 
esting and  informative  exhibit  featuring  IMMOLIN 
Vaginal  Cream-Jel  for  use  without  a diaphragm, 
RAMSES  Flexible  Cushioned  and  BENDEX  Dia- 
phragms; RAMSES  Vaginal  Jelly;  VAGISEC 
Liquid  and  VAGISEC  PLUS  Jelly  and  Suppositories 
for  vaginal  trichomoniasis  therapy;  and  XXXX 
(Fourex)  Skin  Condoms,  RAMSES,  SHEIK  and 
SHEIK  LUBRICATED  Rubber  Condoms  for  the  con- 
trol of  trichomonal  reinfection. 

G.  D.  SEARLE  and  COMPANY,  P.O.  Box  5110, 
Chicago,  Illinois  — Booth  No.  31.  You  are  cordially 
invited  to  visit  the  Searle  booth  where  our  repre- 
sentatives will  be  happy  to  answer  any  questions 
regarding  Searle  Products  or  Research. 

ULMER  PHARMACAL  COMPANY,  1400  Harmon 
Place,  Minneapolis  3,  Minnesota  — Booth  No.  10. 
The  Ulmer  Company  will  feature  the  following  prod- 
ucts for  your  consideration.  PENTAZYME:  A new 
preparation  for  the  relief  of  flatulence,  gastric  dis- 
tress and  symptoms  of  improper  digestive  processes. 
P.B.  SAL-C:  The  Family  group  of  products  for 
treating  a wide  range  of  arthritic  and  rheumatic 
disorders.  We  welcome  your  inquii-ies  and  com- 
ments. 

THE  WARREN-TEED  PRODUCTS  COMPANY, 
582  West  Goodale  Street,  Columbus  8,  Ohio  — 
Booth  No.  36.  MODANE — a deconstipant  for  relief 
and  rehabilitation  of  the  atonic  bowel.  KOAN — an 
extremely  palatable  oral  potassium. 

WINTHROP  LABORATORIES,  1450  Broadway, 
New  York  18,  New  York  — Booth  No.  15.  WIN- 
STROL,  the  new  complete  “physiotonic”  for  the 
undei-weight,  the  weak  and  debilitated.  Builds  body 
tissue,  confidence  and  alertness.  WINSTROL  is 
highly  active  orally,  simple  to  administer  and  suit- 
able for  prolonged  therapy  in  most  cases. 

Other  Exhibitors  at  the  Annual  Session 
Cusack-Harmon  Company 
Donley  Medical  Supply  Company 
Hugo  Heyn  Company 
International  Latex  Coi-poration 
Mead  Johnson  Laboratories 
Parke  Davis  & Company 
E.  R.  Squibb  & Sons 
Statistical  Accounting 
System  Sales 
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FOR  YOUR. HEALTH... 

COME  TO 


AMERICAN  MEDICAL 

ASSOCIATION 


cficn 


H ANNUAL 

MEETING 


JUNE  16  - 20 


Along  Atlantic  City’s  famed  seaside  boardwalk,  take  the  big 
step  toward  a complete  medical  “refresher.” 

The  world's  foremost  investigative  talent — latest  advances 
in  general  practice — newest  tools  and  techniques — hun- 
dreds of  topflight  exhibits — all  in  one  compact,  compre- 
hensive five-day  session — to  help  you  bring  to  your  patients 
the  best  that  medicine  has  to  offer. 

It's  all  in  Atlantic  City — and  it’s  all  for  YOU! 


See  JAMA  May  4 for  complete  scientific  program,  hotel 
accommodations  and  advance  registration  forms 

AMERICAN  MEDICAL  ASSOCIATION  / 535  N.  DEARBORN  ST.  / CHICAG0 10,  ILL 
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Sharp  & Car-Park 
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Lincoln's  Largest  Office 
and  Parking  Buildings 


560  Car  Spaces 

You  and  your  pa- 

tients con  drive  to 
t h e second  floor, 
walk  across  the 

bridge  into  the 

Sharp  Building. 

Free  Wheel  Choir 

Service  from 

Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 
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SHOP ... 


JACK  O.  CASEY.  Owner 
(Certified  Orthotist) 

Braces,  Belts 
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Artificial  Limbs 


CERTIFIED 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
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one  answer. . . three  minutes 
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three  answers 


. . .ten  seconds 


DIP 

AND 

READ 


combistix’ 

urine  protein  •glucose  • pH 


BASIC  COMBINATION  TEST  FOR  BEDSIDE  AND  OFFICE 


. . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — basic  as  the  stethoscope. 

Ames  products  are  available  through  your  regular  supplier.  38263 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


43-A 


Formerly  nervous  and  tense,  no’| 
better  able  to . . . 

enjoy  her 
family 

This,  in  essence,  is  what  happens  whenyo] 
place  a patient  on  Librium  (chlordiazepot 
ide  HCl).  Since  this  agent  generally  relieve! 
anxiety  and  tension  without  dulling  menta 
clarity  or  inducing  drowsiness,  most  pal 
tients  become  better  able  to  function  noil 
mally,  take  an  active  interest  in  family  anJ 
surroundings,  meet  and  solve  daily  probj 
lems.  This  antianxiety  agent  is  virtualll 
free  from  extrapyramidal  side  effects,  ancl 
does  not  produce  or  deepen  depression. 


DOSAGE;  Oral  - Usual  adult  dose  in  mild  to  moderati, 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 or 
times  daily.  Parenteral —To  control  acute  conditions' 
the  usual  initial  adult  dose  is  50  to  100  mg  I.M,  oi| 
I.V.;  not  more  than  300  mg  should  be  given  during 
6-hour  period.  □ SIDE  EFFECTS:  Oral  — Drowsinesi 
and  ataxia,  usually  dose-related,  have  been  reported 
in  some  patients  — particularly  the  elderly  and  debili 
tated.  Paradoxical  reactions,  i.e.,  excitement,  stimu 
lation,  elevation  of  affect  and  acute  rage,  have  been 
reported  in  psychiatric  patients:  these  reactions  may 
be  secondary  to  relief  of.  anxiety  and  should  be 
watched  for  in  the  early  stages  of  therapy.  Other  infre 
quent  dose-related  side  effects  have  included  isolated 
instances  of  minor  skin  rashes,  minor  menstrual  in 
regularities,  nausea,  constipation,  increased  and  de- 
creased libido.  Parenteral  — Following  parenteral  ad- 
ministration some  patients  may  become  drowsy  or 
unsteady.  The  injectable  form  has  occasionally  pro- 
duced mild,  transitory  fluctuations  of  blood  pressure. 
□ PRECAUTIONS:  Oral  - In  elderly,  debilitated  pa- 
tients, limit  dosage  to  smallest  effective  amount  to 
preclude  development  of  ataxia  or  oversedation  (not 
more  than  10  mg  per  day  initially,  to  be  increased 
gradually  as  needed  and  tolerated).  Until  the  correct 
maintenance  dosage  is  established,  patients  receiv- 
ing this  agent  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental 
alertness  or  physical  coordination.  Although  this 
agent  is  a valuable  aid  in  acute  and  chronic  alcohol- 
ism, caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  admin- 
istering it  to  addiction-prone  individuals.  Careful  con- 
sideration should  be  given  to  the  pharmacology  of  any 
agents  to  be  employed  with  Librium  (chlordiazepoxide 
HCI)  — particularly  the  MAO  inhibitors  and  phenothi: 
zines.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Periodic  blood  counts  and  liver 
function  tests  may  be  advisable  in  protracted  trea* 
ment.  Parenteral  — Parenteral  administration  is  indi- 
cated primarily  in  acute  states,  and  patients  receiving 
this  form  of  therapy  should  be  kept  under  observe 
tion,  preferably  in  bed,  for  a period  of  up  to  three 
hours.  Ambulatory  patients  should  not  be  permitted 
to  operate  a vehicle  following  injection.  The  usual 
precautions  of  reduced  dosage  should  be  ooserved 
when  treating  patients  with  impaired  renal  or  hepatic 
function.  The  injectable  form  should  not  be  given  to 
patients  in  shock  or  comatose  states.  Reduced  dos- 
age (usually  25  to  50  mg)  should  be  used  for  elderly 
or  debilitated  patients,  and  for  children. 


Anxiety  and  tension  relieved 
Alertness  maintained 

Librium’ 

(chlordiazepoxide  HCl) 

the  successor 

to  the  tranquilizers  fSS 
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whatever 
the  shape 
or  form 
of  allergy... 


Benadryl 

(Diphenhydramini 

hydrochloride) 

effectively  relieves  the  symptoms  of  vasomoi' 
rhinitis  For  patients  sensitive  to  animal  danders,  this  ag  t 
provides  twofold  therapeutic  action  to  help  abort  an  oiler' 
attack.  Antihistaminic  action:  A potent  antihistaminici' 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  sne 


g,  crimation,  nasal  blockage,  and  rhinorrhea.  Antispas* 
(O'ie  action:  Because  of  its  inherent  atropine-like 
^frties,  the  drug  affords  concurrent  relief  of  bronchial 
JOS.  Indications:  Allergic  diseases  such  as  hay  fever, 
lie  ic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
■ru  sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
ite  nal  allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
• Js  reactions  to  injection  of  contrast  media,  reactions  to 
arjeutic  preparations,  and  allergic  transfusion  reactions; 
sc  )ostoperative  nausea  and  vomiting,  nausea  of  preg- 
■ n , motion  sickness,  parkinsonism  and  drug-induced 
<tr  jyramidal  reactions,  and  quieting  emotionally  disturbed 
^il'en.  Parenteral  administration  is  indicated  where,  in  the 
dfient  of  the  physician,  prompt  action  is  necessary  and 
a'  herapy  would  be  inadequate.  Precautions:  Avoid 
O'faneous  or  perivascular  injection.  Single  parenteral  dos- 
ge  reater  than  TOO  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 
a germicidal  agent;  Elixir,  10  mg.  per 
4 cc.  with  14  per  cent  alcohol;  2 per 
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cent  Ointment  (water-miscible  base). 
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For  dramatic  restoration 

WINSTROL 

brand  of  STANOZOLOL 

Oral  anabolic  therapy  with  this  new 
physiotonic  helps  restore  the  patient’s: 
positive  protein  metabolism; 
confidence,  alertness  and  \ 

sense  of  well-being. 

WINSTROL  (stanozolol/Winthrop),  a heterocyclic 
steroid,  combines  highest  potency*  with  outstand- 
ing tolerance,  stimulates  appetite  and  promotes 
weight  gain ...  restores  a positive  metabolic  bal- 
ance. It  counteracts  the  catabolic  effects  of 
concomitant  corticosteroid  or  ACTH  therapy. 

WINSTROL  (stanozolol/Winthrop)  rebuilds  body 
tissue  while  it  builds  strength,  confidence  and  a 
sense  of  well-being  in  conditions  associated  with 
excess  protein  breakdown,  insufficient  protein  in- 
take and  inadequate  nitrogen  and  mineral  retention. 

Side  Effects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible,  and  patients  receiving  pro- 
longed treatment  should  be  examined  and  ques- 
tioned periodically  so  that,  should  side  effects 
appear,  the  dosage  may  be  reduced  or  adminis- 
tration of  the  drug  discontinued  for  a time. 

In  patients  with  impaired  cardiac  and  renal  func- 
tion, there  is  the  possibility  of  sodium  and  water 
retention.  Liver  function  tests  may  reveal  an 
increase  in  bromsulphalein  retention,  particularly 
in  elderly  patients.  In  such  cases,  therapy  should 
be  discontinued.  Although  it  has  been  used  in 
patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators 
to  be  a contraindication. 

Dosage:  Usual  adult  dose,  1 tablet  t.i.d.  before  or 
with  meals;  young  women,  1 tablet  b.i.d.;  children 
(school  age):  up  to  1 tablet  t.i.d.;  children  (pre- 
school age):  Vi  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  with  a high  protein  diet. 

Rx  WINSTROL 

(stanozolol/Winthrop)  whenever 
anabolic  therapy  is  indicated 

l/j^/nfhrop 

Winthrop  Laboratories,  New  York  18,  New  York 
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‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1 Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
• of  clinical  conditions. 

Q Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Q Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Milt  own* 


CM-923» 




WALLACE  LABORATORIES /CroMfewry,  N.J. 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
\ Tei.  No.:  Blue  mound  8-2600  j 


ESTABLISHED  1884-  . . . BOOKLET  ON  REQUEST 
Cj  Fu//y  Accredited 


Current  Comment 

Study  Over-Laping  Insurance  Coverage — 

The  Michigan  Hospital  Association  Com- 
mittee on  Prepayment  Plans,  in  cooperation 
with  Blue  Cross  and  the  Michigan  Commit- 
tee of  the  Health  Insurance  Council,  will 
conduct  a study  of  the  extent,  amount,  and 
implications  of  duplicate  hospital  insurance 
among  hospital  patients.  Concern  has  been 
expressed  that  over-lapping  insurance  cov- 
erage increases  utilization,  distorts  national 
statistics  on  hospital  expense,  and  compli- 
cates planning  for  hospital  expansion.  The 
study  will  attempt  to  develop  a foundation  of 
factual  data  for  future  consideration.  — 
Jou't'nal  of  the  Michigan  State  Medical  So- 
ciety 


The  Doctor  and  Medical  School — 

When  did  you  last  visit  a medical  school? 
Have  you  criticized  the  type  of  student  be- 
ing graduated  now?  Do  you  approve  of  the 
philosophy  of  the  schools?  What  is  your  own 
philosophy  concerning  the  practice  of  medi- 


cine? Do  you  think  medical  practice  in- 
volves problems  of  which  the  “ivory  tower” 
staffs  are  not  aware,  or  which  they  choose 
to  ignore?  These  questions  introduce  an 
editorial  in  the  Texas  State  Journal  of  Medi- 
cine. 

Each  of  us  has  expressed  thoughts  or 
doubts  on  such  questions  to  other  physicians 
who,  in  turn,  have  aired  their  pet  peeves. 
Such  exchanges  bring  to  mind  the  citizen 
who  is  hypercritical  of  his  government  and 
most  of  its  officials,  but  who  has  never 
bothered  to  vote,  write  a letter  to  his  rep- 
resentatives, or  offer  a word  of  constructive 
criticism  to  the  proper  authorities. 

Selecting  the  best  students,  securing  the 
best  teachers,  and  obtaining  the  necessary 
funds  for  undergraduate  and  postgi’aduate 
training  as  well  as  hospital  operation  and  re- 
search projects  are  not  easy  assignments. 
You  can  learn  more  of  the  complexities  in- 
volved by  visiting  a medical  school  and  ask- 
ing questions.  If  you  have  suggestions,  dis- 
cuss with  the  dean  or  director  of  a par- 
( Continued  on  page  10- A) 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  how  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range— and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
alkali-free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali.  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral 

BABY. 


alkali-free  baby  bar 


LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


The  Doctor  and  Medical  School — 

(Continued  from  page  8-A) 
ticular  department  the  things  which  you 
think  are  lacking  in  the  training  program. 

It  is  important  to  each  medical  school  to 
turn  out  the  best  possible  product.  The 
schools  are  attempting  to  fulfill  their  aim 
of  “better  medicine  for  more  people.”  If 
you  agree  that  this  should  be  their  goal  you 
can  help  them  to  achieve  it.  Your  ideas  may 
point  out  an  important  need  in  medical 
training  which  has  been  unintentionally  over- 
looked or  minimized. 

Some  practicing  physicians  are  convinced 
that  medical  schools  should  be  perfect,  but 
that  they  actually  have  feet  of  clay.  Fair 
reflection  may  indicate  that  clay  feet  are 
developed  by  wading  through  a mire  of 
which  many  of  us  are  unaware,  and  are  not 
helping  to  clear  away. 

Both  you  and  the  schools  can  benefit  from 
visits  and  from  open  and  sincere  efforts  on 
the  part  of  each  to  help  the  other.  If  we 
are  genuinely  trying  to  bring  better  medi- 
cine to  our  citizens,  we  must  cooperate,  and 


cooperation  hinges  on  a working  under- 
standing of  our  different  problems.  Only 
if  we  communicate  with  each  other  can  we 
know  and  appreciate  these  problems. 

If  you  cannot  visit,  write  a letter.  And 
if  you  think  the  medical  schools  are  doing 
a good  job  in  general  or  in  specific  areas, 
say  so.  Everyone  does  a better  job  when  he 
knows  that  someone  appreciates  his  efforts. 

Lock  Garbage  Cans  I — 

The  City  Council  of  Sunnyvale,  Calif.,  has 
amended  its  local  ordinances  to  allow  doctors 
and  medical  centers  to  put  locks  on  their 
garbage  cans. 

The  action  was  taken  after  parents  in  the 
San  Francisco  Peninsula  city  complained  to 
school  officials  that  children  were  coming 
home  with  disposable  hypodermic  syringes 
and  other  medical  discards,  apparently  lifted 
from  the  garbage  cans  at  a local  medical 
center.  Doctors  say  they  dispose  of  hypo- 
dermic needles  by  bending  them,  but  that  the 
plastic  syringes  are  still  capable  of  being 
used. 
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after  surgery:  vitamins  are  therapy 


vlutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
)f  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
or  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
3nd  contribute  to  full  recovery. 


i«ch  capsule  contains:  Vitamin  Bi  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  Bj  (Riboflavin) ...  10  mg.  / Niacinamide... 
00  mg.  / Vitamin  C (Ascorbic  Acid) ...  300  mg.  / Vitamin  B^  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  Bi  2 Crystalline  .. . 
mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
leficiencies.  Supplied  in  decorative  ‘'reminder”  jars  of  30  and  100. 


RECOMMENDATION  ONLY 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Stress  Formula  Vitamins  Lederle 


Solfotori 

for  mild^  continuous  sedation 


^ach  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications:  identical 
to  those  of  X gr.  phenobarbital. 


REFER  TO 

PDR 


Pqythress,  White  Section,  Page  808  {1963  edition) 
and  Product  Identification  Section 

COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain 

I A potent  analgesic  and 

a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 

1 but  it  does  hurt.  And  if  there  is  housework  to  do  and 
I kids  to  mind,  the  patient  needs  something  to  numb 
I the  pain. 

! 2.A.P.C.  compounds  have  limited  usefulness;  and 

i the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
i make  the  patient  feel  ‘dopey’. 

! 3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 

' contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 

I idin  it  is  both  a potent  analgesic  and  a superior  mus- 
I cle  relaxant;  it  also  contains  caffeine  to  offset  any 
S drowsiness  (“numbs  the  pain . . . not  the  patient”). 


...not  the  patient 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Sonuf  Compound  S 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

WALLACE  LABORATORIES  J Cranbury,  N.J. 


CSO-9193 


^1  IMPfll  M Splint  & Brace 

W.  B.  SAUNDERS  COMPANY  features 

LlllUULIl  SHOP. . . 

the  following  new  editions  in  their  full 

page  advertisement  appearing  elsewhere 

JACK  O.  CASEY.  Owner 

in  this  issue: 

(Certified  Orthotist) 

BEESON  and  AAcDERAAOTT  - CECIL-LOEB 

K.  Braces,  Belts 

TEXTBOOK  OF  MEDICINE 

/#^  ond 

The  New  (11th)  Edition  of  a world- 

Artificial  Limbs 

famous  text,  with  contributions  by 

173  noted  authorities  and  details 

E R T 1 F 1 E D 

of  over  800  diseases. 

We  Make  and 

ANDREWS  and  DOMONKOS  - DISEASES 

Repair  All  Types 

OF  THE  SKIN 

of  Orthopedic  and 

Prosthetic  Appliances 

A thorough  revision  of  a classic 

Shoe  Correction 

text  offering  sound  advice  in  derma- 

and  Extension 

tologic  diagnosis  and  treatment. 

▲ 

AEGERTER  and  KIRKPATRICK  - ORTHO- 

▼ 

PEDIC  DISEASES 

Let  Us  Help  You  With  Your  Brace 

and  Artificial  Limb  Problems. 

An  up-to-the-minute  book  to  aid 

you  in  the  accurate  diagnosis  of 

1000  So.  13th  St.,  Lincoln,  Nebr. 

bone  disease. 

Phone  HE  2-1644 

Current  Comment 

[’repayment  Predicament — 

The  phenomenal  increase  in  the  percent- 
age of  American  citizens  who  have  partial 
or  complete  protection  against  the  cost  of 
illness  through  voluntary  prepayment  mecha- 
nisms produces  expressions  of  pride  in  pri- 
vate enterprise.  Voluntary  methods,  its  ad- 
vocates point  out,  can  do  the  job,  and  the 
public  accepts  them.  Between  1947  and  the 
close  of  1962  the  number  of  persons  with 
some  form  of  coverage  climbed  from  30  per 
cent  to  75  per  cent.  And  now  the  elderly 
are  purchasing  sickness  protection  at  a fast- 
er rate  than  any  other  group,  so  that  pres- 
ently more  than  half  of  all  persons  over  65 
have  coverage,  states  an  editorial  in  the 
Wisconsin  Medical  Joxirnal. 

The  statistics  that  illustrate  the  meteoric 
spread  of  voluntary  health  insurance  are  in- 
deed awesome,  and  lend  substance  to  the 
opinion  that  the  American  public  would 
never  shuck  this  pleasant  arrangement  for 
(Continued  on  page  20- A) 
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HYPERMOTILITY  ■CRAMPS-ANXIETY 


Donnagel  provides  the  antispasmodic- 
sedative  action  of  Donnatal ,®  plus  toxin 
adsorbents  and  demulcents— for  effec- 
tively controlling  gastrointestinal  hyper- 
motility, decreasing  spasm,  relieving  pain 
and  easing  mild  anxiety. 

SIDE  EFFECTS:  On  increased  dosage  blurred 
vision,  dry  mouth  or  difficult  urination  may 
occasionally  occur. 

PRECAUTIONS:  Use  with  caution  in  incipient 
glaucoma  or  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Do  not  administer  to 
patients  with  acute  glaucoma,  or  to  patients 
hypersensitive  to  any  component. 


Each  fluidounce  (30  cc.)  contains: 

Kaolin 6.0  Gm. 

Pectin 142.8  mg. 

Donnatal— Natural  belladonna  alkaloids 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  ..  0.0065  mg. 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  May  be  habit-forming) 


Donnagel’^ 


Available  also  as  DoNNAGEU®-PG...same  formula  plus 
powdered  opium  USP  24  mg.  (equiv.  to  paregoric  6 ml.) 
(Warning:  May  be  habit-forming) 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


antidandruff  shampoo 

(containing  pHisoHex®) 


for  potentiated 
control  of  dandruff, 
seborrhea 


itching  scalp 
keeps  hair  and 


scalp  cleaner, 
freer  of  bacteria 


Now  — through  a multiple  therapeutic  approach, 
new  pHisoDan  quickly  and  effectively  ends 
dandruff,  seborrheic  scaling,  excessive  oiliness, 
dryness  and  itching  of  the  scalp.  pHisoDan 
combines  the  highly  effective  antibacterial  and 
detergent  actions  of  pHisoHext  with  the 
penetrating  keratolytic  and  fungicidal  actions 
of  dermatologic  precipitated  sulfur  and 
sodium  salicylate. 


In  1062  patients  treated  by  86  dermatologists 
for  seborrhea  of  the  scalp  (both  sicca  and 
oleosa),  excellent  or  good  results  were  achieved 
in  more  than  90  per  cent  with  pHisoDan.^ 


pHisoDan  cleans  hair  thoroughly,  keeps  the 
scalp  freer  of  bacteria.  pHisoDan  is  mild, 
nontoxic,  does  not  sting  or  stain  when  used 
as  directed.  pHisoDan  should  be  used  two 
or  three  times  weekly  until  scalp  improves, 
then  once  a week. 


Supplied:  4V4  oz.  plastic  squeeze  bottles. 
See  Winthrop  literature  for  more  information 


1 Data  in  the  files  of  Research  Department 
Sterling  Winthrop  Institute. 


Winthrop  Laboratories,  New  York  18,  N.Y. 


*Trademark 

pHisoHex.  trademark  reg.  U.S.  Pat.  Off. 
t3*/«  hexachlorophene  and  enlsufon 
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New/ 
from 


Three  New  Editions 


New  (11th)  Edition! 

Beeson  & McDermott— Cecil-Loeb 
TEXTBOOK  OF  MEDICINE 


New  (5th)  Edition! 
Andrews  and  Domonkos— 
DISEASES  OF  THE  SKIN 


A new  and  distinguished  team  of  Editors  guides  this  well- 
known  textbook  in  its  New  (11th)  Edition.  Its  basic 
philosophy  is  to  provide  precise  and  thorough  descriptions 
of  those  disease  entities  you  are  likely  to  encounter.  Each  is 
discussed  fully  and  completely:  etiology,  epidemiology; 
morbid  anatomy;  pathologic  physiology;  symptoms;  diag- 
nosis; prognosis;  therapy.  Contents  range  from  a com- 
mentary on  Patient-Physician  Communication  to  Manage- 
ment of  Bronchopulmonary  Insufficiency.  In  this  revision 
you’ll  find  increased  emphasis  on  pathologic  physiology;  a 
new  section  on  Genetic  Disease;  expansion  of  the  material 
on  Viral  Diseases;  reorganization  and  augmentation  of 
sections  on  Bronchopulmonary  Disease  and  Gastroenter- 
ology; a brilliant  discussion  of  Nucleic  Acids,  Genes, 
Viruses,  and  Immunity;  67  new  contributors.  The  text  is 
available  either  as  a single  volume  or  a two-volume  set. 

Edited  by  Paul  B.  Beeson,  M.D.,  Ensign  Professor  of  Medicine, 
Yale  University  School  of  Medicine;  and  Walsh  McDermott, 
M.D.,  Livingston  Farrand  Professor  of  Public  Health,  Cornell 
University  Medical  College.  With  contributions  by  173  authori- 
ties. With  the  assistance  of  5 Associate  Editors.  About  1822 
pages,  10^",  with  about  238  illustrations.  Single  Volume 

About  $19.50.  Two-Volume  set  About  $23.50. 

New  (nth)  Edition  — Ready  June/ 

New  (2nd)  Edition! 

Aegerter  and  Kirkpatrick— 
ORTHOPEDIC  DISEASES 

Dr.  Aegerter,  a pathologist,  and  Dr.  Kirkpatrick,  a radiol- 
ogist, examine  bone  disease  from  the  standpoint  of  its 
altered  morphology  and  physiology — and  then  interpret  the 
alterations  in  terms  of  symptomatology  and  roentgenology. 
For  each  skeletal  disease  (ranging  from  Achondroplasia  to 
Villonodular  Pigmented  Synovitis)  the  authors  describe: 
clinical  manifestations;  radiographic  and  laboratory  find- 
ings; prognosis.  For  this  up-to-date  New  (2nd)  Edition 
there  is  considerably  more  material  on  radiographic  demon- 
stration of  bone  lesions  and  much  greater  emphasis  on  bone 
diseases  and  lesions  of  children.  There  are  few  other 
sources  in  which  all  the  basic  aspects  of  bone  and  joint 
disease  are  so  well  illuminated.  Its  conciseness  is  such  that 
the  general  practitioner  can  gain  a better  understanding  of 
the  complex  aspects  of  arthritis  and  bone  diseases  without 
sifting  masses  of  material. 

By  Ernest  Aegerter,  M.D.,  Professor  of  Pathology  and  Director 
of  the  Department  of  Pathology,  Temple  University  Medical 
Center  and  School  of  Medicine;  Professor  of  Orthopedic  Pathol- 
ogy. University  of  Pennsylvania  Graduate  School  of  Medicine; 
Chief  in  Pathology,  Philadelphia  General  Hospital;  and  John  A. 
Kirkpatrick,  Jr.,  M.D.,  Radiologist,  St.  Christopher’s  Hospital 
for  Children;  Associate  Professor  of  Radiology  (Pediatrics), 
Temple  University  School  of  Medicine;  Radiologist,  Children’s 
Heart  Hospital.  About  800  pages,  6J^"x9)4",  with  about  541 
illustrations.  About  $16.00. 

New  (end)  Edition  — Ready  June! 


You’ll  find  a concise,  practical  approach  to  clinical  recog- 
nition and  therapy  of  skin  diseases  in  this  New  (5th)  Edi- 
tion— soundly  based  on  modern  histopathology.  Virtually 
every  dermatologic  disease  commonly  encountered  in  prac- 
tice is  discussed — eczema,  hives,  acne,  impetigo,  athlete’s 
foot,  pruritis,  cutaneous  neurosis,  etc.  Anatomy,  physiology, 
etiology  and  pathology  of  the  skin  and  its  disorders  are 
meticulously  discussed.  Indications  for  surgical  treatment 
are  pointed  out  and  techniques  for  biopsy  and  electrosur- 
gery are  fully  described.  A major  feature  of  the  New  (5th) 
Edition  is  the  inclusion  of  175  new,  brilliantly  clear  photo- 
graphs of  skin  lesions  to  aid  you  in  recognition.  Many  signi- 
ficant new  entities  have  been  added.  All  of  the  chapters  are 
completely  revised.  The  uses  and  possible  hazards  of  newer 
drugs  such  as  amphotericin  B,  N orethynodrel,  corticoste- 
roids, micronized  griseofulvin,  are  described.  There  is  full 
coverage  of  the  connective  tissue  (Collagen)  diseases  and 
a description  of  newly  recognized  diseases  of  the  reticulo- 
endothelial system. 

By  George  C.  Andrews,  M.  D.,  Clinical  Professor  of  Dermatol- 
ogy (Ret.)  and  Anthony  Domonkos,  M.S.,  Assistant  Clinical 
Professor  of  Dermatology,  College  of  Physicians  and  Surgeons. 
Columbia  University.  About  752  pages,  7"  x 10",  with  about  596 
illustrations.  About  $18.00. 

New  (3th)  Edition  — Ready  June! 


To  Order  Moil  Coupon  Below! 


W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 


Please  send  and  bill  me: 

□ Beeson  & McDermott  — 

Cecil-Loeb  Textbook  of  Medicine.... About  $19.50 


□ 2 vol.  set About  $23.50 

□ Andrews  & Domonkos  — 

Diseases  of  the  Skin About  $18.00 

□ Aegerter  & Kirkpatrick  — 

Orthopedic  Diseases About  $16.00 


Address 


SJG  6-63 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  livingskin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 

You'll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 
tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


Dual  Filter  makes  the  difference 


3 

..J 


DU^FILTER  TOVCytOJl 

ftttdtirl  of  ^.^mAUran  — <Ji/^uar  u out  miJdlf  no*/  lAT 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablisbed  1927 


Prepayment  Predicament — 

(Continued  from  page  14-A) 

any  other  system  of  financing  medical  care. 
Yet  storm  warnings  steadily  emit  from  in- 
dustry, organized  labor,  consumer  groups, 
legislators,  and  regulatory  agencies,  while 
organized  medicine  wallows,  virtually  alone, 
in  ever  more  turbulent  waters.  The  pres- 
sures for  tax-supported  medical  care  in- 
crease year  by  year  with  commensurate  dis- 
sipation of  professional  energy  in  defense 
of  the  voluntary  system,  energj'^  better  ex- 
pended in  the  area  of  public  health. 

The  wounded  clamor  of  purchasers  of 
health  insurance,  both  individuals  and 
groups,  has  become  a familiar  sound  of  pro- 
test. Too  often  the  practicing  physician 
considers  the  economic  bind  of  medical  care 
distribution  neither  any  of  his  making  nor 
any  of  his  concern. 

More  people  demand  a greater  quantity 
of  more  sophisticated  medical  service,  and 
its  cost  will  probably  increase  along  with 
(Continued  on  page  28- A) 


“I  can’t  tell  much  difference  . . . except 
that  Charlie  complains  a little  more  about  me 
hogging  the  covers.” 
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uestion: 


"What  is  a 
tranquilaxant?” 


"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!’ 


TRANCOPAL 

. . brand  of 

chlormezanone 
is  a tranquilaxant 


As  a tranquilizer,  TRANCOPAL  (chlormezanone/Win- 
throp)  “is  effective  in  the  symptomatic  treatment  of  anxi- 
ety.’’^ Its  tranquiiizing  properties  are  similar  to  those  of 
other  mild  tranquilizers.*  Furthermore,  it  reheves  tension 
of  both  mind  and  muscle  without  interfering  with  nor- 
mal activity  or  alertness. 

The  muscle  relaxant  properties^  of  this  drug  provide 
an  extra  dimension  of  effectiveness... relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic  disorders. 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  (chlor- 
mezanone/Winthrop)— a true  “tranquilaxant”— is  to  pro- 
duce  a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent 
of  patients  develop  side  effects  with  TRANCO- 
PAL (chlormezanone/Winthrop),  such  as  occa- 


sional drowsiness,  dizziness,  flushing,  nausea,  depression, 
weakness  and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of  treat- 
ment.  There  are  no  known  contraindications. 

Available:  200  mg.  Caplets®  (green  colored,  scored), 
100  mg.  Caplets  (peach  colored,  scored),  each  in  bottles 
of  100, 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times 
daily:  in  some  patients  100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
or  four  times  daily. 

References:  1.  A.M.A.  Council  on  Drugs; 
J.A.M.A.  183:469  (Feb.  9)  1963.  2.  Gruenberg, 
F.:  Curr.  Ther.  Res.  2:1  (Jan.)  1960.  w*,- 
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WINTHROP  LABORATORIES 
New  York  18,  N.Y. 


Lifts  depression.! 


^ “I  feel  like  my  old  self  again!”  Thanks  to 

your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  ^ 


as  it  calms  anxiety 

brightens  mood... relaxes  tension 


;iergizers  may  stimulate  the  depressed 
] tient,  but  they  often  aggravate  anxiety  and 
' isomnia.  Tranquilizers  may  help  the  anxious 
] tient,  but  they  often  deepen  depression  and 
' ( lotional  fatigue. 

‘eprol’  avoids  these  “seesaw”  effects;  it  re- 
lives both  depression  and  anxiety.  Moreover, 
: does  not  cause  liver  damage,  psychotic  reac- 
3ns  or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Jsual  Dosage:  1 tablet  q.i.d. 
vlay  be  increased  gradually,  as 
leeded,  to  3 tablets  q.i.d. ; with 
istablishment  of  relief,  may  be 
•educed  gradually  to  mainte- 
lance  levels. 


*Deprol*’ 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES N.J. 


there  is 
nothing 
“new”  about 
Thorazine* 


brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects — and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&f).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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MORE  ON  DOCTORS’  STRIKES 

Whether  or  not  it  is  right  and  ethical  for 
doctors  to  strike  under  certain  circumstances 
has  been  the  subject  of  an  increasing  num- 
ber of  expressions  in  medical  and  lay  news 
media.  The  so-called  strike  in  Saskatchewan 
is  the  action  that  has  called  forth  the  most 
outspoken  remarks,  but  strikes  elsewhere,  at 
greater  distance  from  home,  have  occurred 
with  increasing  frequency  without  stirring 
up  much  local  furor.  Remarks  in  the  press, 
especially  the  medical  press,  have  varied 
from  acrid  denial  of  the  right  of  doctors  to 
strike  to  warm  praise  for  falling  back  on  this 
means  in  order  to  regain  or  retain  their 
rights,  either  individually  or  as  a profes- 
sion. 

Perhaps  the  Saskatchewan  incident  has 
brought  forth  the  greatest  and  most  diverse 
reactions.  In  any  such  instance  it  is  diffi- 
cult for  the  casual  observer  to  obtain  critical 
data  on  which  to  base  fair  judgment.  In  the 
Saskatchewan  affair  several  have  gone  to 
the  arena  and  studied  the  background  and 
the  actions  that  ensued,  and  have  given  well 
founded  opinions  on  the  results.  One  trained 
observer  and  writer,  a champion  of  our  pro- 
fession in  its  fight  against  socialization,  Mar- 
jorie Shearon,  PhD,  went  to  Saskatchewan 
to  study  the  so-called  strike  that  closed  the 
doctors’  offices  for  23  days  in  July  1962. 
She  has  incorporated  her  findings  in  a book- 
let entitled  “Saskatchewan’s  Embattled 
Physicians:  A Tribute  to  Gallant  Defenders 
of  Freedom.”  This  booklet  is  highly  worth 
study  and  may  be  obtained  for  65  cents  by 
writing  Shearon  Legislative  Service,  8801 
Jones  Road,  Chevy  Chase  15,  Md. 

In  assessing  the  results  of  this  conflict, 
Mrs.  Shearon  says  the  doctors  are  enjoying 
an  “uneasy  settlement.”  They  succeeded  in 
setting  socialism  back  25  years  in  Canada, 
but  when  a socialistic  regime  has  gotten  on 
the  books  as  law,  years  are  required  to  get 
it  off  again  — if  ever.  While  the  physicians 
in  Saskatchewan  are  enjoying  a favorable 
compromise  with  the  government  at  present, 
there  really  is  only  an  armistice.  The  time 


to  defeat  socialization  of  medicine  is  before 
it  becomes  the  law  of  the  land. 

As  to  other  doctors’  strikes,  those  at 
greater  distance  that  disturb  our  tranquility 
least,  two  are  mentioned  and  described  in  a 
single  issue  of  the  World  Medical  Journal 
(Vol.  10,  No.  2,  March  1963).  If  one  wished 
he  could  multiply  the  number  by  careful 
screening  of  the  world’s  literature.  It 
seems  that  physicians  already  working  under 
and  controlled  by  a government  through  a bu- 
reau of  social  security,  are  the  ones  most 
likely  to  fall  back  on  a strike.  It  also  ap- 
pears that  some  degree  of  success  usually 
follows  such  a strike.  The  following  two 
such  strikes  are  recorded  in  this  issue  of 
World  Medical  Journal: 

1.  One  by  the  Viennese  Medical  Associa- 
tion in  repudiating  an  arrangement  which  had 
been  made  with  social  security  organization 
in  Vienna.  In  July  the  profession  struck  for 
24  hours  (excepting  for  emergencies).  They 
were  joined  by  the  dentists.  This  was  suf- 
ficient to  bring  about  negotiations  resulting 
in  reasonably  satisfactory  compromise. 

2.  In  Italy,  25,000  doctors  and  3,000 
hospitals  struck  for  24  hours  on  September 
1st  and  again  for  48  hours  beginning  on 
September  7th.  They  succeeded  in  forcing 
the  social  security  to  recognize  and  act  fav- 
orably on  their  claims.  (Here,  too,  emer- 
gency service  was  maintained). 

Other  doctors’  strikes  have  been  noted  in 
the  press  in  various  parts  of  the  world,  but 
insufficient  data  are  at  hand  to  give  de- 
tails. 

It  seems  that  experience  points  to  what 
may  be  termed  a doctors’  strike  as  the  only 
means  to  convince  a socialistic  government, 
already  in  control  of  its  medical  profession, 
that  it  must  meet  the  profession  and  consid- 
er its  claims.  So  long  as  the  doctors  supply 
adequate  emergency  service,  as  they  did  in 
Saskatchewan,  Vienna,  and  Italy,  a strike, 
though  it  may  seem  degrading,  is  not  un- 
ethical. As  Mrs.  Shearon  says,  however,  the 
time  to  fight  socialized  medicine  is  before 
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the  laws  are  on  the  statute  books,  a time 
when  we  need  to  work  solidly  together  but 
have  no  need  to  strike. 

SOME  HOSPITAL  FOIBLES 
The  Visitor  and  the  Chart 
The  Visitor 

A hospital  is  a city  of  sick  people  who  are 
under  continuous  treatment.  With  modern 
practice,  surgical  patients  are  admitted  the 
day  before  operating  and  are  discharged 
within  a week,  while  laboratory  testing, 
physical  examination,  and  nursing  care  (in 
addition  to  anesthesia  and  surgery)  proceed 
at  a pace  much  quicker,  more  continuous, 
and  far  more  efficient  than  a generation  ago. 
The  hospital,  by  necessity,  also  includes  hotel 
and  laundry  facilities,  and  must  be  an  ex- 
tremely highly  efficient  institution.  It  al- 
ways has  been  common  procedure  for  friends 
and  relatives  to  visit  the  sick;  it  will  be  as- 
sumed here  without  argument  that  visits 
benefit  the  patient  or  the  visitor.  I am  un- 
convinced of  this;  it  simply  may  be  that 
logic  has  been  replaced  by  the  image  of  the 
solicitous  visitor  and  consists  only  of  a 
we-have-always-done-it  kind  of  thinking. 

Until  very  recently,  relative  doctors, 
nurses,  aids  and  orderlies  stood  in  the  oper- 
ating room  and  said  “it’s  my  aunt;”  any 
motives  other  than  self-glorification  and 
curiosity  escape  me,  and  they  are  now 
barred.  But  while  the  operating  theater 
is  a place  where  trained  personnel  carry  out 
highly  specialized  and  important  procedures, 
so  are  the  hospital  wards.  History  taking 
and  physical  examination  by  attending 
physicians  and  house  staff,  laboratory  test- 
ing, and  the  all-important  nursing  duties 
simply  cannot  be  performed  during  the 
time-honored  social  event  made  up  of  three 
or  four  visitors  standing  around  each  bed, 
saying  the  things  they  have  always  said.  It 
is  entirely  possible  that  the  visitor  would  pre- 
fer to  be  elsewhere  and  that  the  patient 
might  prefer  to  be  left  alone  and  that  neither 
will  say  this.  Visiting  hours  are  set  aside 
for  this  purpose  generally;  however  it  must 
be  pointed  out  that  during  these  periods  at- 
tendance by  all  hospital  personnel  becomes 


less  efficient  or  stops  altogether,  and  it  is 
common  knowledge  that  visiting  hours  are  all 
too  often  ignored  by  the  visitor. 

Visitors,  perhaps  from  a sense  of  duty, 
distract  the  nurses  with  unimportant  ques- 
tions and  unwise  suggestions;  they  some- 
times move  and  change  things;  they  often 
get  in  the  way  of  nursing  attendants;  they 
occasionally  alarm  the  patient ; they  are 
generally  noisy ; they  fill  the  rooms  and  halls 
to  overflowing;  they  introduce  contami- 
nants; and  it  is  entirely  possible  that  the 
visitor  is  seriously  intruding  on  the  pa- 
tient’s privacy.  It  may  be  difficult  to  say 
how  much  harm  proceeds  from  this,  and  it 
may  not.  All  deaths  occun'ing  in  surgical 
patients  at  the  Lincoln  General  Hospital 
during  a ten  year  period  were  investigated 
with  regard  to  time,  to  see  when  patients 
died.  (Cole,  F. : When  Do  Patients  Die? 
Amer  J Surg,  Nov.  1957,  pp.  685-687). 
Neither  the  day  of  the  week  (the  week-end 
might  have  been  important)  nor  the  season 
of  the  year  (for  temperature  variations  and 
respiratoiy  infections)  were  statistically 
significant.  It  is  sometimes  impossible  to 
be  completely  free  of  preconceived  notions, 
and  the  thought  was  entertained  that  the 
hour  of  the  day  might  be  a serious  factor. 
Patients  are  sick  round  the  clock,  but  it  may 
not  be  unreasonable  to  expect  that  the  effi- 
ciency of  a hospital  becomes  less  during  the 
night,  when  pharmacy,  laboratory,  and  ra- 
diological offices  are  closed,  attending  physi- 
cians are  home  and  asleep,  and  when,  in  par- 
ticular, the  nursing  staff  is  sharply  reduced. 
The  reverse  of  this  was  found  to  be  true. 
The  time  of  day  was  found  to  be  important 
in  this  series  and  the  death  rate  during  the 
afternoon  hours  was  twice  as  high  as  it  was 
during  other  periods  of  the  day.  Perhaps 
this  is  an  assessment  of  the  visitor’s  harm; 
perhaps  it  is  not ; it  is  worth  noting  that  the 
death  rate  rose  sharply  during  visiting 
hours. 

Undoubtedly,  visiting  will  always  go  on; 
certainly  some  visiting  does  someone  some 
good,  but  much  of  it  may  be  needless  and 
even  dangerous.  It  is  worth  remembering 
that  the  custom  of  visiting  has  already  un- 
dergone changes;  time  periods  are  estab- 
lished, the  number  of  visitors  is  limited, 
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children  are  sometimes  barred,  and  carrying 
in  home-cooked  meals  has  disappeared.  But 
it  may  be  time  to  examine  this  custom  with 
a view  to  doing  away  with  a great  deal  of 
visiting;  the  hospital  of  the  future  may  have 
little  or  none  of  this,  and  those  who  build  it 
may  wonder  at  such  goings-on  that  we  con- 
sider commonplace  and  proper  only  because 
we  have  always  done  it. 

The  Chart 

The  last  time  I looked,  I counted  47  dif- 
ferent kinds  of  pages  associated  with  pa- 
tients’ hospital  records.  Most  charts  do  not 
include  all  of  these,  but  some  contain  many 
pages  of  nurses’  notes,  several  graphic 
sheets,  and  so  on.  The  result  of  this  is  the 
introduction  of  a number  of  disadvantages. 

The  chart  has  become  unwieldy  and  less 
efficient  to  the  extent  that  it  is  increasingly 
difficult  to  follow  a patient’s  progress  by 
looking  at  the  chart.  Nurses’  duties  have 
become  largely  bookkeeping  tasks;  because 
of  this  she  is,  for  example,  required,  in  the 
operating  room,  to  turn  her  back  on,  and 
look  away  from  the  patient  and  the  surgeon 
during  a great  part  of  the  operation.  The 
chart  has  become  thick  and,  with  the  passing 
of  the  years,  less  streamlined.  It  is  rapidly 
becoming  a legal  record  rather  than  a medi- 
cal account;  the  motives  for  what  records 
are  kept  are  legal  and  the  ends  satisfied 
nonmedical,  in  that  they  do  the  patient  little 
good.  Nurses’  notes  are  largely  unread, 
voluminous,  painstaking  accounts  of  pa- 
I tients’  bowel  movements . written  down  one- 
third  of  a page.  There  is  more  infoimation 
than  is  wanted,  but  supplied  with  an  almost 
complete  lack  of  timing  and  correlation,  so 
that  no  real  knowledge  is  readily  and  easily 
available  to  one  who  needs  it. 

Writing  as  an  anesthesiologist,  dozens  of 
blood  pressure  spaces  go  unfilled,  while  the 
pressure  is  recorded  on  the  clothing  list; 
operative  consent  is  commonly  signed  by 
someone  without  authority;  and,  in  short, 
the  chart  has  become  an  unwieldy  instru- 
ment of  little  real  assistance  to  the  pa- 
tient in  the  operating  room. 

The  chart  contains  an  almost  senseless 
amount  of  duplication.  Every  year  or  two. 


someone  invents  another  new  sheet  to  sat- 
isfy some  small  and  almost  certainly  unreal 
need.  All  consents  could  easily  be  contained 
on  a single  page.  Probably  all  requisitions 
could  be  similarly  carried  out.  Nurses’  notes 
urgently  need  to  be  rendered  more  efficient. 
The  chart  requires  to  be  streamlined  so  as 
to  become  smaller,  to  consist  of  fewer  sec- 
tions, to  be  kept  up  to  date,  to  tell  the  reader 
how  the  patient  is  doing,  and  finally,  to  help 
the  patient. 

“Progress  Note” 

The  modern  chart  is  thicker  and  less  effi- 
cient than  it  used  to  be.  The  urge  to  invent 
a new  form  should  be  resisted  (three  new 
ones  appeared  while  they  were  being  count- 
ed) and  several  that  now  exist  can  easily  be 
eliminated.  Many  pages  can  be  used  on  both 
sides  and  a great  number  of  them  can  be 
combined,  such  as  all  consent  sheets  and  all 
requisition  forms.  With  streamlining,  the 
modern  chart  can  be  made  more  efficient, 
perhaps  time-saving,  and  surely  space-sav- 
ing in  the  record  room.  With  all  this  it 
may  again  become  possible  to  tell  how  the 
patient  is  doing,  by  looking  at  the  chart  (and 
at  the  patient,  too,  of  course). 

Frank  Cole,  MD,  Chairman, 
Department  of  Anesthesiology, 
Lincoln  General  Hospital  and 
Clinical  Associate  in  Surgery, 
University  of  Nebraska  College 
of  Medicine,  Omaha 


MEDICAL  STUDENTS’  REACTIONS 
TO  ABORTION  LAWS 

Legality  or  illegality  of  performing  abor- 
tions has  engaged  the  attention  of  the  medi- 
cal profession  to  an  unusual  degree  in  the 
past  few  years.  It  has  been  pointed  out  by 
some  knowledgeable  physicians  that,  laws  or 
no  laws,  abortions  of  questionable  legality 
have  been  and  are  being  performed  in  our 
better  hospitals,  day  after  day,  year  in  and 
year  out.  The  main  difficulty  seems  to  lie 
in  the  field  of  the  decision  as  to  what  con- 
stitutes danger  to  the  mother.  It  has  been 
assumed  by  law  that  danger  to  the  mother 
lies  entirely  in  the  life-or-death  area.  If  the 
current  pregnancy  constitutes  a threat  to  the 
(Continued  on  page  359) 
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Comments  From  Your  President 


This  issue  of  the  Jour-nal  brings  my  first 
“Comments  from  the  President.” 

I hold  in  high  regard  the  direction  our  as- 
sociation has  been  given  by  the  presidents 
that  it  has  been  my  privilege  to  work  with, 
namely,  Doctors  Offennan,  Teal,  Koebbe, 
Fay  Smith  and  Kostal.  It  is  my  hope  that 
the  leadership  this  term  will  be  as  active  and 
fruitful  as  those  in  the  past. 

This  past  year  has  been  most  helpful  to 
me  in  learning  about  the  complexities  of  our 
State  Association  and  the  many  facets  of 
committee  work.  The  committee  members 
are  responsible  for  much  of  the  solid  prog- 
ress of  our  association  with  respect  to  socio- 
economic problems  in  the  sphere  of  medicine. 
Their  reports  serve  as  a guide  for  the  policy 
making  decisions  when  the  House  of  Dele- 
gates meets  twice  a year.  The  Board  of 
Councilors  and  the  Board  of  Trustees  cope 
with  the  association  problems  that  constantly 
arise,  and  the  latter  group  especially,  provide 
for  the  fiscal  integrity  of  the  Nebraska  State 
Medical  Association. 

I wish  to  comment  briefly  on  our  imme- 
diate past  President  — Dr.  Otto  Kostal  of 
Hastings.  He  has  given  generously  of  his 
time  and  substance  to  provide  vigorous 
leadership  through  a difficult  period.  When 
the  Unicameral  is  in  session  the  work  for 
the  Association  is  multiplied  manyfold,  espe- 
cially when  such  bills  as  L.B.  100,  dealing 
with  Kerr-Mills  legislation  and  L.B.  665, 
the  so-called  osteopathic  bill,  require  many 
hours  of  attendance  at  hearings.  On  behalf 
of  the  members  and  staff  of  our  association, 
I wish  to  thank  him  for  his  devotion  to  the 
duties  connected  with  the  office  of  President 
and  a “well  done”  citation. 

It  has  been  a busy  year  also  for  our  Wom- 
an’s Auxiliary  under  the  able  leadership  of 
Mrs.  John  M.  Christlieb.  With  their  assist- 
ance, the  gifts  to  A.M.A.-E.R.F.  for  the 
Creighton  School  of  Medicine  and  the  Uni- 
versity of  Nebraska  College  of  Medicine  for 
this  year  are  $15,966  and  $17,442  respec- 
tively. With  Mrs.  R.  B.  Rundquist  as  the 
new  president  much  assistance  will  be  given 


by  the  Auxiliary  in  promoting  “Operation 
Home  Town,”  our  educational  progi’am 
geared  to  inform  the  public  about  the  pro- 
posed Social  Security  plan  for  care  of  the 
aged. 

A State  Medical  Journal  of  high  quality 
is  a major  asset  to  our  Association.  We  are 
most  fortunate  to  have  an  editor  as  capable 
and  qualified  as  Dr.  George  W.  Covey.  It 
is  my  hope  that  he  will  continue  to  serve  us 
in  his  present  capacity  for  many  more  years. 

In  this  modern  jet  age  a highly  organized, 
strongly  motivated  and  industrious  central 
office  is  essential  to  keep  us  all  informed  of 
rapid  change  in  the  health  picture.  We  have 
such  a staff  in  Mr.  Ken  Neff,  our  Executive 
Secretary,  and  his  co-workers.  My  sincere 
thanks  to  them  for  all  the  assistance  they 
have  given  me  this  past  year. 

The  A.M.A.  meeting  will  be  held  in  At- 
lantic City,  June  17-20,  and  I hope  to  see 
many  of  you  in  attendance. 

The  Nebraska  State  Medical  Association 
is  only  as  strong  as  each  of  you  make  it,  and 
if  your  elected  officers  can  assist  you  in 
any  way  to  improve  our  public  image,  please 
feel  free  to  call  upon  us. 

RUDOLPH  SILVERS, 
President. 
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ARTICLES 


-3 


Carcinoma 

of  the 

Ovary* 


The  incidence  of  primary  car- 
cinoma of  the  ovary  appears  to 
be  next  in  frequency  to  that  in- 
volving the  cervix  and  endometrium  and  is 
reported  by  various  authors  to  form  about 
15  per  cent  of  all  ovarian  tumors. 

Material  and  Methods 

A study  of  ovarian  tumors  at  St.  Joseph’s 
Hospital  over  a 15-year  period  disclosed  57 
primary  carcinomas  of  the  ovary  reporting 
for  initial  treatment. 

Seventy-five  patients  with  recurrent  meta- 
static carcinoma  who  had  received  their  ini- 
tial treatment  elsewhere  are  not  included  in 
this  study. 

During  the  period  from  January  1943 
through  December  1957,  13,599  female  pa- 
tients with  pelvic  complaints  were  admitted 
to  the  gynecologic  or  general  surgical  serv- 
ices at  this  hospital.  Five  hundred  and 
sixty-two  of  these  were  found  to  have  ovari- 
an tumors. 

Table  1 outlines  the  distribution  of  these 
tumors.  Four  hundred  and  twenty-seven 
were  benign,  either  cystic  or  solid,  simple 
cysts  being  excluded. 

Primary  carcinoma  of  the  ovary  formed 
10.14  per  cent  of  the  total  ovarian  tumors 
found  in  562  patients. 

TABLE  1 

ST.  JOSEPH’S  HOSPITAL 
1943  THRU  1952 

Total  gynecologic  patients 13,599 

Ovarian  tumors  (3.2%)  562 

Benign  427 

Recurrent  carcinoma 

of  ovary 75 

Primary  carcinoma  of 

ovary  (10.14%)  57 

Dysgerminoma  1 

Fibrosarcoma  1 

Granulosa-cell  carcinoma 1 

Total  562 


M.  E.  GRIER,  MD 

From  Deportment  of  Gynecology  and  Obstetrics, 
St.  Joseph's  Hospital 
and 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 


In  the  same  15  year  period  one  dysger- 
minoma, one  bilateral  fibrosarcoma  and  one 
granulosa-cell  carcinoma  of  the  ovary  were 
diagnosed. 

TABLE  2 


Age: 

Youngest  21 

Oldest  80 

Under  40  5 

40-55  26 

56-80  26 

Total  57 

Parity: 

Parous 33 

Nulliparous  (35%)  20 

Not  recorded  4 

Total  57 


Table  2 shows  the  youngest  patient  to 
have  been  21  and  the  oldest  80  years  of  age. 

Only  five  patients  were  under  40,  equal 
numbers  being  between  40  and  55  and  be- 
yond 55. 

Thirty-three  patients  had  borne  children; 
the  parity  of  four  was  not  recorded.  Sixteen 
were  nulliparous,  35  per  cent  of  the  total. 

TABLE  3 

Type  of  Carcinoma: 

Papillary  33  58.8% 

Pseudo-mucinous  11  19.2% 

Solid  7 12.3% 

Granulosa  cell  1 

Unclassified  ... 5 

Total  57 

Table  3 lists  the  type  of  carcinoma  based 
on  the  surgeon’s  findings  and/or  the  pathol- 
ogist’s report. 

•Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting.  Las  Vegas,  Nevada,  November  30- 
December  1,  1962. 
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Thirty-three  (58.8%)  were  papillary  cys- 
tadenocarcinoma ; 19.2  per  cent  were  des- 
ignated pseudo-mucinous  cystadenocarcino- 
mas ; 12.3  per  cent  were  classified  as  solid 
carcinomas.  There  w’as  one  gi’anulosa  cell 
carcinoma  and  a final  5 were  not  classified. 


TABLE  4 

Clinical  Grouping  (Helsel) 

Patients 


Group  I 3 

Group  II  16 

Group  III  12 

Group  IV  26 

Total  57 


TABLE  6 

Delay  on  part  of  patient 

1 month  

2 months 

3 months 

4 months 

5 months 

6 months 

7 months 

1 to  3 years  


Patients 

14 

8 

6 

6 

- 2 

- 14 

- 2 
5 


Total 


57 


and  there  was  a scattering  of  numbers  in 
the  months  before  and  after  this  six-month 
point. 


Table  4 gives  the  clinical  gi’ouping  of 
these  57  tumors  following  Helsel’s®  classifi- 
cation. Only  3 patients  could  be  placed  in 
Group  I;  16  fell  in  Group  II;  12  in  Group 

III,  with  the  gi’eatest  number  (26)  in  Group 

IV. 


TABLE  5 

Symptoms  and  signs: 

Patients 


Pain  28 

Abdominal  enlargement  32 

GI  distress 14 

Abdominal  mass  11 

Uterine  bleeding  8 

Backache  6 

Urinary  frequency 4 

Heaviness  in  pelvis 4 

Pressure  in  pehds  7 


Table  5 lists  the  symptoms  and  the  signs 
as  reported  by  the  patients.  Pain  was  the 
chief  complaint  in  28  patients. 

Abdominal  enlargement,  gastrointestinal 
distress,  and  the  finding  of  an  abdominal 
mass  were  reported,  the  frequency  occurring 
in  that  order. 

Uterine  bleeding  was  not  a constant  symp- 
tom, being  reported  by  only  14  per  cent  of 
the  patients. 

Time-lag  varied  between  one  month  and 
3 years  as  noted  in  table  6.  Fourteen  indi- 
viduals reported  wdthin  one  month  after  the 
onset  of  sjTnptoms. 

The  next  largest  group  delayed  6 months 


TABLE  7 

Surgical  Treatment: 

1.  Excision  of  adnexa  only 

Unilateral  13 

Bilateral  4 

2.  Panhysterectomies  with  tubes  and 

ovaries,  bilateral  10 

3.  Supracervical  hysterectomies  with 

tubes  and  voraries,  bilateral 7 

4.  Biopsy  only  or  colostomy 23 


Surgical  management  varied  as  shown  in 
table  7. 

Seventeen  had  adnexa  only  removed  — 13 
unilateral  and  four  bilateral  excision.  Pan- 
hysterectomy with  excision  of  both  tubes 
and  ovaries  was  performed  on  ten  patients; 
similar  surgery  wdth  the  ceiwix  left  in  situ 
was  the  treatment  in  seven  patients. 

Twenty-three  with  extensive  spread  re- 
ceived only  biopsy  or  measures  for  tempor- 
ary relief. 


TABLE  8 

POSTOPERATIVE  X RAY 


Not 

PO 

Died 

5-Year 

Un- 

No 

Yes 

Stated 

Death 

Later 

Salvage 

traced 

__ 

3 



1 



2 

24 

__ 

__ 

11 

4 

2 

7 

— 

30 

— 

— 

17 

7 

6 

Totals 

11 

22 

9 

15 

As  table  8 states,  24  patients  received 
no  X-ray  therapy,  11  of  these  dying  in  the 
immediate  postoperative  period.  Two  in 
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this  group  without  X ray  survived  five 
years  and  four  died  prior  to  the  five-year 
period  but  after  leaving  the  hospital,  seven 
remained  untraced.  Radiation  therapy  was 
not  recorded  in  three  patients. 

Thirty  patients  received  X-ray  treatment. 
Of  these  seven  survived  for  five  years  or 
longer  and  23  did  not  or  were  untraced. 


75  patients  were  admitted  who  had  initial 
treatment  elsewhere  and  are  not  included 
in  this  study. 

Various  authors®-  ^ have  reported  the  inci- 
dence of  primary  ovarian  carcinoma  to  be 
about  15  per  cent  of  all  ovarian  tumors. 
The  incidence  was  10.14  per  cent  in  this 
small  series. 


TABLE  9 

SURGERY 


Group 

No.  of 
Pts. 

X 

Yes 

RAY 

No 

Adnexa  Tot. 

Sup. 

Cerv. 

Biop. 

Survival 

N.  T. 

1 Adnexa 

I 

3 

0 

3 

2 

Unilat. 

1 

— 

— 

1 

Adnexal  Unil. 

1 Panhyst. 

5 

Unilat. 

3 

Panhyst. 

1 

Bilat. 

2 

Supracerv. 

II 

17 

14 

3 

7 

4 

— 

3 

Adnexa  only 

2 

5 

Unilat. 

III 

12 

6 

6 

3 

Bilat. 

1 

3 

— 

None 

5 

1 

Unilat. 

IV 

26 

11 

15 

1 

Bilat. 

1 

— 

23 

None 

9 

Total 

58 

31 

27 

18 

10 

7 

23 

9 

18 

Survival  is  noted  in  table  9.  Nine  patients 
survived  five  years  or  longer,  giving  an 
overall  five-year  salvage  of  15.8  per  cent. 

There  is  one  known  survivor  in  Group  I. 
A second  patient  in  this  group  had  a com- 
plete pelvic  operation  with  a good  prognosis 
but  could  not  be  traced.  The  third  patient 
in  Group  I had  required  digitalization  prior 
to  surgery  but  died  a cardiac  death  on  the 
sixth  day. 

Eight  patients  in  Group  II  lived  five  years 
or  longer.  All  but  three  in  the  group  had 
radiation  therapy.  Three  in  this  group  of 
survivors  had  complete  pelvic  surgery;  two 
retained  the  cervix;  three  had  adnexa  only 
removed,  one  bilateral  and  two  unilateral  ex- 
cision. 

There  are  no  known  survivors  in  Groups 
III  and  IV.  In  these  two  groups,  24  are  dead 
within  five  years  and  14  remain  untraced. 

Discussion 

In  a 15-year  period  beginning  January  1, 
1943,  57  patients  with  primary  carcinoma 
of  the  ovary  reported  at  St.  Joseph’s  Hos- 
pital for  their  initial  care.  An  additional 


While  the  bulk  of  the  patients  were  in  the 
fifth  and  sixth  decades  of  life,  it  was  found 
as  early  as  the  21st  year  and  as  late  as  80. 
Only  five  patients  were  under  40.  Similar 
age  distributions  are  reported  in  larger 
series  by  other  authors.^- ^ 

Sterility  was  found  frequently  in  this 
group.  Twenty  of  these  patients  had  not 
been  pregnant,  an  incidence  of  35  per  cent, 
as  compared  to  an  occurrence  of  10  to  15 
per  cent  in  the  general  population.  A higher 
ratio  of  sterility  is  also  reported  by  Pearse 
and  Behrman;^  Golub  Carlin  and  Frodey.^ 

The  preponderance  of  ovarian  carcinoma 
occurring  as  the  papillary  cystic  type  in 
this  group  corresponds  to  similar  findings  in 
other  reports.  Fifty-eight  and  eight-tenths 
(58.8)  per  cent  in  this  series  were  papillary 
cystadenocarcinoma,  19.2  per  cent  pseudo- 
mucinous and  12.3  per  cent  solid  carcinomas. 
There  was  one  granulosa  cell  carcinoma. 

Allen  and  Hertig,i  in  their  review  at  the 
Free  Hospital  for  Women,  found  ovarian 
carcinoma  to  occur  as  the  papillary  type  in 
63.3  per  cent  and  as  the  pseudomucinous 
type  in  20.3  per  cent  of  the  ovarian  malig- 
nancies studied. 
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In  their  analysis  of  ovarian  tumors  they 
also  recorded  that  31.6  per  cent  of  the  serous 
cystadenomas  and  13.0  per  cent  of  the  pseu- 
domucinous cysts  were  malignant.^ 

Clinical  grouping  as  outlined  by  HelseP  is 
of  gi'eat  assistance  in  judging  prognosis  and 
may  furnish  a better  basis  for  this  puipose 
than  histological  grading.  As  observed  by 
Helsel,®  Pearse  and  Behrman.^i  the  degi'ee 
of  removability  materially  affects  the  out- 
look for  the  patient.  Suiwival  in  this  small 
group  conforms  to  these  observations  since 
we  show  no  five-year  salvage  in  Groups  III 
and  IV. 

Symptomatology  early  enough  to  peiTnit 
effective  treatment  was  discouragingly  rare. 
Pain,  abdominal  enlargement,  and  palpable 
abdominal  masses  are  present  only  after  con- 
siderable tumor  growth  has  occurred.  Uter- 
ine bleeding  was  not  found  frequently 
enough  to  be  of  diagnostic  value.  It  did, 
however,  in  those  that  experienced  it,  result 
in  earlier  contact  with  the  physician.  Gas- 
trointestinal sjTnptoms  and  ascites  can  be 
expected  only  after  there  is  present  exten- 
sive intraperitoneal  involvement. 

Time-lag  between  the  onset  of  symptoms 
and  the  seeking  of  attention  varied  gi’eatly. 
Two  peaks  in  the  groups  appeared.  One 
within  the  first  30  days  probably  represented 
the  individuals  who  seek  relief  promptly  on 
finding  any  abnormality;  the  second  peak 
was  found  in  the  sixth  month  and  probably 
consisted  of  those  in  whom  pain  or  disten- 
tion, or  both,  was  no  longer  bearable.  Thom- 
son and  IMontgomerj’^  reported  a significant- 
ly higher  delay  on  the  part  of  both  patient 
and  physician  in  ovarian  carcinoma  than  in 
all  carcinomas  in  the  female. 

These  authors  also  report  that  where 
physician-delay  was  found,  62.1  per  cent  of 
the  patients  had  not  had  a pelvic  examina- 
tion. 

Diagnosis  on  pelvic  examination  is  not  al- 
ways easy.  IMacFarlane''  stated  that  only 
one  out  of  six  ovarian  carcinomas  in  a cur- 
able stage  was  discovered  on  routine  pelvic 
examination.  Carlin  and  Frodey^  believe 
that  routine  pelvic  examination  gives  little 
protection  and  that  questionable  cases  should 


have  an  exploratory  laparotomy,  a view 
which  is  quite  easy  to  share.  Since  most 
sjTnptoms  are  late,  they  fumish  little  to- 
w'ards  the  early  diagnosis  of  the  lesion. 

Periodic  pelvic  examination  remains,  in 
spite  of  diagnostic  errors,  the  most  likely 
approach  to  an  earl  y diagnosis.  This 
thought  is  supported  by  the  analysis  of  Allen 
and  Hertigi  in  which  they  found  only  five 
per  cent  of  the  ovarian  carcinomas  to  be 
under  5 cm  in  size  and  that  60  per  cent  were 
15  cm  or  more  in  diameter.  Pearse  and 
Behrman^i  record  that  55  per  cent  of  the 
ovarian  carcinomas  were  diagnosed  on  pelvic 
examination,  27.1  per  cent  at  operation,  and 
14.9  per  cent  on  the  pathologic  findings  only. 

Periodic  pelvic  examination  gives  no  pro- 
tection against  the  rapidly  growing  tumor. 
Montgomery^  reports  one  that  developed  to 
the  size  of  an  orange  within  a six-month 
period. 

Allen  and  Hertig^  found  that  sjunptoms 
present  less  than  six  months  were  associat- 
ed with  a higher  metastatic  rate  and  a poor- 
er prognosis.  They  postulate  that  a tumor 
producing  symptoms  for  a shorter  period  of 
time  would  be  a more  fulminating  lesion. 

Surgical  management  varied  from  simple 
extirpation  of  the  involved  adnexa  to  a com- 
plete removal  of  the  pelvic  structures. 

Ten  patients  (19.5%)  had  panhysterec- 
tomy with  bilateral  oophorectomy ; seven 
(12.2%)  had  similar  surgery  wdth  the  cervix 
left  in  situ. 

Eighteen  (31.5%)  had  ophorectomj",  uni- 
lateral or  bilateral.  Twenty-three  (40.3%) 
were  candidates  for  biopsy  only  or  palliative 
surgery  for  intestinal  complications. 

Only  two  patients  were  recorded  as  hav- 
ing had  the  omentum  removed.  Schmitz^^ 
and  Carlin  and  Frodey^  favor  its  removal. 
Allen  and  Hertig^  found  no  improvement  in 
survival  where  treatment  included  excision 
of  the  omentum. 

Thirty-one  patients  received  postoperative 
X-ray  therapy,  none  of  wdiich  w’ere  in  Group 
I.  All  but  three  in  Group  II  received  X-ray 
therapy.  About  half  of  the  38  patients  in 
Group  III  and  IV  received  minimal  X-ray 
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therapy  or  none  at  all.  Many  of  the  patients 
in  these  two  groups  did  not  tolerate  radia- 
tion therapy  or  died  prior  to  its  use. 

The  value  of  X-ray  therapy  in  inoperable 
cases  has  been  reported  by  Parks. Three 
patients  extensively  involved  at  initial  oper- 
ation became  operable  after  radiation  ther- 
apy with  survival  for  10,  7,  and  3 years  re- 
spectively. 

Nine  of  our  57  patients  (15.8%)  survived 
five  years  or  longer.  Overall  suiwival  is  dis- 
couragingly  low. 

Schmitzi2  reports  five-year  salvage  of 
20.28  per  cent;  Diddle^  21.3  per  cent;  Carlin 
and  Frodey2  23.3  per  cent;  and  Taylor  and 
Greeleyi^  1^  2 per  cent.  In  Group  I of  this 
study  there  is  one  known  survdvor  well  for 
13  years.  A second  died  a cardiac  death 
seven  days  after  surgery.  The  third  in 
this  group,  the  one  who  had  complete  oper- 
ation, could  not  be  traced.  Eight  in  Group 

II  survived  five  years,  six  of  whom  had  post- 
operative radiation,  and  one  did  not.  Three 
were  treated  by  total  removal  of  the  pelvic 
structures,  two  retained  only  their  cervix, 
and  three  had  adnexa  only  removed. 

There  was  no  five-year  salvage  in  Groups 

III  and  IV. 

Summary  and  Conclusions 

1.  The  records  of  fifty-seven  patients 
with  primary  carcinoma  of  the  ovary 
have  been  reviewed.  One  granulosa 
cell  carcinoma  is  included  in  the  final 
analysis. 

2.  Sterility  was  found  in  a higher  per- 
centage than  in  the  general  population 
and  may  be  a factor  influencing  the 
development  of  ovarian  tumors. 

3.  The  largest  number  occurred  as  the 
papillary  cystic  type,  the  next  largest 
as  pseudomucinous  tumors  in  the  ra- 
tio of  3 to  1.  Solid  carcinoma  was 
found  less  frequently. 

4.  Clinical  grouping,  as  outlined  by  Hel- 
sel,  furnishes  a workable  basis  for 
prognosis. 

5.  The  lack  of  early  symptoms  is  largely 
responsible  for  the  late  discovery  of 


the  condition.  Even  after  symptoms 
were  present  about  three-fourths  of 
the  patients  delayed  in  reporting. 

6.  Surgical  management  varied  widely; 
about  17  per  cent  received  full  sur- 
gical attention  with  an  additional  11 
per  cent  in  which  the  surgery  was  rea- 
sonably adequate. 

7.  Many  of  the  patients  who  had  only 
adnexa  removed  apparently  were  not 
correctly  diagnosed  until  the  path- 
ologist’s routine  report  was  received. 

Reluctance  to  reoperate  where 
operation  has  been  incomplete  and 
overconfidence  in  X-ray  therapy  might 
influence  adversely  the  decision  to  re- 
open the  abdomen.  The  full  use  of  the 
pathologist’s  services  during  the  ini- 
tial operation  will  decrease  the  num- 
ber leaving  the  operating  room  with 
inadequate  treatment. 

8.  Slightly  more  than  half  of  the  patients 
received  X-ray  therapy  and  all  but 
two  of  the  suiwivors  were  so  treated. 
Clinical  observation  would  definitely 
favor  its  continued  use.  None  of  the 
patients  received  treatment  with  ra- 
dioactive gold. 

9.  Five-year  survival  was  found  only  in 
Group  I and  II,  emphasizing  the  need 
for  early  diagnosis. 

Unfortunately  two-thirds  of  the  pa- 
tients, when  first  seen  were  in  Group 
III  and  IV  in  which  there  was  no  five- 
year  salvage. 

10.  Periodic  pelvic  examination,  a high 
degree  of  suspicion,  and  exploratory 
laparotomy  or  colpotomy  where  doubt 
exists  should  permit  an  earlier  attack 
on  this  pelvic  problem. 

11.  Panhystero-salpingo-oophorectomy,  bi- 
lateral, where  such  is  possible,  with 
or  without  excision  of  the  uninvolved 
omentum  followed  by  postoperative 
X ray,  will  give  the  patient  the  best 
prognosis. 

Discussion  by  Walter  Giaind,  MD,  of  Denver. 
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THE  BEST  DRUGS  ARE  YET  TO  COME 
There  is  no  question  that  in  the  United  States,  it  has  been  the 
pharmaceutical  companies  who  have  done  the  major  research  work 
in  the  discovery  and  the  initial  testing  of  the  drugs  we  call  the 
tranquilizers.  I think  we  owe  a great  debt  of  gratitude  to  these 
companies  for  this  research  job.  I have  the  impression  that  when 
this  whole  new  concept  of  the  treatment  of  mental  illness  by  dnigs 
was  begun,  had  the  control  of  it,  and  particularly  the  “efficacy” 
of  these  drugs  been  a matter  of  jurisdiction  by  the  federal  govern- 
ment, my  guess  is  we  w'ould  not  have  had  them.  I think  it  was 
the  competitive  research  activities  among  the  dimg  houses  that  led 
to  these  — and  fortunately  for  all  of  us  in  this  field,  still  continues. 
My  conviction  is  that  the  best  of  the  drugs  is  probably  yet  to  come, 
and  the  chances  are  good  that  it  'wdll  come  out  of  the  research,  the 
competitive  research  if  you  will,  among  the  drug  houses.  (William  C. 
Menninger,  M.D.,  The  Menninger  Foundation,  to  Senate  Subcommit- 
tee on  Antitrust  and  Monopoly). 
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THE  VALUE  of 

Irradiation  Therapy 

In  PRIMARY 

Ovarian  Carcinoma* 


This  is  a statistical  report  of  the 
patients  with  primary  ovarian 
malignant  neoplasm  referred  to 
the  Radiation  Therapy  Department  at  St. 
Joseph’s  Hospital  from  October  1959  to  June 
1962.  The  purpose  of  the  study  is  to  for- 
see  the  value  of  Cobalt  60  irradiation  in  this 
malignancy.  The  advantages  of  using  Co- 
balt irradiation  are  listed  (see  table  1).  A 
total  of  15  patients  were  treated  with  Cobalt 
irradiation  during  this  period;  their  ages 
ranged  from  36  to  52,  the  mean  being  48. 
The  lowest  dosage  delivered  to  the  pelvis 
was  3300  Rads,  except  for  a Stage  IV  case 
having  received  1200  Rads  in  conjunction 
with  chemotherapy  (Thiotepa).  The  high- 
est tumor  dose  delivered  to  the  mid-pelvis 
was  5000  Rads.  The  course  of  radiation 
therapy  required  a five  to  eight  week  in- 
terval depending  upon  the  desired  dosage 
and  the  tolerance  of  the  individual  patients. 

Technique  Used 

In  patients  with  Stage  I to  III  malig- 


LOUIS  I.  WILKIE,  MD 
Department  of  Radiation  Therapy. 
St.  Joseph's  Hospital 
Omaha.  Nebraska 


nancy,  two  or  three  portal  arrangements 
were  utilized.  Depending  upon  the  patient’s 
size,  either  two  15  x 20  cm  anterior  portals, 
obliqued  35  degrees  toward  the  midline,  with 
a corresponding  single  20  x 20  cm  posterior 
portal,  or  two  large  opposing  AP  and  PA 
abdominal  portals  20  x 20  cm  were  em- 
ployed. It  was  desired  to  deliver  a uniform 
dose  of  approximately  3000  Rads,  measured 
at  the  central  axis  of  the  body,  to  the  entire 
pelvis  and  up  to  the  level  of  the  umbilicus. 
Then  by  opposing  diamond  shaped  portals, 
figures  1 and  2,  the  pelvic  and  lower  lumbar 
nodal  dosage  was  elevated  to  at  least  4000 
Rads.  In  several  of  the  Stage  IV  cases, 

‘Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting.  Las  Vegas,  Nevada,  November  30- 
December  1,  1962. 


Table  1 

ADVANTAGES  OF  SUPRAVOLTAGE  RADIATION 
OVER  200-300  KVP  X-RAY 

1.  Moist  desquamation  of  the  skin  is  avoided. 

2. Less  side  scatter  of  the  beam. 

3. Body  as  whole  absorbs  less  radiation,  thus, 
less  chance  of  x-ray  sickness  S leukopenia. 

4. Greater  percentage  of  the  energy  reaches 
deep  structures. 

5. Less  bone  absorption. 


June,  1963 


315 


upper  abdominal  portals  above  the  umbilicus 
were  added  to  deliver  a midplane  dose  of 
2000  Rads.  In  patients  with  Stage  II  and 
III  malignancy,  where  the  cyst  was  inad- 
vertently ruptured,  I am  in  favor,  at  the  time 
of  operation  or  shortly  thereafter,  of  the 
installation  into  the  peritoneal  cavity  of 
either  a chemotherapeutic  agent  or  colloidal 
radioactive  phosphorous.  In  this  type  of 
case  with  the  absence  of  omental  metastases, 
the  first  above  plan  was  carried  out,  limit- 
ing the  radiation  to  the  pelvis  and  abdomen 
below  the  umbilicus. 


Table  2 is  a summary  of  the  cases  ac- 
cording to  staging,  using  the  classification 
of  Davis  and  Associates:  Stage  I is  malig- 
nant neoplasm  confined  to  the  ovary,  not  con- 
taining excrescences  of  infiltrated  adhesions. 
Stage  II  is  a break  through  the  ovarian 
capsule  in  the  form  of  excrescenes,  infiltrat- 
ed adhesions,  or  ruptured  capsule,  before  or 
right  at  the  operation.  Also,  bilateral 
ovarian  involvement  with  no  pelvic  meta- 
stases. Stage  III  is  pelvic  dissemination 
to  the  tubes,  ovaries,  bladder,  rectum  or 
pelvic  peritoneum.  Stage  IV  is  involve- 


Figures  1 and  2 


• Obturator 
A External  iliac 
I Hypogastric 
^ Common  iliac 
^ Presacral 
■ Aortic 


The  histologic  diagnosis  in  the  above 
cases  were  pseudomucinous  adenocarcinoma, 
5 cases;  sero-cystadeno-carcinoma,  7 cases; 
anaplastic  carcinoma,  2 cases;  and  malig- 
nant granulosal  cell  carcinoma,  1 case. 

Results  of  Therapy 

On  November  1st  there  were  eight  sur- 
vivals and  seven  deaths.  Of  the  survivals  two 
have  clinical  evidence  of  disease.  The  six 
others  show  no  signs  of  recurrent  tumor  with 
survivals  of  6 months  to  42  months  since  the 
first  surgical  operation. 


ment  above  the  pelvis  — omentum,  liver  and 
metastases.  As  shown  in  table  2,  six  of  the 
deaths  were  Stage  IV  malignancies  surviving 
from  31/2  to  18  months.  Of  interest  is  that 
the  three  patients  with  Stage  I and  II  malig- 
nancy are  alive  and  free  of  disease.  Three 
of  the  patients  in  the  Stage  III  group  are 
alive,  two,  free  of  disease  12  and  18  months 
since  diagnosis  and  the  third  shows  evidence 
of  pericardial  involvement  and  has  suiwived 
18  months.  The  two  remaining  survivals  are 
Stage  IV  cases,  one  having  survived  19 
months  showing  evidence  of  disease,  and 
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Figure  3 


20x20  Portal  70  c.m. 


the  other  after  22  months  has  no  sign  of  re- 
currence. The  third  table  lists  the  survivals 
treated  in  this  department  between  1954  and 
1957  with  conventional  X-ray  therapy,  400 
KVP.  We  have  four  cases  of  Stage  II  malig- 
nancy surviving  five  and  one-half,  six,  six, 
and  seven  and  one-half  years  from  diagnosis 
with  no  signs  of  recurrence.  One  Stage  III 
case  is  a six  year  survival  with  no  evidence 
of  disease  and  two  Stage  III  cases  survived 
36  and  37  months.  During  this  period  a 
total  of  fifteen  patients  with  ovarian  malig- 
nant neoplasm  were  treated. 

Discussion 

The  prime  question  is  whether  irradia- 
tion therapy  increases  the  survival  rate  of 
primary  ovarian  carcinoma.  In  order  for  us 
to  advocate  its  use  in  this  malignancy,  it 
is  necessary  for  us  to  establish  that  combined 
surgery  and  X ray  is  not  merely  equal  to 
surgery  alone,  but  definitely  superior  to  it. 


It  is  not  good  to  advise  its  use  because  it 
will  do  no  harm.  The  patient  experiences 
some  discomfort  through  the  course  of 
treatment;  however,  this  is  usually  well  tol- 
erated. On  a review  of  the  litei'ature  in 
the  last  decade,  one  encounters  many  con- 
flicting reports  as  to  the  effectiveness  of  ra- 
diation therapy  in  this  disease.  It  exists  be- 
cause of  the  numerous  factors  one  has  to 
consider  in  order  to  obtain  comparable 
groups  of  cases  from  different  institutions. 
One  has  to  control  staging,  pathologic  diag- 
nosis, and  most  of  all  the  method  of  selec- 
tion of  cases  for  the  various  modalities  of 
treatment.  The  number  of  cases  one  can 
obtain,  under  such  controlled  conditions,  at 
any  institution  is  small;  this  is  the  big 
stumbling  block. 

A careful  scrutiny  of  the  reported  cases 
in  the  last  decade  will  show  that  radia- 
tion does  play  an  important  part  in  the 
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TABLE  2 

RADIATION  RESULTS  IN  PRIMARY  OVARIAN  CARCINOMA 
FROM  ST.  JOSEPH’S  HOSPITAL 
October  1959  to  June  1962 


Stage  IV  — 8 Cases 

6 Dead — 

Sur\'ival  in  Months 
3V2,  4,  6,  7,  9, 

18,  and  18 


Stage  I — 2 Cases 
Living  3%  yi-s. 

No  disease. 

Pseudomucinous 

CystadenoCA 

Living  18  months. 

No  disease. 

Granulosal  cell  tumor 


Stage  III  — 1 Case 

STAGE  III  — 1 Case 
Alive,  no  disease. 

6 mo'nths. 

Ruptured  Pseudo- 
mucinous AdenoCA 


Stage  in  — 4 Cases 
1 dead — 18  months 
Surtival 
3 Living 
18  months. 
Pericardium 
Involved 

18  months. 

No  disease. 

Pseudomucinous 

AdenoCA 

12  months. 

No  disease. 

Anaplastic 

Carcinoma 


2 Living 
19  months. 

E\idence  of  disease. 

No  surgery. 

Class  V Cells 

Thiotepa 

22  months. 

No  disease. 

Recurrent  with 
spillage. 

2nd  Operation 
followed  by 
radiation. 

Pseudomucinous 

CystadenoCA 


TABLE  3 

RADIATION  5-YEAR  SURVIVAL  SINCE  1954, 
SAINT  JOSEPH’S  HOSPITAL 


Stage  II_ 

Stage  II- 
Stage  II- 
Stage  II_ 
Stage  III. 
Stage  III 
Stage  III. 


Years  Survival 
and 

Histologic  Diagnosis  Free  of  Disease 

Ruptured  Serocystadeno  CA 6 died  of 

cirrhosis 

Ruptured  Serocystadeno  CA 7^2  years 

Bilateral  AdenoCA 6 years 

Pseudomucinous  AdenoCA 5%  years 

Pseudomucinous  AdenoCA 6 years 

Serocystadenocarcinoma 37  months 

Malignant  Granulosal  Cell  Tumor 36  months 


management  of  ovarian  malignancy.  How- 
ever, there  is  very  little  evidence  as  shown 
in  table  4,  of  any  appreciable  increase 
in  the  absolute  five-year  suiwival  over  the 
last  decade.  The  highest  survival  was  52 
per  cent  reported  from  the  IMayo  Clinic  in 
1959  by  Turner,  Remine,  and  Dockerty.  The 
20-year  follow-up  series  by  Kent  and  Mc- 
Kay from  Harvard,  in  1959,  revealed  an  ab- 
solute five-year  survival  of  36.4  per  cent. 
From  this  series  table  5 was  obtained  show- 
ing the  relationship  of  the  modality  of 
treatment  and  the  survival  rate.  This  illus- 
trates that  definitive  treatment  has  a three- 
fold result  over  the  nondefinitive  treatment 
group.  Table  6 is  the  relation  of  staging  to 
five-year  survival  by  both  Haiward  and  the 
Mayo  Clinic.  If  one  groups  Stages  I and 
II  and  Stages  HI  and  IV  together,  there  is 


approximately  an  equal  percentage  of  cases 
in  these  two  divisions  reported  from  both 
institutions.  The  results  of  Stages  HI  and 
IV  together  are  then  approximately  the 
same.  Metastases  beyond  the  ovary  was 
reported  approximately  the  same  by 
both  institutions.  Mayo  Clinic  report- 
ed an  average  five-year  survival  of  90 
per  cent  of  Stages  I and  II  together,  as  com- 
pared to  56  per  cent  at  Haiward.  To  ex- 
plain this  difference  is  difficult;  perhaps,  the 
Mayo  Clinic  group  had  a higher  staging,  or 
they  may  have  superior  surgical  techniques 
being  primarily  a private  clinic. 

Table  7 shows  the  relation  of  staging  to 
surgeiy  and  radiation  responses.  If  Stages 
I and  II  and  II  and  IV  are  again  placed  to- 
gether in  t\vo  groups  at  each  institution,  one 
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notes  that  the  Mayo  Clinic  treated  many  in 
the  Stage  I - II  group  by  surgery  alone,  with 
only  35  per  cent  treated  by  surgery  and 
X ray,  while  at  Harvard  there  was  44  per 
cent  treated  with  the  combination  in  this 
identical  group.  In  the  Staging  II  - IV  group, 
71  per  cent  at  Mayo  Clinic  received  surgery 
and  X ray  as  compared  to  50  per  cent  at  Har- 
vard. This  difference  in  the  use  of  the  modal- 
ities of  therapy  may  account  for  the  differ- 
ences reported  in  survival  for  surgery  alone 
and  surgery  and  X ray.  Harvard  reported  an 
increase  of  1 to  25  per  cent  in  the  five-year 
survival  for  each  stage  in  the  surgical  and 
X ray  group  over  the  surgical  group  alone. 
This  increase  in  survival  using  surgery  and 
X ray  held  up  for  20  years  as  illustrated  in 
figure  4,  a graph  of  staging  and  radiation 
response  (operative  survivors  only).  Mayo 
Clinic  does  not  report  the  cases  according  to 
stages.  The  71  per  cent  of  cases  in  Stages 
HI  and  IV  treated  with  surgery  and  X ray 
as  opposed  to  35  per  cent  in  Stage  I and  II, 


TABLE  4 


Munnell  and  Taylor 

Absolute 
5 Year 
Survival 

27.5 

Year 

of 

Report 

1949 

Allan  and  Hertig 

_ 35.0 

1949 

Schmitz  and  Majewski 

_ 20.3 

1951 

Wheelock,  Fennell,  and 

Megis  

26.6 

1951 

Kerr  and  Elkins 

30.4 

1951 

Randall  and  Hall 

14.4;  6.4 

1952 

Javert  and  Roscoe  _ __ 

24.0 

1953 

Pearse  and  Behrman  _ 

20.6 

1954 

Mengert 

11.1 

1954 

Randall,  J.  H. 

27.4 

1955 

Hendersen  and  Bean 

. _ 18.1 

1957 

Munnell,  Jacox,  and 

Taylor  _ _ 

27.7 

1957 

Latour  and  Davis 

37.6 

1957 

Turner,  Remine,  Dockerty 

52.0 

1959 

Kent  and  McKay 

36.4 

1960 

Rubin 

36.0 

1962 

may  be  the  explanation  for  the  46  per  cent 
survival  rate  in  the  surgery-X-ray  group,  as 
compared  to  a 64.8  per  cent  survival  rate 


Figure  4 


LONG  TERM  SURVIVAL  (1904-1952) 
Kent  and  McKay 


ft-j.  IS. 
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TABLE  5 

MODALITY  OF  TREATMENT  AND 
5 YEAR  SURVIVAL 
From  Kent  & McKay, 

Amer  J Obstet  Gynec 


1. 

Biopsy 

Cases 

23 

5 Year 
Survival 

8.7 

2. 

Biopsy  and  X ray 

18 

5.6 

3. 

Oophorectomv 

45 

17.8 

4. 

Oophoi’ectomy  and  X ray 

18 

33.3 

5. 

Hysterectomy  and  bi- 
lateral Oophorectomy 

128 

37.4 

6. 

Hysterectomy,  Bilateral 
Oophorectomy  and  X ray 

117 

53.0 

Definitive  Treatment 

245 

45 

Remaning  Group 

104 

16.3 

TABLE  9 

X-RAY  RESPONSE  AND  HISTOLOGIC 
TYPES 

Kent  & McKay,  Amer  J Obstet  Gynec 


September,  1960 

(Only  the  Surgical)  5-Yr.  Survival  Surgery 

Survivors  Surgery  Alone  and  X ray 

Serous 

Adenocarcinoma  32.0%  46.0% 

U ndif  f erentiated 

Carcinoma  12.5%  41.7% 

Malignant  Granulosal 

Tumor  20.0%  20.0% 

Pseudomucinous 

Carcinoma 48.0%  50.0% 


TABLE  6 

RELATION  OF  STAGING  TO  5-YEAR  SURVIVAL 

HARVARD  MAYO  CLINIC 

% -Yr.  % 5-Yr. 

% Cases  Survival  % Cases  Survival 

Stage  I 32.2  53.4  22.7  92.1 

Stage  II  12.3  59.0  21.5  88.2 

Stage  III  19.3  40.0  30.2  44.0 

Stage  IV  36.2  10.0  25.6  4 8 

Overal  100.0%  36.4%  100.0%  54.3% 

Metastasis  beyond  ovary  — 55.5%  55.8% 


TABLE  7 

RELATION  OF  STAGING  TO  SURGERY  AND 
RADIATION  RESPONSE 

HARVARD  MAYO  CLINIC 


% Cases 
Surgery 
Alone 


Stage  I and  II 56 

Stage  III  and  IV 50 


% 5-Yr. 
Survival 
Surgery- 


Alone 

Stage  I 46.1 

Stage  II  58.8 

Stage  III  28.2 

Stage  IV 10.9 


% Cases 

Cases 

% Cases 

Surgery 

Surgery 

Surgery 

and  X ray 

Alone 

and  X ray 

44 

64.5 

35.5 

50 

29.0 

71.0 

Result  by  Staging, 

Not  Reported 

Surgery 
and  X ray 

Surgery 

Alone 

5-Yr.  Surviva 

71.1 

72  Cases 

64.8 

62.0 

52.8 

Surgery  and 

11.5 

X ray 

46.2 

TABLE  8 

OVARIAN  CARCINOMA 
STAGE  III 

FIVE-YEAR  SURVIVAL  RATE 

Surgery  and 


Authors 

SurgeiT 
Per  Cent 

Irradiation 
Per  Cent 

1. 

Carlin  and  FrodeyS 

0 

43 

2. 

Ellisis 

None  Reported 

24  (10  year 

3. 

Gardiner  and  Slaters  _ . 

17 

50 

4. 

Rubin,  Grise  and  Terrv 

None  Reported 

*44 

5. 

Holme^o 

12.5 

17 

6. 

Kerr  and  Elkins24 

None  Reported 

37.2 

7. 

Latour  and  Davis^i 

23.1 

25 

8. 

Munnell  and  Tayloi“*o 

0 

±36  (gi-aph) 

9. 

Munnell,  Jacox  and  Tayloi-^i 

0 

±28  (graph) 

10. 

Sisson  and  Garland53_ 

None  Reported 

36 

11. 

Kent  and  McKay23 

28 

53 

♦Represents  those  without 

disease,  otherwise  69 

per  cent. 
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in  the  surgeiy  alone  group.  Also,  malig- 
nant granulosa  cell  tumors,  having  a low 
20  per  cent  five-year  survival  rate  reported 
by  Haiward,  are  excluded  in  the  Mayo  series. 
Turner,  Remine  and  Dockerty  stress  the 
value  of  irradiation  in  the  treatment  of  Stage 
III  and  IV  cases;  their  4.8  per  cent  survival 
and  Harvard’s  10  per  cent  survival  in  the 
Stage  IV  cases  speak  in  favor  of  its  use. 
Table  8 compiled  by  Rubin  is  strong  evi- 
dence of  the  usefulness  of  surgery  with  ir- 
radiation in  the  Stage  III  cases.  Kent  and 
McKay  reported  on  the  beneficial  effects 
of  X ray  as  to  the  histologic  types.  This  is 
illustrated  in  table  9. 

Undifferentiated  carcinoma  and  serous 
carcinoma  showed  the  best  improvement  on 
adding  X-ray  therapy  to  surgical  manage- 
ment. The  former  showed  30  per  cent  im- 
provement and  the  latter  14  per  cent. 

Summary 

Evidence  was  presented  from  our  small 
series  at  St.  Joseph’s  hospital  in  sup- 
port of  the  beneficial  effects  of  irradiation 
therapy  in  Stage  II,  III  and  IV  primary 
ovarian  malignant  neoplasms.  Evidence 
from  the  recent  literature  is,  also,  present- 
ed in  support  of  this  modality  of  therapy. 
Surgical  therapy  alone,  consisting  of  total 


abdominal  histerectomy  and  bilateral  sal- 
pingo-oophorectomy,  is  the  primary  treat- 
ment of  choice  for  patients  with  Stage  I 
disease. 

Discussion  opened  by  Dr.  Walter  Grund,  Denver. 


References 

1.  Davis,  B.  A.;  Latour,  J.  P.  A.,  and  Philpott, 
N.  W.:  Surg  Gynec  Obstet  102:565-573,  1956. 

2.  Kent  and  McKay:  Amer  J Obstet  Gynec  80: 
430-441,  1960. 

3.  Turner,  ReMine,  Dockerty:  Surg  Obstet  Gynec 
109:198-206,  1959. 

4.  Munnell,  Jacox,  and  Taylor:  Amer  J Obstet 

Gynec  74:1187-1200,  1957. 

5.  Latour,  J.  P.  A.,  and  Davis,  B.  A.:  Amer  J 

Obstet  Gynec  74:968-976,  1957. 

6.  Munnell,  E.  W.,  and  Taylor,  H.  C.,  Jr.:  Amer 
J Obstet  Gynec  58:943,  1945. 

7.  Allan,  M.  E.,  and  Hertig,  A.  T. : Amer  J 

Obstet  Gynec  58:640,  1949. 

8.  Schmitz,  H.  E.,  and  Majewski,  J.  T. : Radiology 
57:820,  1951. 

9.  Wheelock,  F.  C.;  Fennell,  R.  H.,  Jr.:  New 

Engl  J Med  245:447,  1951. 

10.  Kerr,  H.  D.,  and  Elkins,  H.  B. : Amer  J 

Roentgenol  66:184,  1951. 

11.  Randall,  C.  N.,  and  Hall,  D.  W.:  Amer  J 

Obstet  Gynec  63:497,  1952. 

12.  Javert,  C.  T.,  and  Roscoe,  R.  R. : Surg  Clin 
North  Amer  33:557,  1953. 

13.  Pearse,  W.  H.,  and  Behrman,  S.  J.:  Obstet 
Gynec  3:32,  1954. 

14.  Mengert,  W.  F. : Southern  M J 47:918,  1954. 

15.  Randall,  J.  H.:  Obstet  Gynec  5:445,  1955. 

16.  Henderson,  D.  N,  and  Bean,  J.  L.:  Amer  J 

Obstet  Gynec  73:657,  1957. 

17.  Rubin,  Phillip:  Amer  J Roentgenol  88 

(No.  5):  833,  1962. 


A SENATOR’S  OPINION  ABOUT  DRUG  HEARINGS 
I am  sure  you  expect  me  to  say  something  about  the  drug 
bill  to  which  the  bureaucracy  of  the  United  States  Congress  has 
assigned  the  unglamorous  designation,  S.  1552.  You  know,  despite 
all  the  fuss  and  feathers,  the  bill  is  really  not  so  important.  After 
all,  thousands  of  bills  are  introduced  in  the  Congress  each  session. 
What  is  important  about  this  bill  is  the  fact  that  it  was  the  vehicle 
for  one  of  the  longest,  dreariest,  most  biased,  most  unfair,  most 
cynical  — I could  go  on  — series  of  hearings  which  ever  disgraced 
the  United  States  Senate.  (U.S.  Senator  Roman  L.  Hruska  to 
Fordham  University  College  of  Pharmacy,  April  29,  1962). 
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SEROUS 

Cystadenocarcinoma  of  Ovary 

BILATERAL,  STAGE  II.  SIX-YEAR  SURVIVAL 

A Case  Report* 


Mrs.  L.  R.,  age  22,  came  to  my 
office  September  30,  1956  for 
examination. 

Chief  Complaints: 

1.  Inability  to  conceive  after  two  years 
of  married  life. 

2.  Fleeting  twinges  of  pain  in  the  right 
lower  abdominal  quadrant  for  past 
one  and  one-half  years. 

3.  Soreness  in  the  entire  lower  abdo- 
men. 

4.  Cold,  “freezing”  sensations,  even  on 
severe  hot  days. 

Present  Illness:  The  patient  stated  that 

she  had  always  been  heavier  than  the  aver- 
age for  her  age,  but  had  always  been  in 
good  health;  that  she  had  lost  about  50  lbs 
(22.7  kg)  in  weight  in  the  past  four  years. 
Her  average  weight  until  this  loss  was  200 
lbs  (91  kg) ; that  she  had  had  a complete 
physical  examination  prior  to  marriage  two 
years  ago,  and  was  found  to  be  in  good 
health. 

Past  History:  Not  significant;  with  an 

appendectomy  at  six  years  of  age.  Menses 
began  at  11  years  of  age.  She  had  cramps 
for  two  days  at  onset  of  period  the  first  two 
years.  Periods  lasting  five  days,  with  nor- 
mal flow.  No  history  of  amenorrhea. 

Family  Histoi-y:  Not  significant. 

Pertinent  Positive  Findings  on  Physical 
Examination:  The  lower  abdomen  was  en- 
larged to  the  size  of  a two  and  one-half  to 
three  months  pregnancy,  with  point  tender- 
ness in  both  adnexal  regions. 

Pelvic  Examination:  Cervix  showed  slight 
erosion  and  chronic  cervicitis.  The  pelvis 
was  filled  with  a tumor  mass  which  was 


R.  H.  TIBBELS,  MD 
Oakland,  Nebraska 


compressible,  but  not  moveable.  The  indi- 
vidual pelvic  organs  could  not  be  identified, 
and  my  first  impression  was  that  this  wom- 
an was  pregnant  but  still  menstruating.  It 
was  after  receiving  a negative  Freedman 
that  it  was  decided  to  refer  this  patient. 

Operation:  She  was  operated  at  St.  Jo- 
seph’s Hospital,  Omaha,  by  Dr.  M.  E.  Grier 
and  myself,  on  October  8,  1956,  at  which 
time  bilateral  salpingo-oopherectomy  and 
total  hysterectomy  were  done  — after  first 
receiving  a report  on  a frozen  section,  from 
the  pathologist,  who  stated  that  we  were 
dealing  with  a serous  cystadenocarcinoma  of 
the  ovary. 

Pathological  Description  of  Gross  Speci- 
men: One  ovary  measured  10  x 12.5  x 17 

cm,  the  other  9 x 15  x 18  cm.  There  were 
numerous  papillary  outgrowths  or  excre- 
sences  on  the  surface  of  both  ovaries.  These 
papillary  areas  measured  up  to  3.5  cm  in 
length  and,  on  one  side,  these  outgrowths 
had  involved  the  Fallopian  tube.  Both 
ovaries  were  cystic,  and  the  largest  cystic 
area  measured  11  cm  in  length  and  was 
filled  with  a dark  tan  fluid.  The  lining  of 
the  cystic  areas  was  papillary  tissue  measur- 
ing 1.5  cm  up  to  4.5  cm. 

The  anterior  and  posterior  pelvic  perito- 
neum and  greater  omentum  showed  no  evi- 
dence of  metastasis  or  growths;  however, 
there  was  some  serous  fluid  in  the  pelvic 
cavity. 

X-ray  Therapy:  This  patient  received  in- 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
colo^c  Society  meeting,  Las  Vegas,  Nevada,  November  30- 
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tensive  X-ray  therapy  to  the  pelvis  and  now 
has  considerable  fibrosis  and  thickening  of 
the  abdominal  and  vaginal  walls.  She  was 
seen  just  prior  to  this  meeting  and  is  in 
good  health,  working  eight  hours  a day  and 
feeling  better  than  she  has  felt  for  several 
years.  X ray  of  her  chest,  November  6, 
1962,  showed  no  evidence  of  metastases. 

Discussion 

If  this  woman  had  not  had  the  inherent 
desire  to  be  a mother,  and  had  been  satis- 
fied and  pleased  with  her  inability  to  con- 
ceive, in  all  probability  she  would  not  be 
alive  today.  According  to  most  authors, 
many  of  these  cases  are  inoperable  when 
first  seen.  In  Drs.  Grund  and  Hollys’  series, 
as  reported  in  the  Rocky  Mountain  Medical 


Journal  of  1958,  60  per  cent  were  inoperable 
when  first  seen.  Because  most  primary  car- 
cinomas of  the  ovaries  are  asymptomatic  in 
the  early  stages  and  the  most  common  first 
symptom  is  an  enlargement  of  the  abdomen, 
or  tumor  mass,  it  would  seem  advisable  to 
do  routine  pelvic  examinations  at  six  month 
intervals. 

At  operation,  it  would  seem  advisable  to 
have  a report  on  a frozen  section  on  all 
cystic-solid  ovarian  tumors  with  papillary 
outgrowth  or  ingrowth  lining  cystic  cavities, 
in  order  to  determine  the  extent  of  the  oper- 
ative procedure.  If  carcinoma  is  found  in 
one  ovary,  a bilateral  salpingo-oopherectomy 
and  total  hysterectomy  seems  to  be  the  pro- 
cedure of  choice,  regardless  of  patient’s  age. 


WHAT  PRICE  MEASLES  VACCINE? 

Another  advance  in  the  conquest  of  one  of  the  diseases  that 
plague  mankind  has  been  recorded  by  Eli  Lilly  & Co.  A test  of  a 
Lilly  vaccine  against  measles  has  been  made  public  at  a medical 
meeting  in  Philadelphia.  It  established  that  the  vaccine  was  re- 
markably effective  in  a measle  epidemic  in  that  city  last  May  . . . 
Neither  we  nor  the  drug  manufacturers  themselves  know  what  the 
price  of  the  measles  vaccine  will  be  when  it  becomes  available  for 
general  use.  We  know,  however,  that  it  can  hardly  reflect  the  tiue 
cost  of  the  long  experimentation  and  research  which  went  into  the 
product.  Fortunately,  Kefauver’s  sideshow  committee  hearings  have 
as  yet  not  deterred  the  drug  manufacturers  from  their  vital  work. 
They  continue  in  the  vanguard  of  the  fight  against  disease.  (Edi- 
torial in  Indianapolis,  Ind.  News,  March  22,  1962). 
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The  Effect  of  Diuril 

ON  FETAL  SERUM  POTASSIUM* 


The  use  of  the  thiazide  drugs 
has  become  as  indispensable  in 
obstetrics  as  the  use  of  prenatal 
iron  and  vitamins,  and  rightly  so,  because 
these  drugs  have  become  a vital  tool  in  the 
armamentarium  of  the  obstetrician.  Essen- 
tial hypertension,  preeclampsia  and  the  fre- 
quent water  retention  seen  in  the  pregnant 
woman  are  responsive  to  the  potent  diuretic 
action  of  the  thiazide  drugs.  However,  are 
the  thiazide  drugs  completely  safe  from  un- 
desirable side  effects?  Unfortunately,  they 
are  not. 

It  has  been  documented  that  the  thiazide 
drugs  adversely  influence  diabetic  control. ^ 
It  has  been  reported  that  the  thiazide  drugs 
are  hyperuricemic  and  can  precipitate  acute 
gouty  episodes.2  Lastly,  hypokalemia  has  oc- 
curred subsequent  to  thiazide  induced  di- 
uresis.®- ^ Pritchard  reported  a maternal 
death  attributed  to  hypokalemia  in  a digi- 
talized obstetric  patient.^ 

An  equally  important  consideration  in  the 
use  of  any  drug  in  obstetrics  is  the  potential 
effect  on  the  fetus.  Recently,  this  has  been 
brought  to  a sharp  focus  with  thalidomide. 
Fetal  deaths  due  to  accumulation,  in  the 
fetal  liver  and  the  placenta,  of  toxic  amounts 
of  carbutamide  have  been  obseiwed  when  the 
pregnant  mothers  have  received  this  oral 
hypoglycemic  agent.®  Infants  born  of  moth- 
ers who  received  sulfisoxazole  (Gantrisin) 
during  the  third  trimester,  have  been  ob- 
served to  have  an  elevated  bilirubin.®  This 
study  was  set  up  to  determine  if  the  fetal 
serum  potassium  can  be  altered  by  the  ad- 
ministration of  chlorothiazide  (Diuril)  to 
the  mother. 

As  an  introduction  to  any  discussion  on. 
diuretics,  it  would  be  ideal  to  describe  the 
renal  transport  of  electrolytes  and  the  mech- 
anism and  site  of  action  of  diuretics.  Unfor- 
tunately, at  this  time,  this  is  not  possible. 
It  is  not  known  whether  there  is  only  one  or 
several  transport  mechanisms,  and  the  exact 
diuretic  mechanism  is  uncertain. 


D.  A.  RITCHIE,  MD 
Omaha,  Nebraska 


Sodium  is  reabsorbed  continuously 
throughout  the  length  of  the  tubule,  at  least 
up  to  the  point  at  which  it  enters  the  collect- 
ing system.'^  In  the  proximal  tubule  this 
process  is  manifested  by  a reduction  in  vol- 
ume, as  the  fluid  within  the  tubule  remains 
isotonic  with  the  surrounding  plasma.  In 
the  loop  of  Henle  and,  in  the  absence  of  anti- 
diuretic hormone,  in  the  distal  tubule,  the 
removal  of  sodium  salts  results  in  dilution 
of  the  urine.  When  antidiuretic  hormone  is 
present,  the  excess  water  due  to  dilution  in 
the  loop  is  reabsorbed  in  the  distal  tubule.® 
Even  less  is  known  about  potassium  trans- 
port in  the  renal  tubules.  It  is  possible  to 
postulate  that  most  of  the  potassium  filtered 
leaves  the  tubule  at  an  as  yet  unidentified 
site,  and  is  excreted  in  the  urine  by  a process 
of  K-t-  ion  exchange  for  Na-h  ion.'^ 

The  chlorothiazide  compounds  are  effec- 
tive diuretics.  They  are  as  potent  orally  as 
parenterally.  They  augment  the  excretion 
of  water,  Na-h  and  Cl — , and  to  a lesser 
extent  K-k  and  HCO3 — ions.  They  com- 
bine the  saluretic  action  of  the  organic 
mercurials  with  the  carbonic  anhydrase  in- 
hibitory action  of  sulfonamyl  compounds.  It 
would  be  expected  that  chlorothiazide  com- 
pounds would  cause  alkalosis  and  resultant 
refractoriness  to  diuretic  therapy  as  mer- 
curials do,  but  they  minimize  alkalosis  by 
limiting  H-f-  ion  excretion.  Alkanization  of 
the  urine  by  chlorothiazide  is  accompanied 
by  K-h  ion  loss.® 

The  efficacy  of  diuretic  drugs  is  related 
to  their  ability  to  increase  salt  excretion.  An 
increase  in  urine  flow  in  itself  is  insuffi- 
cient tp  correct  edema.  Since  edema  is  an 
abnormal  accumulation  of  extracellular  fluid 
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composed  mainly  of  water,  Cl — , and  Na+, 
only  those  agents  that  increase  the  excre- 
tion of  these  constituents  can  relieve  edema. 
Nonnally  about  80  per  cent  of  the  filtered 
salt  and  water  is  reabsorbed  by  the  tubules ; 
the  primary  event  is  probably  the  active  re- 
' absorption  of  Na+  ion  followed  passively 
by  reabsorption  of  water  and  Cl — ion  to 
maintain  osmotic  and  electrical  equilibrium. 
This  reabsorption  occurs  mainly  in  the  prox- 
imal segment  of  the  tubule.  Chlorothiazide 
resembles  a mercurial  diuretic  through  its 
inhibitory  action  on  the  sulfhydryl  groups 
of  tubular  enzymes  and  inhibits  the  reabsorp- 
I tion  of  Na-f  ion  in  both  the  proximal  and 
distal  tubules,  thereby  causing  excretion  of 
water  and  Cl — ion  with  the  excreted  Na+ 
ion. 10. 11 

The  second  alteration  of  renal  physiology 
by  chlorothiazide  is  via  the  carbonic  anhy- 
drase  enzyme  system  (figure  1).  The  in- 
hibition of  this  enzyme  system  results  in 
alteration  of  H+  ion  and  K-f-  ion  excre- 
tion. Carbonic  anhydrase  is  an  enzyme  that 
facilitates  the  hydration  of  COj  to  form 
HjCOj.  Cells  lining  the  tenninal  portion  of 
the  nephron  replace  Na-|-  within  the  lumen 


with  either  K-|-  or  H-f-  from  the  cell  in- 
terior.i2  The  mechanism  by  which  either 
K-|-  or  H-f-  is  secreted  is  unknown.  How- 
ever, the  intracellular  concentration  of  these 
ions  appears  to  be  one  important  factor.'^ 
H-|-  ion  secretion  is  favored  by  either  high 
H+  or  low  K-f  within  the  cell.  Inhibition 
of  carbonic  anhydrase  limits  intracellular 
H-h  and,  therefore,  stimulates  K-f-  for  Na+ 
exchange  rather  than  H-h  for  Na+  ex- 
change. Therefore,  chlorothiazide  promotes 
K-1-  excretion  by  inhibition  of  carbonic  an- 
hydrase and  encouraging  the  exchange  of 
K+  for  Na-f  because  of  the  limitation  of  the 
intracellular  H-f  concentration.  The  site 
of  action  is  in  the  distal  tubule.^® 

Is  it  possible  then,  either  directly  or  in- 
directly, that  a fetal  hypokalemia  can  be  pro- 
duced subsequent  to  the  administration  of 
chlorothiazide  to  the  mother?  A control  was 
set  up  by  detennining  serum  potassium  in 
mothers  and  their  infants  who  did  not  re- 
ceive Diuril  prior  to  or  during  labor.  The 
control  consisted  of  20  mothers  (figure  2). 
The  mean  value  for  serum  potassium  in 
mothers  not  receiving  Diuril  was  4.3  mg  per 
100  ml  with  a standard  deviation  being  .72 


Figure  1 
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mg  per  100  ml.  The  mean  value  for  serum 
potassium  in  infants  whose  mothers  had  not 
received  Diuril  was  5.3  mg  per  100  ml  with 
a standard  deviation  of  .93  mg  per  100  ml. 

The  study  gi’oup  consisted  of  six  mothers 
who  were  given  500  mg  of  Diuril  orally  for 
5-7  days  prior  to  delivery  and  500  mg  IV 
Diuril  at  onset  of  labor.  Maternal  blood  and 
cord  blood  were  obtained  immediately  post- 
delivery for  serum  potassium  detennination. 
The  mean  value  for  serum  K in  the  mothers 
receiving  Diuril  was  3.6  mg  per  100  ml  with 
a standard  deviation  being  0.15  mg  per  100 
ml.  The  mean  value  for  serum  K in  the 
infants  of  mothers  receiving  Diuril  was  4.4 
mg  per  100  ml  with  the  standard  deviation 
being  0.39  mg  per  100  ml. 

The  difference  between  the  mean  fetal 
sei-um  K in  the  control  group  and  study 
group  is  0.9  mg  per  100  ml.  The  “t”  value 
for  this  difference  is  3.1,  which  means  that 
the  observed  difference  would  be  explain- 
able on  the  basis  of  chance  alone  between 
one  in  two  hundred  to  one  in  four  hundred 
times. 

The  difference  between  the  mean  maternal 
serum  potassium  in  the  control  and  study 
group  was  0.7  mg  per  100  ml.  The  “t” 
value  for  this  difference  is  3.9,  which  means 


that  the  obseiwed  difference  would  be  ex- 
plainable on  the  basis  of  chance  alone,  less 
than  one  out  of  four  hundred  times. 

The  control  and  study  groups  were  not 
large,  but  the  standard  deviations  and  the 
significant  “t”  values  which  take  into  ac- 
count the  size  of  the  sample,  indicate  that  the 
sample  is  statistically  valid. 

In  summary,  Diuril  produced  a statistically 
significant  decrease  in  the  mean  serum  po- 
tassium-value between  the  fetal  control  and 
study  group  of  0.9  mg  per  100  ml.  The  de- 
crease in  the  mean  serum  potassium  value 
between  the  maternal  control  and  study 
group  was  0.7  mg  per  100  ml.  It  can  not  be 
concluded  whether  or  not  this  staistically 
significant  decrease  in  the  fetal  serum  potas- 
sium has  a physiologic  or  clinical  significant. 

Discussion  opened  on  Dr.  Ritchie’s  paper  by 

D.  E.  Baca,  MD,  Omaha,  Nebraska. 
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THE  HERCULEAN  TASK  OF  COMMUNICATION 
If  there  were  no  pharmaceutical  advertising,  new  lifesaving 
drags  would  be  withheld  from  the  critically  ill  patients  either  because 
the  physician  did  not  even  know  the  new  drag  existed,  or  because  he 
did  not  know  its  exact  indications  and  how  to  administer  it  safely 
and  effectively.  Given  the  present  rate  of  medical  progress  and 
the  consequent  production  of  new  curative  agents,  the  competitive 
stimulus  is,  I believe,  the  only  force  adequate  for  the  Herculean 
task  of  their  introduction  to  the  medical  profession.  If,  in  order  to 
use  new  medicines  effectively  and  safely,  the  doctor  had  to  depend 
upon  the  grinding  out  of  adequate  information  by  a centralized 
bureacracy,  progress  in  their  use  would  be  hideously  slow.  (Francis 
Boyer,  Chairman  of  the  Board,  Smith  Kline  & French  Laboratories, 
in  New  York  Academy  of  Medicine  Bulletin,  March,  1962). 
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CONTINUING  USE  of 

Episirectomy* 


For  many  years  the  discussion 
of  the  advantages  of  the  me- 
dian episiotomy  versus  a medi- 
al lateral  episiotomy  has  presented  the  mid- 
line episiotomy  as  more  physiologic  and 
anatomic,  but,  because  two  to  five  per  cent 
of  the  midline  episiotomies  extend  into  the 
rectal  sphincter  or  into  the  rectum,  mid- 
line procedure  has  been  frowned  upon  by 
many. 

One  of  the  taboos  from  earlier  obstetrics 
is  “Never  enter  into  the  rectum.”  This  was 
understandable  in  the  past  when  most  de- 
liveries were  carried  out  in  the  home  with 
poor  lighting,  little  assistance,  inadequate 
instrumentation  and  suture  material  so 
that  the  potential  dangers  inherent  in  a 
rectal-vaginal  fistula  were  enough  to  make 
rectal  injury  something  to  be  feared. 

An  episirectomy  is  the  intentional  and  de- 
liberate extension  of  the  episiotomy  through 
the  external  and  internal  sphincters  of  the 
rectum.  This  is  sometimes  called  a com- 
plete or  incomplete  perineotomy.  The  epi- 
sirectomy is  performed  when,  after  a mid- 
line episiotomy  has  been  done  and  the  pre- 
senting part  begins  to  crown,  the  anus  rap- 
idly dilates  from  3 to  5 centimeters  in 
diameter.  With  the  use  of  sharp  surgical 
scissors  the  sphincters  are  cut  cleanly.  This 
may  be  all  that  is  necessary  in  some  cases. 
However,  occasionally  the  incision  must  be 
carried  above  for  one  to  three  centimeters 
into  the  rectum.  Just  enough  to  allow  com- 
pletion of  the  delivery. 

Repair  is  accomplished  after  the  placenta 
has  been  removed  and  it  has  been  made  cer- 
tain that  no  uterine  or  cervical  lacerations 
are  present.  The  defect  in  the  rectal  area  is 
repaired  first.  The  apex  of  the  rectal 
wound  is  identified  and  a four-0  chromic 
suture  placed  in  the  rectal  wall  above  the 
apex  with  the  end  left  long. 

The  suture  is  then  placed  successively 
distally  in  a continuous,  locked  manner  in- 
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verting  the  rectal  mucosa,  continuing  the 
suture  do^\^l  to  the  mucocutaneous  juncture 
of  the  anus.  The  suturing  is  then  reversed 
upon  itself  in  a second  layer  of  muscularis 
in  a similar  suture  moving  back  up  to  the 
initial  apical  suture  where  the  suture  is 
tied.  The  external  sphincters  are  then  lo- 
cated, identified,  and  approximated  with 
several  mattress  sutures  of  three-0  chromic. 
Fascial  tissue  on  either  side  of  the  external 
sphincter  is  approximated  to  prevent  for- 
mation of  a “tear  drop”  anus.  The  levator 
ani  muscles  insert  between  the  external  and 
internal  sphincters  and  these  are  united  with 
sutures.  No  special  attention  need  be  paid 
to  the  internal  sphincter,  since  it  is  only 
a condensation  of  the  inner  circular  muscle 
fibers  of  the  rectum.  The  routine  repair 
of  the  median  episiotomy  is  then  carried 
out. 

The  use  of  Allis  clamps  in  the  skin  line 
without  suturing,  and  the  use  of  a perineal 
ice  bag  for  twenty-four  hours  contributes 
measurably  to  the  patient’s  comfort. 

Postpartum  care  of  the  patient  delivered 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting,  Las  Vegas,  Nevada,  November  30- 
December  1,  1962. 

Statistics 


Taylor 

Wendt 

Total  cases 

460 

500 

Episirectomies 

20 

22 

Incidence 

4.1% 

4.4% 

Prima  gravidas 

20 

21 

Spontaneous 

127 

133 

Low  forceps 

301 

308 

Rotations 

27 

47 

Breech 

5 

12 

Midline  episiotomies 

_ 402 

421 

Medial  laterals  _ 

18 

2 

No  episiotomies  _ 

40 

77 

Average  weight  of  babes 
(lbs.  - ozs.) 

7—4 

7—9 

Largest  weight  (lbs.  - ozs.) 

_ 10 

9—4 

Smallest  weight 

(lbs.  - ozs.)  — - 

6—5 
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by  episirectomy  is  usual.  The  patient  is 
placed  on  a low  residue  diet  and  Doxan 
capsules  are  given  at  hour  of  sleep  (h.s.), 
as  usual.  If  the  patient  has  not  had  a bowel 
movement  by  the  third  day,  after  delivery, 
a routine  Fleets  or  Travad  enema  is  given. 
Sitz  baths  and  perineal  heat  lamps  are  used 
only  at  the  patient’s  request  as  with  any 
episiotomy. 

Complications 

Due  to  great  strides  in  the  reduction  of 
morbidity  and  complications,  owing  prob- 
ably to  the  use  of  better  and  finer  suture 
material,  better  surgical  technique  and  in- 
struments, and  better  aseptic  preparation 
these  are  few.  Stander,  in  1945,  noted  that 
in  one-third  of  all  rectal  lacerations  some 
complications  occurred.  Later,  in  Little’s 
series  there  was  a 12.5  per  cent  incidence 
of  complications,  and  in  that  of  Dixon  and 
Kaltreider,  a 13.09  per  cent  incidence.  Later 
still,  Cunningham  and  Pilkington  using  the 
so-called  perineotomy,  in  1955  reported  a 
maternal  mortality  of  2.07  per  cent. 

Involving  a less  vascular  area  the  mid- 
line episiotomy  incises  directly  through  the 
structures  involved  and  not  on  an  oblique 
line.  This  permits  a much  more  anatomic 
repair  and  pubococcygeus  function  is  less 
damaged  by  this  approach.  In  Wendt’s 
series  of  22  episirectomies  there  were  2 com- 
plications, one  of  a temporary  elevation  of 
temperature  on  the  third  postpartum  day 
due  to  engorgement  and  the  other  a mild 
rectal  hemorrhage  which  the  proctologist 
thought  to  be  caused  by  defective  clotting  in 
a mucosal  vessel  on  the  rectal  side.  Wendt 
reported  no  infections  of  the  repair,  no  ab- 
scesses or  fistulas,  no  rectal  incontinence  or 
sphincter  paralysis.  In  the  present  series 
of  cases  reported  no  complications  appeared. 

Discussion 

The  episirectomy  is  not  advocated  for 
routine  use.  It  is  advocated  to  prevent  ex- 
tension of  a midline  episiotomy  through  the 
rectal  sphincters  or  into  the  rectum.  A 
clean  incision  of  these  structures  is  far 
easier  to  repair  and  gives  far  better  results 
than  does  repair  of  the  extended  midline  by 
tearing.  Deliberate  episirectomy  offers  a 


much  more  anatomical  repair  and  a far 
easier  repair  than  does  either  single  or  bi- 
lateral hockey  stick  extension  of  the  mid- 
line episiotomy  or  even  of  the  medial  lateral 
episiotomy. 

As  Wendt  states  “A  third  degree  lacera- 
tion or  the  intentional  invasion  of  the  rec- 
tum is  viewed  with  considerable  concern  by 
the  proponents  of  the  medial  lateral  episi- 
otomy and  represents  the  main  point  of  dif- 
ference in  the  choice  of  median  or  medial 
lateral  episiotomy.  In  adhering  to  the 
principles  of  fearing  the  rectum,  many  great 
advantages  of  the  median  episiotomy  are 
not  realized.” 

The  following  advantages  of  the  median 
approach  are  listed  by  Eastman:  (1)  easy 
repair,  (2)  infrequency  of  faulty  healing, 
(3)  lessened  pain  in  the  puerperium,  (4) 
rareness  of  dysparunia  subsequently,  and 
(5)  excellence  of  anatomic  end  results. 
Murray  reports  that  no  incidence  of  endo- 
metriosis in  episiotomy  scars  resulted  from 
median  incisions.  The  cases  of  endometri- 
osis reported  all  occurred  either  after  medial 
lateral  episiotomy  or  jagged  perineal  lacer- 
ation. 

Sphincter-problems  and  incontinence  have 
not  been  a factor  in  the  series  reported. 
Kaltreider  and  Dixon  and  others  believe 
that  cutting  the  sphincter  is  definitely  of 
value.  Cutting  or  lacerating  the  sphincter 
paralyzes  it  for  some  time  thus  promoting 
more  rapid  and  uncomplicated  healing.  In- 
tentional cutting  of  the  sphincter  has  been 
done  by  both  proctologists  and  gynecologists 
to  promote  healing  of  a chronic  rectovaginal 
fistula  without  the  need  of  other  operative 
work. 

The  incidence  of  third  degree  laceration 
after  medial  lateral  episiotomy  amounts  to 
from  one  to  two  per  cent.  Though  the  inci- 
dence is  less  in  the  medial  lateral  variety, 
the  surgical  acumen  of  the  obstetrician  often 
is  greatly  taxed  by  the  attempt  to  create 
an  adequate  repair  of  the  rectum  and  the 
vagina  after  third  degree  lacerations.  These 
lacerations  are  always  jagged,  contused  and 
very  vascular,  involving  a much  greater 
area  of  damaged  tissue.  The  repair  of  an 
episirectomy  is  simple  as  compared  to  the 
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repair  of  the  medial  lateral  incision  which 
not  only  extends  into  the  rectum  but  pos- 
sibly into  the  ischiorectal  fossa. 

Summary 

(1)  Four  hundred  and  sixty  deliveries 
are  reviewed.  Twenty  episirectomies  were 
done,  an  incidence  of  4.1  per  cent.  Morbidity 
was  nil;  in  all  cases  there  was  perfect  heal- 
ing without  rectal  complications. 

(2)  A simple  technique  for  repair  of  an 
episirectomy  is  described. 
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THE  REVOLUTION  IN  DRUG  DEVELOPMENT 
The  important  role  that  basic  research  in  the  pharmaceutical 
industi-y  has  played  in  the  development  of  new  drugs  is  evident. 
This  revolution  in  drug  development,  which  has  taken  place  over 
the  past  30  years,  will  accelerate  further  as  basic  research  is  in- 
creased by  the  phaimaceutical  laboratory.  The  rate  of  progress  will 
also  increase,  for  the  time  inter\ml  between  the  discovery  of  basic 
knowledge  and  its  application  is  steadily  decreasing  and  will  shorten 
further.  (Basic  Research  in  the  Pharmaceutical  Industry:  Victor 
A.  Drill,  M.D.,  J.  Indiana  State  Medical  Association,  January,  1962). 
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Pregnancy 

and 

Skin  Disorders* 


Hollander  and  Vogel  divid- 
ed skin  diseases  of  pregnancy 
into  three  convenient  cate- 
gories : 

I.  Cutaneous  disorders  precipitated  by 
pregnancy. 

II.  Cutaneous  disorders  aggravated  by 
pregnancy,  but  not  peculiar  to  the 
pregnant  state. 

III.  Cutaneous  diseases  benefited  by 
pregnancy. 

All  of  these  effects,  whether  beneficial 
or  detrimental,  are  related  to  the  changed 
biological  requirements,  the  changed  milieu 
inteur,  the  accelerated  metabolism,  and  the 
changes  in  hormones,  especially  the  corticos- 
teroids and  progesterone.  Certain  conclu- 
sions can  be  carried  over  to  the  nonpregnant 
state.  For  example:  the  girl  with  acne  vul- 
garis which  improves  when  she  is  pregnant 
will  generally  be  benefitted  by  hormone 
therapy  when  in  the  nonpregnant  state. 

The  first  group  includes  the  pigmentary 
changes  that  are  very  common.  The  linea 
nigra,  the  increased  pigmentation  of  the 
areola,  the  localized  patches  on  the  face,  for- 
merly known  as  chloasma  but  more  properly 
referred  to  as  melasma,  require  no  treat- 
ment, for  no  treatment  is  successful.  Reas- 
sure the  patient  that  they  will  fade,  but  do 
not  guarantee  that  they  will  disappear,  for 
in  all  likelihood  some  degree  of  pigmenta- 
tion will  remain. 

Erythema  of  the  palms  is  a common  find- 
ing in  pregnancy.  This  is  a phenomena  of 
increased  capillary  and  venous  pressure  and 
not  a prima  facie  sign  of  liver  disease,  which 
grandma  may  have  told  her,  or  a drug  re- 
action of  which  most  lay  persons  for  some 
reason  are  very  cognizant  at  this  time.  The 
erythema  of  palms,  you  can  assure  her,  will 
disappear  when  the  pregnancy  is  completed. 


DONALD  E.  PARKISON,  MD 
Omaha,  Nebraska 


The  nevus  araneus  (spider  or  starburst 
angioma)  frequently  makes  its  first  appear- 
ance during  pregnancy  and  tends  to  increase 
in  number.  These  can  be  of  arterial  or 
venous  origin  and  are  of  no  clinical  signifi- 
cance, except  to  be  differentiated  from 
the  flame  hemorrhages  seen  in  rheumatic 
fever.  They  are  related  to  the  estrogen 
level  and  may  or  may  not  disappear  follow- 
ing the  end  of  the  pregnancy.  Usually  they 
do  not.  No  treatment  is  necessary ; however, 
if  for  cosmetic  reasons  the  patient  insists 
on  removal,  then  very  light  electrodessica- 
tion  without  anesthesia  will  produce  scle- 
rosis without  scarring. 

Seborrheic  keratosis  is  a common  pig- 
mented benign  tumor  frequently  mistaken 
for  a nevus.  The  lesion  resembles  a drop 
of  dirty  candle  wax  on  the  skin.  Mul- 
tiplicity is  the  rule;  color  is  variable  from 
pink  to  black.  Removal  is  not  necessary. 
They  have  no  greater  malignant  potential 
than  the  surrounding  skin.  Again,  if  they 
are  cosmetically  objectionable,  removal  by 
hyfercation  with  local  anesthesia  is  pre- 
ferred. You  need  not  burn  the  patient  deep- 
ly. Very  light  electrodessication  of  the  base 
will  assure  no  recurrence.  They  also  may  be 
treated  with  trichloracetic  acid  dry-rub, 
carbon  dioxide,  liquid  nitrogen,  or  20  per 
cent  podophyllin  in  tincture  of  benzoin. 

Every  doctor  should  have  an  understand- 
ing of  the  life  cycle  of  the  pigmented  nevus. 
These  are  the  potentially  dangerous  moles. 
They  first  make  their  appearance  in  early 
childhood.  They  are  benign  at  that  time  and 
will  remain  benign  until  puberty.  These 
nevi  are  constantly  changing  and  maturing, 
so  to  speak.  Most  of  them  finally  grow  up 
and  become  benign  intradermal  nevi.  One 
stage  in  this  metamorphosis  is  the  junctional 
nevus.  This  little  fellow,  for  some  reason, 
doesn’t  get  his  way  and  he  may  decide  to 
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be  stubborn.  He  just  sits  and  pouts  and 
goes  no  further.  This  is  more  likely  to  oc- 
cur in  specific  areas  such  as  the  feet,  hands, 
and  genitals.  After  a time  this  junctional 
nevus  may  get  real  mad,  especially  under 
the  stimulation  of  adolescence  or  pregnancy. 
When  his  ire  is  aroused,  he  becomes  a malig- 
nant melanoma  or  more  exactly,  a melano- 
carcinoma.  It  should  be  pointed  out  that  the 
term  junctional  refers  to  the  area  between 
the  epidermis  and  dermis. 

Knowing  this  life  cycle  puts  us  in  a much 
better  position  to  cope  with  the  problem. 
We  know  the  sites  of  predilection,  therefore 
we  can  look  for  them.  It  may  be  nearly  im- 
possible to  find  a ne\ms  hidden  in  the  pubic 
hair,  but  if  you  ask  your  patient,  she  will 
tell  you  whether  or  not  there  is  one,  and  she 
will  even  find  it  for  you.  Now  all  you  have 
to  do  is  explain  to  her  the  potential  dangers 
and  recommend  surgical  removal  under  local 
anesthesia,  in  the  office.  And  remember, 
if  it  is  worth  taking  off,  it  is  worth  sending 
to  a pathologist.  But  if  you  don’t  specifical- 
ly ask  about  moles,  you  are  not  going  to  be 
aware  of  their  presence  until  the  malignant 
change  has  occurred.  If  one  remains  dor- 
mant throughout  the  entire  course  of  the 
pregnancy,  then  you  may  not  be  able  to  see 
it  until  the  area  has  been  shaven,  prepara- 
tory to  delivery.  Without  specific  permis- 
sion from  the  patient,  you  are  inviting  liti- 
gation if  you  remove  it.  Therefore,  let  us 
start  now  to  give  the  patient  the  fullest 
benefit  of  our  training  and  education.  Our 
job  is  not  completed  when  we  deliver  the 
baby.  Midwives  could  do  a tolerable  job  in 
most  instances,  if  this  were  our  sole  obliga- 
tion. The  survival  rates  of  patients  having 
malignant  melonoma  vary  greatly,  but  on 
an  average,  in  malignant  melanoma  with 
metastases,  the  five  year  survival  rate 
is  less  than  14  per  cent;  without  metastases 
20  to  40  per  cent.  Pregnancy  affects 
a malignant  melanoma  adversely.  Cas- 
tration, interruption  of  the  pregnancy,  hypo- 
physectomy,  adrenalectomy  and  the  adminis- 
tration of  hormones  have  little  or  no  effect 
on  the  course  of  metastatic  melanoma. 

It  has  been  proven  by  many  investigators 
that  a previously  quiescent  junctional  nevus 
will,  under  the  influence  of  gestation,  become 


active  and  malignant.  Therefore,  ask  an- 
other routine  question  on  your  prenatal  his- 
tory, “Do  you  have  any  moles  in  the  genital 
region,  hands  or  feet?”  Examine  them.  Re- 
move them.  Send  the  specimen  to  a path- 
ologist. Wide  excision  is  not  necessary. 
Merely  take  a small  margin  of  normal  ap- 
pearing skin  around  the  lesion.  If  it  subse- 
quently turns  out  to  be  malignant,  you  have 
not  compromised  your  patient.  Indeed  not, 
for  early  diagnosis  is  essential  to  cure  or  at 
least  to  long  term  survival  of  any  patient 
with  a malignancy.  And  after  all,  these 
statistics  are  a lot  better  than  say,  carcinoma 
of  the  stomach.  If  you  elect  to  wait  until 
time  of  delivery  to  remove  these  genital  nevi, 
then  it  behoves  you  to  inspect  them  at  each 
visit.  Not  only  are  the  usual  danger  signals 
important,  which  you  all  know,  such  as 
growth,  bleeding,  crusting,  increased  or  de- 
creased pigmentation,  inflammation,  or  ul- 
ceration, but  also  change  of  shape,  satellite 
formation  and  even  more  subtle  changes 
such  as  pain  or  pruritus. 

Herpes  gestationalis  is  characterized  by  a 
vesicular  eruption,  localized  at  its  onset  (im- 
petigo herptiformis)  or  generalized  in  its 
terminal  phase.  It  can  cause  spontaneous 
abortion  or  death  of  the  mother,  or  both. 
It  has  been  placed  in  the  pemphigus  and 
erythema  multiforme  gi'oup  of  skin  dis- 
eases. It  is  thought  by  some  to  be  of  viral 
origin,  intensified  by  the  products  of  gesta- 
tion and  aggi-avated  by  pituitary  and  chori- 
onic gonadotropins.  Cortisone,  both  system- 
ically  and  orally  is  the  conventional  mode  of 
treatment. 

The  following  is  a condensed  case  history 
of  a patient  with  this  disease,  but  treated 
with  a different  modality,  Reticulose  (a  lipo- 
protein derivative  of  nucleic  acid). 

D.J.  is  a 30-year-old  grV,  para  IV 
white  woman  who  first  noticed  a slight 
redness  in  the  left  malar  area  when  she 
was  about  16  weeks  pregnant.  This  was 
accompanied  by  severe  burning  and 
paresthesias,  but  no  pruritis.  This  per- 
sisted for  about  seven  days.  The  area 
of  redness  gradually  enlarged  from 
about  2 cm  in  diameter  to  about  4 cm 
in  diameter  and  a vesicular  rash  ap- 
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peared,  localized  to  the  same  area.  The 
paresthesias  increased  in  intensity,  but 
there  were  no  systemic  symptoms.  The 
patient  was  treated  with  Reticulose,  2 
cc  intramuscularly  daily  for  ten  days. 
The  rash  gradually  faided,  the  burning 
diminished  during  the  course  of  treat- 
ment. Over  the  next  month  the  skin 
took  on  a near  normal  appearance,  and 
now,  after  3 months,  almost  impercepti- 
ble scarring  is  all  that  remains.  The  pa- 
tient experienced  no  side  effects  to  the 
treatment,  and  has  had  no  recurrence  of 
the  disease. 

Now,  two  other  quickies.  Prurio  gestcv- 
tionalis  of  Besnier  is  a condition  seen  only  in 


pregnancy.  It  is  an  intensely  pruitic  papu- 
lar rash  involving  the  extensor  surfaces  oi 
the  body.  This  disappears  after  delivery, 
though  small  scars  may  remain.  It  is  best 
treated  with  antihistamines  and  soothing  lo- 
tions. 

Pruitis  vulvas  — the  two  most  common 
causes  of  itching  of  the  vulva  during  preg- 
nancy are  moniliasis  and  varicosities.  Treat- 
ment is  fairly  standard. 
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“Another  charming  bit  is  the  bought  and  paid  for  research  proj- 
ect. Part  of  the  price  includes  an  article.  You  see  most  dnig  com- 
panies have  the  quaint  belief  that  if  some  stupid  ass  — any  stupid 
ass  — will  burst  into  print  showing  that  their  new  drug,  martini 
acid,  is  the  best  on  the  market,  sales  will  jump  . . . 

“Suppose  the  investigator  finds  that  martini  acid  is  just  plain 
no  good.  He  receives  a warm  letter  congratulating  him  for  his  splendid 
intellectual  honesty.  But  there  will  be  shaved  ice  in  hell  before  he 
gets  another  research  grant  . . .”  (Paul  Williamson:  That  Monstrosity 
Called  Littachure.  Practice,  May,  1961). 
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Dermatologic  Lesions  of  the  Vulva* 


The  external  genitals  of  the  fe- 
male commonly  referred  to  as 
the  vulva  are  subject  to  the 
same  cutaneous  affections  as  seen  elsewhere 
on  the  skin.  However,  as  is  true  of  the 
genitals  in  the  male  there  is  modification  in 
appearance  by  local  conditions  affecting  the 
skin  at  these  sites.  Moisture  from  accumu- 
lation of  sweat  and  vaginal  discharges,  the 
lack  of  proper  aeration,  mechanical  friction 
from  the  rubbing  of  opposing  surfaces, 
cleansing  habits  characteristic  of  this  area, 
all  are  factors  which  alter  the  appearance 
of  the  dennatologic  lesion.  In  reviewing  the 
literature  one  notes  considerable  description 
of  venereal  disease  of  the  vulva  but  the  ab- 
sence of  concise  literature  when  it  comes  to 
specific  dermatologic  entities.  This  is  due 
largely  to  a lack  of  coordination  between  the 
gynecologist  and  the  dermatologist,  and  it 
has  permitted  confusion  to  persist.  One  re- 
sult of  discord  has  permitted  the  vulva  to 
be  emphasized  as  a genital  organ  rather 
than  to  be  referred  to  as  part  of  the  integu- 
ment of  the  body.  With  these  thoughts  in 
mind,  I consider  it  worthwhile  to  discuss  the 
diagnosis  and  to  illustrate  a few  of  the 
dermatologic  lesions  of  this  region.  (See 
Appendix  A). 

Contact  dermatitis  is  of  practical  im- 
portance as  it  occurs  quite  frequently  and  on 
many  occasions  is  a recalcitrant  problem  to 
manage.  Irritating  vaginal  discharges, 
over  medication  (particularly  fungicides), 
and  mechanical  trauma  induced  by  uncon- 
trollable pruritus  are  the  most  aggi’evating 
factors.  The  use  of  ointments  and  pastes 
occlude  the  sweat  glands  often  affording 
little  relief  of  symptoms.  I believe  a dry 
environment  with  the  proper  usage  of  cool, 
wet  compresses  or  sitz  baths,  using  either 
aluminum  acetate  (Domeboro  packs)  or 
Aveeno®  (oilated)  packs  provide  effective, 
immediate  relief  in  most  cases.  The  avoid- 
ance of  soaps,  tight-wearing  garments,  prop- 
er control  of  associated  vaginal  discharge, 
if  they  exist,  will  hasten  healing.  Steroid 

•Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  meeting:.  Las  Vegas.  Nevada,  November  30- 
December  1,  1962. 
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lotions  (Kenalog®  lotion)  with  or  without  the 
addition  of  the  antibiotic  neomycin,  Cort- 
dome  lotion®  or  Pantho-F®,  0.2  per  cent 
cream  are  the  most  effective  topical  prepara- 
tions in  my  experience  used  to  allay  the  in- 

Appendix  A — 

DERMATOLOGIC  LESIONS  OF  THE 
VULVA 

A.  Acute  inflammatory  reactions: 

1.  Contact  dennatitis 

a.  Allergic-e.g.  mercurials  and  nu- 
merous other  contactants. 

b.  Primary  irritants  — soaps,  vaginal 
discharges. 

2.  Drug  sensitivities 

a.  Sulfonamides,  antibiotics,  laxatives, 
and  so  forth. 

B.  Chronic  inflammatory  reactions: 

1.  Psoriasis 

2.  SeboiTheic  dermatitis 

3.  Eczema  syndrome 

a.  Atopic. 

b.  Neurodermatitis  (Syndorome — ears, 
eyelids,  and  genitalia). 

c.  Pruritus  vulvae  (essential). 

4.  Lichen  Planus 

C.  Atrophies: 

1.  Senile 

2.  Lichen  sclerosis  et  atrophicus 

3.  Scleroderma 

D.  Hypertrophies : 

1.  Leukoplakia 

E.  Infections: 

1.  Bacterial  — pyoderma 

2.  Mycotic 

a.  Tinea  cruris. 

b.  Moniliasis  (diabetes  mellitus). 

c.  Systemic  fungi  (blastomycosis). 

3.  Viral 

a.  Herpes  simplex  (recurrent). 

b.  Herpes  zoster. 

4.  Venereal 

a.  Condylomata  acuminata. 

b.  Syphilis  — condylomata  lata. 

c.  Lymphopathia  venereum. 

d.  Granuloma  inguinale  (Donovan 
bodies). 

F.  Tumors  of  vulva. 

G.  Miscellaneous: 

1.  Pemphigus 

2.  Parasitic  diseases 

3.  Toxic  manifestation  of  systemic  illness 
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flammatory  reaction.  In  severe  eruptions 
oral  steroids  and  antihistamines  are  indicat- 
ed. 

Pj-uritus  vulvae  of  the  essential  type  is  the 
most  common  vulvar  entity  seen  by  the  der- 
matologist. It  is  usually  of  functional  ori- 
gin and  is  best  classified  as  a fonn  of  neuro- 
deiTOatitis.  Only  rarely  is  it  a toxic  or  “id” 
type  of  manifestation  from  disease  else- 
where. A syndrome  that  I have  not  seen 
described  but  often  observed  occurs  in  the 
postmenopausal  apprehensive  woman  with 
sites  of  involvement  which  include  the  vulva, 
perianal  zone,  ear  region,  and  usually  one 
upper  eyelid  or  the  nape  of  the  neck  and  con- 
sists of  recurrent  bouts  of  pruritus.  For 
the  management  of  this  condition,  tranquil- 
izers, a variety  of  steroid  creams  and  Grenz 
ray  therapy  (an  ultra-soft  radiation  with  no 
accumulative  effect)  have  produced  the  best 
results,  in  my  experience.  It  will,  at  least, 
arrest  the  present  episode  as,  characteristic- 
ally, all  treatment  fails  the  test  of  time  in 
this  recurrent  condition. 

Psoriasis  is  a common  skin  disease  not 
sparing  the  genitals.  In  the  intertriginous 
areas  it  is  often  mistaken  for  monilia  or 
some  other  mycotic  disease.  It  often  occurs 
solely  on  the  genitalia.  The  use  of  Fluocino- 
lone  (Synelar,  Cordran)  or  Alphosyl  Cream 
in  addition  to  Grenz  ray  will  clear  the  pro- 
cess in  two  to  three  weeks.  I urgently  re- 
quest that  no  griseofulvin  be  used  in  mycotic 
disease  unless  cultures  have  confirmed  such 
a diagnosis. 

A less  common  but  poorly  understood  dis- 
ease entity  is  Lichen  Sclerosis  et  Atrophicus 
(LSA).  LSA  (white-spot  disease)  also  re- 
ferred to  as  kraurosis  vulvae  and  in  the  male 
as  balanitis  xerotic  obliterans  is  character- 
ized by: 

(1)  Being  a definite  disease  entity  with 
atrophy  as  a striking  feature  and  differing 
from  lichen  planus;  (2)  its  clinical  appear- 
ance is  diagnostic.  It  usually  occurs  in  wom- 
en as  a localized  eruption  involving  the  vulva 
and  extending  to  the  perineum,  perianal 
zone,  with  other  patches  often  observed  on 
the  shoulders,  breasts,  and  forearms;  (3) 
it  is  seen  infrequently  in  children  but  prin- 

tLich^n  sclerosis  et  atrophicus  will  be  referred  to  as  LSA 
throughout  the  remainder  of  this  paper. 


cipally  during  the  postmenopausal  period; 
(4)  spontaneous  improvement  in  children  be- 
fore puberty  will  occur  particularly  follow- 
ing the  use  of  a combination  of  vitamin  A, 
cortisone,  and  estrogen  cream  known  as 
ESA-A-Cort  Cream;  (5)  initial  lesions  con- 
sist of  waxy-white  macules  to  flat-topped 
polygonal  papules  with  typical  keratotic 
plugging.  Later  a central  dell  is  noted  in 
these  papules  which  is  diagnostic.  Scaling 
is  of  a pearly  color  with  subsequent  depig- 
mentation developing  a typical  “onion-skin” 
or  “tissue-paper”  type  appearance  as  a late 
sequel;  (6)  histologically  LSA  demonstrates: 

a.  hyperkeratosis  with  follicular  plugging, 

b.  atrophy  of  the  stratum  malpighii  (prickle 
cell  layer)  c.  pronounced  edema  and  homo- 
genization of  the  collagen  in  the  dermis, 
d.  an  inflammatory  infiltrate  in  the  mid- 
dermis. Leukoplakia  histologically  demon- 
strates, hyperkeratosis  of  the  epidermis  with 
irregular  downward  proliferation  of  atypi- 
cal cells.  No  hydropic  degeneration  of  basal 
cells  is  seen.  There  are  minimal  changes  in 
the  cutis  other  than  infiltrates  of  chronic 
inflammatory  cells;  (7)  LSA  is  not  pre- 
cancerous  although  extremely  rare  cases 
have  been  reported.  It  should  be  distin- 
guished from  leukoplakia.  (See  Appendix 
B). 

There  seems  to  be  a tendency  on  the  part 
of  many  physicians  to  ignore  the  disease 
known  as  LSA  as  it  occurs  in  the  vulva  and 
to  confuse  it  with  leukoplakia.  This  situa- 
tion should  be  avoided  because  the  prognosis 
and  treatment  are  very  different. 

The  term  leukoplakia,  for  many  years,  has 
erroneously  been  used  in  referring  to  any 
and  all  of  the  disease  of  the  vulva  which 
clinically  show  whiteness.  True  leukoplakia 
as  seen  on  the  inner  labia  and  the  surround- 
ing structures  is  a rare  disease.  It  is  a hy- 
pertrophic process  occuring  as  translucent, 
bluish-white  streaks  or  patches  with  abrupt 
edges.  They  soon  become  thickened  and 
later  ulcerate.  Five  per  cent  of  cases  of 
leukoplakia  will  eventuate  in  an  epidermoid 
carcinoma.  It  rarely  extends  to  the  outer 
surface  of  the  labia  majora  or  to  the  peri- 
anal skin.  Leukoplakia  is  not  static  but  a 
constant  progressive  disease. 
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Appendix  B — 

DIFFERENTIAL  DIAGNOSIS  LS  ET  A AND  LEUKOPLAKIA 


LS  ET  A Leukoplakia 

Dei-mato-pathology Atrophy  Hj^pertrophy 

Primary  lesions White  polypnal  papules  Diffuse  translucent  streaks 

with  delling  to  bluish  white  papules 

in  groups 

Secondary  lesions “Onion  skin  scales”  Infiltrated  thickened  plaques 

to  ulceration  and  malig- 
nant degeneration 

Sites  of  involvement Vulva,  perineum,  perianal — Vaginal  mucosa,  labia 

elsewhere  on  body  minora 

Course Static — some  slow  spon-  Progressive 

taneous  clearing 

Age Adult  women,  children  Adult  women 

Treatment ESA-A-Cort  Cream  Vulvectomy 


LSA  can  and  should  be  differentiated 
from  leukoplakia.  It  should  be  emphasized 
strongly  that  it  is  a grave  mistake  to  recom- 
mend vulvectomy  in  uncomplicated  cases  of 
LSA.  Periodic  observation  of  these  pa- 
tients, controlling  the  pruritus  and  vaginal 
discharge,  removing  incipient  leukoplakia 
by  desiccation  as  we  do  in  mucosal  sur- 
faces elsewhere  is  recommended  in  its  man- 
agement. At  the  same  time,  I am  very 
reluctant  to  accept  more  than  a few  cases 
of  malignant  degeneration  of  LSA,  for  most 
of  the  cases  have  not  been  authenticated  by 
dermato-pathologic  review  and  may  actually 


have  presented  leukoplakia  originally ; there- 
fore, development  of  carcinoma  from  LSA 
should  be  regarded  as  extremely  rare. 

Summary 

In  summary,  I have  attempted  to  outline 
,some  of  the  more  common  dermatologic 
diseases  of  the  vulva.  A few  therapeutic 
suggestions  in  the  management  of  these 
problems  has  been  provided.  LSA  is  a spe- 
cific disease  entity  which  can  be  differen- 
tiated from  leukoplakia  and  should  be  man- 
aged much  more  conservatively. 


THE  TRADEMARK  OF  QUALITY 
Most  of  us  physicians  leam  to  respect  the  competence  of  a 
particular  pharmaceutical  house.  Their  trademark  becomes  a sign  of 
quality  to  us  and  I hope  we  don’t  do  away  with  what  seems  to 
me  the  consumers’  best  guarantee  of  value  — the  identification  with 
a particular  drug  house.  (William  C.  Menninger,  M.D.,  to  Senate 
Subcommittee  on  Antitnast  and  Monopoly). 
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WHAT'S  NEW 


WHAT'S  NEW  in 

General  Practice 


New  and  exciting  discoveries 
and  other  amazing  develop- 
ments are  taking  place  in  sci- 
ence and  especially  medical  and  allied  sci- 
ences with  surprising  rapidity.  Such  ex- 
amples as  the  production  of  Salk  and  Sabin 
polio  vaccines  and  more  recently  the  isola- 
tion of  the  measles  virus  and  development 
of  vaccines  have  already  had  a direct  in- 
fluence upon  the  practice  of  the  family 
physician.  The  development  of  the  artificial 
kidney  and  new  techniques  used  in  the  diag- 
nosis of  cardiovascular  conditions  and  in 
their  treatment  are  also  examples  of  scien- 
tific advances.  These  latter  are  a little 
more  remote  in  their  impact  upon  the  man 
doing  general  practice.  He  must,  however, 
be  increasingly  aware  of  such  developments 
in  order  to  be  able  to  recognize  those  condi- 
tions which  are  amenable  to  such  new  defin- 
itive therapy. 

Rather  than  to  recount  the  multitude  of 
changes  going  on  in  this  amazing  new  world 
of  science  of  the  Space  Age,  I would  like 
to  call  our  attention  to  certain  trends  with 
which  we,  as  general  practitioners  are 
faced.  These  trends,  although  not  quite  so 
spectacular,  are  significant  and  may  not  al- 
ways be  quite  so  evident.  They  are  not 
planned  nor  do  they  develop  in  quite  the 
same  manner  as  scientific  experiments.  It 
is,  however,  important  for  us  to  consider 
some  of  them  and  some  of  the  factors  con- 
cerned with  and  responsible  for  those 
trends. 

One  of  these  is  the  continued  and  relent- 
less pressure  of  social,  economic  and  political 
factors  which  not  only  every  physician  but 
also  those  in  allied  health  services  must  face. 
Changes  are  inevitable  as  society  becomes 
more  complex  and  as  hospitalization  becomes 
more  necessary  and  desirable.  Costs  of  med- 
ical or  health  services  have  risen,  not  so 
much  because  of  higher  charges  by  the 
physician,  but  rather  more  because  of  in- 
creasing costs  of  hospitalization  with  new 
and  important  services  provided  for  the  pa- 
tient by  the  hospital.  For  the  medically  in- 
digent and  lower  income  groups  these 
changes  have  resulted  in  an  increased  de- 
mand for  more  public  and  welfare  funds.  I 
do  not  need  to  expand  upon  this  as  we  are  all 
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familiar  with  the  political  aspects  of  this 
problem. 

There  are  also  new  and  changing  trends 
in  educational  processes.  Our  practitioners 
still  adhere  to  the  traditional  and  active 
concern  that  each  succeeding  generation  may 
be  prepared  to  advance  the  profession’s  serv- 
ice to  mankind.  I would  like  to  assure  the 
reader  that  there  is  no  desire  on  my  part  to 
minimize  the  magnitude  nor  the  complex 
nature  of  the  problems  faced  by  our  edu- 
cators. The  position  of  the  physician  is 
unique  in  the  community.  Traditionally  he 
has  been  the  most  respected  and  the  most 
consistently  rewarded  member  of  the  com- 
munity. A physician  is  much  more  than 
a technician;  his  primary  obligation  is  to 
human  beings  and  it  is  this  which  gives  his 
calling  its  power  and  its  significance.  The 
tendency  to  shorten  and  narrow  premedical 
education  and  the  trend  toward  gi*eater  spe- 
cialization in  medical  education  and  prac- 
tice do  not  tend  to  foster  or  develop  the  hu- 
man values  which  have  characterized  the 
great  physicians  of  history.  I submit  that 
the  general  practitioner  might  do  well  to 
ponder  how  best  to  preserve  or  rather  to  re- 
establish the  traditional  image  of  the  family 
physician. 

In  the  State  of  Nebraska  there  have  been 
some  important  and  far-reaching  changes 
going  on  in  the  field  of  psychiatry.  The  plan 
to  establish  psychiatric  centers  in  certain 
strategic  areas  has  been  a significant  move. 
There  is  still  much  to  be  done  but  a small 
start  has  been  made.  Another  experiment 
now  under  way  is  the  program  to  provide 
a basic  course  in  psychiatry  for  a small 
number  of  men  each  year.  These  men  are 
in  general  practice  and  I believe  the  plan 
is  for  them  to  help  in  the  psychiatric  cen- 
ters and  in  their  own  communities.  It  has 
been  my  impression  that  the  lines  of  com- 
munication between  the  general  practitioner 
and  the  psychiatrist  have  not  always  been 
open.  It  would  seem  that  these  may  be  of 
help  in  keeping  these  lines  open.  It  seems 
significant  that  there  is  a progi’am  to  pro- 
vide the  local  physician  with  training  and 
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tools  Avith  Avhich  he  may  better  sei*ve  the 
mentally  ill  patient  in  his  community.  I am 
told  that  there  has  been  a substantial  reduc- 
tion in  the  number  of  patients  in  our  state 
hospitals.  There  are  undoubtedly  many 
factors  responsible  for  this  trend,  but  it  is 
important. 

Changes  are  also  taking  place  in  providing 
means  for  the  general  practitioner  to  keep 
abreast  of  new  advances  in  medicine.  It 
is  now  possible  for  a physician  to  take  short 
refresher  courses  in  a considerable  number 
of  subjects  in  which  he  might  be  interested. 
These  are  conducted  in  several  medical  cen- 
ters in  Nebraska  and  neighboring  states. 
These  refresher  courses  are  meeting  a very 
definite  need  although  .some  of  them  are 
less  practical  than  one  might  wish. 

]\Iuch  discussion  has  been  going  on  with 
a view  to  finding  some  satisfactory  plan  to 
provide  additional  training  for  those  going 
into  general  practice.  Members  of  the 
Academy  of  General  Practice  have  had  a 
part  in  these  discussions,  and  I believe  it 
may  be  said  that  our  educators  are  anxious 
to  do  everjdhing  within  their  power  to 
provide  this  training.  The  problem  as  to 
whether  those  going  into  general  practice 
should  be  given  training  in  surgery  is  con- 
troversial and  as  yet  has  not  been  solved. 
Certainly  the  problems  of  those  physicians 
located  in  smaller  and  isolated  communities 
differ  from  those  in  or  near  larger  centers. 

1 am  reminded  of  the  philosophy  of  one 
of  my  commanding  officers  during  World 
War  II.  As  a soldier  he  was  tough  and 


“hard  as  nails,”  but  he  was  also  a student 
of  history  and  of  warfare.  I often  heard 
him  say  “I  can  show  you  where  every  major 
conflict  in  the  history  of  the  world  has  been 
won  by  some  imponderable,  and  it  has  been 
won  by  the  side  which  had  most  at  heart 
the  interest  of  the  common  man.”  In  a re- 
cent election  a certain  candidate  was  suc- 
cessful largely  because  he  created  the  image 
of  himself  as  the  friend  of  the  common  man. 

I submit  that  the  present  trends  AA^hich 
face  us  as  physicians  are  important  and 
some  are  fraught  Avith  danger  to  this  same 
common  man.  If  Ave  Avould  spend  more 
time  and  effort  to  solve  some  of  the  prob- 
lems of  our  patients  in  a positive  Avay  and 
less  time  in  standing  up  for  our  rights  AA'e 
Avould  come  much  nearer  defeating  those 
AA"ho  AA'ould  give  us  socialized  medicine.  If 
each  one  of  us  as  a physician  and  if  organ- 
ized medicine  AAmuld  do  more  to  preserve  and 
foster  the  traditional  image  of  the  family 
physician,  the  profession  as  a AA^hole  Avould 
be  held  in  higher  esteem  and  the  voice  of  or- 
ganized medicine  AAmuld  be  more  effectiv’e. 
The  general  practitioner  of  the  future  needs 
that  same  magnanimous  commitment  to  the 
good  of  mankind  AA'^hich  has  been  the  mark 
of  the  character  of  the  Avorld’s  gi’eat  physi- 
cians. He  should  be  able  to  hold  his  head 
high  and  take  his  place  in  the  Councils  of 
those  Avho  help  to  determine  the  destiny  of 
Man.  I submit  that  — “a  door,  great  and 
effectual  is  opened”  to  us.  Hoav  best  to  seiwe 
the  needs  of  the  common  man  and  hoAv  best 
to  equip  the  physician  of  today  and  of  suc- 
ceeding generations  is  a challenge  Avorthy  of 
careful  and  serious  consideration. 


SPEAKING  OF  CORONARY  THROMBOSIS 
“I  would  love  to  debate  the  matter  of  exercise,  diet,  strain, 
and  sex  with  you.  They  are  all  here  to  stay,  except  possibly  the 
latter  which  is  getting  awfully  scientific  with  the  modern  genetic 
approach.  Possibly  some  of  you  will  miss  it,  but  I guess,  like 
gin,  you  get  used  to  it.”  (Iiwine  H.  Page:  “In  the  Face  of  Ad- 
versity.” Bull,  of  the  Amer.  College  of  Physicians  3:260,  Sept.-Oct., 
1962). 
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SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Metazoan  Infestation 

(Roundworm,  Tapeworm,  Fluke) 

(First  of  Two  Installments) 


Among  the  several  phyla  of 
pathogens  which  may  parasi- 
tize and  plague  man,  the 
“world  of  woiTns”  offers  the  neurologist 
several  challenges.  Some  of  these  worms 
are  common  in  the  United  States.  With  ex- 
tensive world  travel  (for  business,  profes- 
sional, military,  or  political  reasons,  tour- 
ism, exchange  students,  migratory  workers, 
immigration  and  assistance  of  displaced  per- 
sons) so  common  now,  the  neurologist  must 
reckon  mth  patients  harboring  pathogens 
not  commonly  found  “here  at  home.”  Neu- 
rologic investigation  is  hastened  and  en- 
hanced by  some  knowledge  of  worldwide  epi- 
demiology. 

A “wonn-census”  in  the  mid-1940’s  esti- 
mated that  30  per  cent  of  the  North  Ameri- 
can population  was  infested.  Almost  40  per 
cent  of  one  group  of  foreign  university  stu- 
dents recently  was  found  to  be  harboring 
worms  (according  to  stool  examinations). 
Over  one-half  of  a large  group  (over  1700) 
of  family  pets  in  New  York  and  New  Jersey 
disclosed  worms  (1960).  Almost  50  per 
cent  of  one  group  of  United  States  military 
veterans  of  the  Korean  conflict,  working  as 
food  handlers,  revealed  intestinal  parasites. 

Neurologic  involvement  by  some  worms 
is  frequent  and  well  documented  with  path- 
ologic studies.  In  other  cases,  clinical  pre- 
sumption leaves  one  uncertain.  The  find- 
ing of  worms  and  even  eosinophilia  in  a pa- 
tient with  neurologic  symptoms  may  be  co- 
incidental and  in  no  way  related.  Reports 
on  worms  with  rare  incidence  of  neurologic 
involvement  are  likewise  naturally  rare.  In 
addition,  many  of  them  are  lacking  in  neu- 
rologic detail  (and  particularly  neuropatho- 
logic  proof)  or  are  not  convincing. 

The  size  of  the  infestation,  recurrent 
(Cumulative)  infestations,  presence  of  other 
diseases,  secondary  debility,  age  and  condi- 
tion of  the  host,  and  allergic  factors  appear 
to  be  important  considerations  also. 

It  is  convenient  to  present  this  subject  ac- 
cording to  zoological  classification: 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


1.  Nematodes 

2.  Trematodes 

3.  Cestodes 

NEMATODES  (Round  Worms) 

Of  over  twenty  species  of  nematodes 
which  regularly  infest  man,  one  discloses  a 
regular,  albeit  small,  incidence  of  neurologic 
implication,  n a me  1 y Trichinella  spiralis. 
Hookworm  infestations  may,  by  marked 
and  chronic  anemia,  cause  impaired  cerebral 
functioning  and  maturation.  Since  many 
nematodes,  in  one  stage  or  another,  are 
borne  hematogenously  in  the  body,  it  is  of 
interest  to  note  that  the  nervous  system  is 
so  seldomly  involved.  Occasionally,  how- 
ever, by  some  chance,  these  worms,  ova  or 
laiwa  may  lodge  in  the  brain;  this  has  been 
reported  uncommonly  with  Asoaris  lumhri- 
coidcs,  Toxocara  and  others. 

Trichinella  spiralis 

This  infestation  appears  worldwide  but  is 
reported  most  frequently  in  the  temperate 
climate  of  the  United  States  and  Europe. 
Man  ingests  pork  containing  the  encysted 
worm.  Other  forms  of  meat  may  be  infest- 
ed but  these  are  types  uncommonly  prepared 
for  human  consumption  such  as  bear,  rat, 
seal,  walrus,  racoon,  wild  boar,  and  artic 
fox. 

In  general,  man  is  protected  by  cold  stor- 
age or  “deep  freezers,”  which  kill  the  tri- 
chinella, and  by  proper  cooking  of  pork.  His 
greatest  risk  occurs  with  the  eating  of  un- 
cooked (often  sausages,  salami,  bologna)  or 
insufficiently  cooked  pork.  Ocasionally 
small  epidemics  occur. 

That  humans  are  commonly  exposed  to 
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this  w o r m is  indicated  by  postmoi*tem 
studies  disclosing  a 15-20  per  cent  incidence 
of  infestation  (larvae  found  in  diaphragm). 
Yet  most  of  these  individuals  had  only  a 
minor  implication,  usually  asymptomatic  or 
mild  as  far  as  retrospective  histories  dis- 
close. 

Hogs,  in  the  United  States,  reveal  an  in- 
cidence of  infestation  of  1-2.5  per  cent  re- 
cently, a decrease  from  11-12  per  cent  re- 
corded in  1944-1946. 

The  clinical  picture  varies  widely  from 
most  mild  to  severe  (and  even  fatal)  de- 
pending on  the  size  of  the  infestation  (quan- 
tity of  larvae  ingested)  and  allergic  reac- 
tions. The  complete  s>mdrome  includes: 

Within  48  hours,  gastro-enteritis. 

With  general  dissemination  (after  6th  day) : 
Febrile  reaction 
Pneumonitis 
Rash 

Facial  or  peri-orbital  edema 
Myositis  (“flu  with  rheumatism”) 

Parotid,  sublingual  salivary  glands  swollen, 
tender 

Lymphadenopathy 

Splinter  hemorrhages  under  nails 

3Iyocarditis 

Involvement  of  nervous  system  (by  end  of 
second  week) 

Eosinophilia 

The  most  serious  developments  which  may 
occur  are  myocarditis  and  neurologic  im- 
plication. The  laiwal  cysts,  having  dis- 
solved in  the  gastrointestinal  tract,  permit 
laiwae  to  invade  the  intestine,  mature  to 
adult  worms  which  propagate  to  release 
numbers  of  new  larvae  which  disseminate 
hematogenously  to  encyst  in  many  sites, 
particularly  in  striated  muscle,  occasional- 
ly in  myocardium  and  the  neiwous  system. 

Myositis,  if  extensive,  discloses  two  fea- 
tures which,  on  occasion,  are  exclusive  of 
one  another: 

Marked  pain  and  tenderness  which  may  simu- 
late meningitis,  produce  dj-sphagia,  respira- 
tory difficulty  and  distress  in  chewing. 

Flaccid  weakness  which  may  be  extensive  and 
severe. 

Approximately  10-15  per  cent  of  symp- 
tomatic cases  disclose  neurologic  involve- 
ment appearing  usually  by  the  end  of  the 
second  week.  The  complete  clinical  neuro- 
logic picture  includes: 


Meningitis 

Encephalitis 

Diffuse:  Lethargy,  stupor,  delirium,  con- 

vulsions 

Focal:  Paresis,  plegia,  aphasia,  convulsion, 
ataxia 
Radiculitis 
Peripheral  nerves 
Mononeuropathy 
Polyneuropathy 

Cranial  nerves  (especially  VI,  VII). 

Muscle  pain  or  weakness 

A common  neurologic  syndrome  consists 
of  meningism,  delirium,  hemiparesis  or 
hemiplegia.  Spinal  fluid  examination  dis- 
closes nothing  significant  in  75  per  cent  of 
cases.  In  the  remainder,  a variable  pleo- 
cytosis (rarely  over  100  cells),  slight  pro- 
tein rise,  eiythrocytes  indicating  small  hem- 
orrhages, or  laiwae  may  be  found. 

It  must  be  emphasized  that  the  neurologic 
involvement  plus  myositis  may  compound  to 
produce  outstanding  generalized  weakness 
or  profound  local  paralysis  with  features, 
then,  of  both  pyramidal  tract  and  lower  mo- 
tor neurone  deficit. 

It  is  possible  to  have  maximal  neurologic 
features  and  little  other  s>Tnptomatolog>'. 
Cerebellar  signs  have  been  prominent  in  a 
few  cases. 

Eosinophilia  occurs  in  85  per  cent  of 
cases  (maximum  on  20th  day  of  illness). 
In  severe  infestations,  it  may  be  delayed  for 
weeks.  Sedimentation  rate  usually  remains 
normal.  The  trichinella  skin  test  is  often 
of  value  after  the  second  week  of  illness 
but  is  subject  to  customary  limitations  of 
skin  tests.  Precipitin  and  flocculation 
tests  are  available.  Conclusive  diagnosis  is 
establshed  by  muscle  biopsy  (pectoralis  ma- 
jor) which  reveals  typical  encysted  laiwae. 

Pathologic  study  indicates  that  certain 
skeletal  muscles  are  more  heavily  infested: 

Diaphragm 

Intercostal 

Tongue 

Extra-ocular  muscle 

Larynx 

Xeck 

Brain  and  meninges  disclose  edema  and 
congestion.  Punctate  hemorrhages  are  scat- 
tered throughout  the  brain  and  there  is  a 
diffuse  infitlration  with  inflammatory  cells. 
Perivascular  infiltration  by  lymphocytes 
and  eosinophils,  microgranulomas  ( occa- 
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sionally  containing  larvae),  and  capillaiy 
vasculitis  complete  the  picture. 

Treatment  requires  ACTH  or  cortisone. 
Respirator  may  be  necessary  in  some  cases. 

Toxocara 

This  is  a common  roundwonn  which  in- 
fests cats  and  dogs.  It  exists  worldwide 
and  is  no  rarity  in  the  United  States.  In- 
gested particularly  by  small  children  who 
are  dirt-eaters  (this  dirt  having  been  con- 
taminated with  feces  of  the  household  pet), 
the  clinical  picture  may  be  manifested  only 
by  eosinophilia  or  by  extensive  involvement, 
referred  to  as  visceral  larva  migrans.  Most 
cases  run  a chronic,  benign  course  over  18 
months.  The  complete  clinical  picture  in- 
cludes : 

Fever 

Eosinophilia 

Hyperglobulinemia 

Hepatosplenomegaly 

Bronchitis,  asthma,  pneumonitis 

Skin  lesions,  secondary  infection 

Endophthalmitis  (pseudotuberculous) 

Cerebral  involvement 

Eggs  are  ingested  and  hatched  into  laiwae 
which  may  disseminate  widely.  The  liver 
contains  the  largest  number,  followed  by 
lung,  kidney,  heart,  skeletal  muscle,  brain, 
and  eyeball.  Blindness  may  occur. 

Convulsions  and  mental  changes  are  de- 
scribed clinically.  Pathologic  study  leaves 
little  doubt  that  the  brain  may  be  invaded 
(usually  in  a diffuse  manner). 

Stool  examinations  reveal  little.  Liver  bi- 
opsy is  usually  conclusive.  Examination  of 
the  household  pet  (who  usually  appears  to 
suffer  no  ill  effects)  may  provide  presump- 
tive evidence.  Hyperglobulinemia  (and  hy- 
pei’gammaglobulinemia)  and  unusual  mor- 
phology of  eosinophils  have  also  been  re- 
ported in  this  infestation. 

Ascaris  lumbricoides 

The  most  common  of  all  metazoa  to  in- 
fest man,  this  worm  is  cosmopolitan,  flour- 
ishing particularly  in  warm,  moist  climates. 
Man  is  the  natural  reseiwoir  and  fecal  trans- 
mission of  eggs  commonly  occurs  through 
soil  pollution.  Ingested  eggs  hatch  larvae 
in  the  small  intestine  which  disseminate  to 
liver  and  lungs  primarily.  Hepatitis  and 
pneumonitis  may  occur.  Aberrant  migra- 
tions may  occasionally  trap  larvae  in  capil- 


laries of  the  nervous  system.  The  resultant 
neurologic  picture  may  be  brief  or  pro- 
longed, minor  or  major,  diffuse  or  focal  de- 
pending on  the  number  of  laiwae  enmeshed 
in  cerebral,  spinal  or  meningeal  capillaries 
as  well  as  toxic  and  allergic  reactions.  Con- 
vulsions have  been  traditionally  ascribed  to 
severe  infestation  although  the  etiology  in 
many  instances  appears  based  on  presump- 
tive clinical  evidence  alone. 

Sensitization  to  the  wonns  or  their  metab- 
olites may  occur,  including  urticaria,  asth- 
ma, conjunctivitis,  hematuria  and  even 
meningitic  reactions.  Heavily  infested  chil- 
dren develop  less  well  physically  and  are  less 
alert  mentally. 

Eosinophilia  of  ten  per  cent  or  more  is 
common  but  not  invariable.  Ova  or  worms 
are  commonly  recoverable  from  stool  speci- 
mens. 

Hexylresorcinol  crystoids,  diethylcarbam- 
azine,  and  piperazine  citrate  are  used  in 
therapy. 

Wuchereria  filaria 

Bancroft’s  filariasis  occurs  in  most  of  the 
tropical  regions  of  the  world.  It  is  highly 
endemic  in  South  Pacific  islands  and  preva- 
lent in  Africa.  Man  is  innoculated  with  ma- 
ture laiwae  by  an  infected  mosquito.  Recur- 
rent, cumulative  infestations  are  common 
in  endemic  areas.  The  w o r m s lodge  in 
lymph  vessels  and  nodes,  producing  episodes 
of  acute  Ijnnphangitis  and  lymphadenitis 
followed  eventually  by  chronic  scaii’ing  and 
obliteration,  the  end  result  of  which  is  a 
lymph  varix  or  elephantiasis.  Hematogen- 
ous dissemination  of  embiyonic  worms  is 
common  but,  surprisingly,  involvement  of 
the  nervous  system  is  rare.  It  does  occur 
however  and  the  neurologic  picture  depends 
on  the  number  of  microfilaria  enmeshed  in 
cerebral,  spinal  or  meningeal  capillaries,  the 
principal  anatomic  sites  affected,  as  well  as 
toxic  and  allergic  phenomena. 

Diagnosis  is  established  by  biopsy  or  dem- 
onstration of  microfilaria  in  circulating 
blood. 

Treatment  consists  of  suramin  and  di- 
ethylcarbamazine. 

Malayan  filariasis  occurs  in  New  Guinea, 
Borneo,  Indonesia,  Southeast  Asia  and  parts 
of  India  and  China.  It  discloses  many  path- 
ologic and  clinical  similarities  to  Bancroft’s 
filariasis  although  no  recent  documentation 
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of  neurologic  involvement  is  discerned.  No- 
varsphenamine  and  diethylcarbamazine  ci- 
trate are  used  in  treatment. 

Loa  Loa 

This  infestation  occurs  in  the  central  por- 
tions of  Africa  and  its  larvae  are  transmit- 
ted to  man  by  the  bite  of  infected  mangrove 
flies  of  the  genus  Chrysops.  Adult  worms 
grow  in  loose  subcutaneous  tissue  through 
which  they  migrate,  producing  transitory 
inflammatory  (“Calabar”)  swelling,  at  times 
the  size  of  a hen’s  egg,  lingering  2-3  days. 
Eosinophilia  of  50-70  per  cent  is  frequent. 

This  worm  may  migrate  into  the  eye,  par- 
ticularly conjunctiva  or  anterior  chamber. 
Isolated  peripheral  nerves  may  be  involved 
by  a worm  mass  (“Calabar”  swelling)  near- 
by and  especially  if  the  worm  dies.  Em- 
bryonic (microfilaria)  forms  may  invade 
the  neiwous  system  to  produce  diffuse  in- 
volvement. The  microfilaria  are  often 
found  in  spinal  fluid.  Mental  sjunptoms, 
meningism,  minor  and  scattered  neurologic 
signs  usually  precede  coma  or  focal  cerebral 
deficit.  Some  of  these  cases  represent  term- 
inal pictures. 

Pathologic  study  discloses  diffuse  inflam- 
mation of  blood  vessel  walls,  considerable 
glial  reaction  and  nodular  microgranuloma- 
tous  formation  tending  to  necrosis.  Micro- 
filariae may  be  found  in  these  sites. 

Fulminant  allergic  reactions  may  occur, 
locally  or  generally  and  especially  with  en- 
thusiastic chemotherapy  which  kills  a large 
number  of  worms. 

Surgical  removal  of  adult  wonn  masses  in 
subcutaneous  tissues  may  be  performed. 
Chemotherapy  consists  of  suramin  and  di- 
ethylcarbamazine citrate.  Corticosteroids 
and  antihistaminics  may  be  needed  with  al- 
lergic reactions. 

Hookworm 

Two  species  of  hookworm  beset  man,  the 
old  world  form,  Ancylostoma  duodenale  and 
the  American  form,  Nectator  americanus. 
Hookworm  occurs  in  tropical  and  subtropical 
climates  where  fecal  pollution  of  moist, 
shaded  soil  allows  percutaneous  infestation 
with  laiwae  through  bare  feet.  Thence  lar- 
vae disseminate  by  lymphatics  and  blood- 
stream, to  the  lungs,  along  bronchi  and  tra- 
chea into  esophagus  and  finally  the  intest- 
inal tract  where  the  worm  attaches  itself  to 
the  mucosa.  Here  it  will  exist  on  blood.  De- 


pending on  quantity  of  infestation  and 
cumulative  infestation,  symptoms  stem 
chiefly  from  anemia,  hypoproteinemia  and 
loss  of  vitamins  including  Bj,.  Among  a 
poorly  nourished  population  such  depletion 
produces  a chronic  state  of  ill  health  which, 
in  children  particulary,  leads  to  retardation 
of  physical  as  well  as  mental  gl’o^^d;h. 

Ova  are  usually  readily  identifiable  in 
stools.  Eosinophilia  is  present  usually  only 
during  acute  infestation.  In  treatment, 
tetrachlorethylene,  hexylresorcinol,  and  bi- 
phenium  hydroxynaphthoate  are  employed. 

Gnathostoma  spinigerum 

This  infestation,  common  in  Thailand,  is 
transmitted  to  man  by  ingestion  of  insuf- 
ficiently cooked  flesh  of  fish,  frog,  or  snake. 
The  laiwae  enter  by  way  of  the  intestinal 
tract  and  migrate  to  skin,  subcutaneous  tis- 
sues, or  skeletal  muscles,  producing  indura- 
tions and  abscesses.  Cerebral  symptoms 
have  been  recorded  in  rare  cases  and  pre- 
sumed due  to  the  aberrant  wanderings  of 
these  worms. 

Surgical  removal  of  the  accessible  wonns 
allows  diagnosis  and  is  the  only  effective 
treatment  known. 

Dracunculus  medinensis  (Guinea  worm) 

This  infestation  is  common  in  great  parts 
of  Africa,  Arabia,  Southwesteni  Asia,  In- 
dia and  New  Guinea.  It  is  transmitted  to 
man  by  drinking  water  in  which  an  infested 
crustacean  (cyclops)  exists.  Freed  in  the 
human  intestinal  tract,  larvae  migrate  to 
loose  connective  tissue  and  slowly  mature 
over  8-12  months.  Low  grade  inflammatoiy 
reactions,  abscesses  and  allergic  phenomena 
may  ocur.  One  case  of  surgically  proven 
epidural  abscess  of  this  origin  is  recorded. 

Eosinophilia  is  commonly  present.  Sur- 
gical removal  of  the  worm  provides  diag- 
nosis. Treatment  also  consists  of  injection 
of  phenothiazine  emulsion  about  the  wonn, 
and  oral  diethylcarbamazine. 

Angiostrongylus  cantonensis 
(a  metastrongylid) 

The  lung-worm  of  rats  has  been  found  in 
Formosa,  Australia,  Guam  and  other  Pa- 
cific Islands  including  Hawaii.  Snails  and 
slugs  serve  as  intermediate  hosts  and  the 
possibility  of  infestation  from  this  source 
(on  raw  vegetables,  salads)  remains  to  be 


342 


Nebraska  S.  M.  J. 


determined.  At  least  one  case  of  cerebral 
involvement  with  eosinophilic  meningoen- 
cephalitis has  been  well  documented. 

Enterobius  vermicularis  ( (oxyuris) 

Also  knovm  as  pinworm  or  seatworm,  en- 
terobius  vermicularis  (oxyuris)  has  been 
reported  to  cause  nervous  symptoms  and 
even  convulsions  in  children  with  heavy  in- 
festations. 


Trichocephalus  trichiuris  (trichuris) 

The  whipworm  is  likewise  reported  as 
causing  convulsions  in  children  with  heavy 
infestation. 

Strongyloides  stercoralis 

The  threadworm  is  believed  to  occasion- 
ally demonstrate  embolic  cerebral  invasion 
by  larval  forms. 

(To  be  continued) 


Abstract  copied  from  JAMA  182:211,  No.  10,  1962: 

Aneurysm  of  Abdominal  Aorta  with  Rupture  Into  Inferior  Vena 
Cava  — R.  C.  Darling,  and  R.  R.  Linton:  New  Engl  J Med  267:974, 
November  8,  1962. 

“Two  successfully  treated  cases  of  abdominal  arteriovenous  fistula 
resulting  from  i-upture  of  an  arteriosclerotic  anemysm  into  the  inferior 
vena  cava  are  presented.  The  diagnosis  was  made  on  the  finding  of 
a bruit  continuous  throughout  systole  and  diastole  over  the  aneuiysm 
and  often  associated  with  a widened  pulse  pressure.  Progressive  con- 
gestive heart  failure  in  a patient  with  abdominal  aneursym  may  not 
be  a contraindication  to  reconstructive  vascular  surgery,  but,  as  in  the 
two  patients  described,  may  rather  be  an  indication  for  early  surgical 
intervention.” 


June,  1963 


343 


ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  1,  Norfolk,  Norfolk  State  Hospital 
June  15,  Hastings,  Mary  Lanning  Hos- 
pital 

June  29,  O’Neill,  High  School  Building 
July  13,  Chadron,  Elks  Club 
July  27,  North  Platte,  Senior  High  School 
Building 

29th  ANNUAL  MEETING,  American  Col- 
lege of  Chest  Physicians  — June  13-17, 
1963;  Ambassador  Hotel,  Atlantic  City 
(combined  with  AMA  meeting). 

ANNUAL  MEETING,  American  Medical 
Association  — Convention  Hall  and  Tray- 
more  Hotel,  Atlantic  City,  New  Jersey, 
June  16-20. 

SECOND  INTERNATIONAL  CONFER- 
ENCE ON  CONGENITAL  MALFORMA- 
TIONS— Americana  Hotel,  New  York, 
July  15-19,  1963;  sponsored  by  National 
Foundation-March  of  Dimes.  Secretary, 
Stanley  E.  Henwood,  120  Broadway,  New 
York  5. 

AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

ANNUAL  MEETING  of  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation — August  26,  1963,  Shera- 
ton-Dallas  Hotel,  Dallas,  Texas.  Address: 
Doctor  Max  K.  Newman,  President,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

Medicare  for  Dependents  of  Members  of 
NATO  Armed  Forces — 

The  following  is  an  excerpt  from  a recent 
directive  from  the  Office  for  Dependents’ 
Medical  Care,  Washington,  D.C.  concerning 
the  Medicare  coverage  provided  members  of 
the  military  forces  of  NATO  countries  . . . 

On  and  after  July  1,  1963,  the  accom- 
panying dependents  of  active  duty  military 
personnel,  who  are  members  of  the  land,  sea 
and  air  forces  of  North  Atlantic  Treaty  Or- 
ganization countries  stationed  or  passing 
through  this  country,  will  be  entitled  to  the 
same  care  under  the  Medicare  Program  as 
those  dependents  of  members  of  the  uni- 
formed services. 

The  standard  Identification  Form  DD 
Form  1173  will  be  furnished  to  those  de- 
pendents and  all  contractual  provisions  and 
criteria  as  to  scope  of  care  and  eligibility 
will  be  the  same  as  for  dependents  of  mem- 
bers of  our  uniformed  services. 

This  provision  becomes  effective  July  1, 
1963,  and  will  be  implemented  by  formal 
contract  modification. 


“WHO  DONE  IT”  FIRST? 

An  editorial  in  the  Jourmal  of  Mississippi 
State  Medical  Association  for  May  1963 
(4:219),  entitled  “No  Smoking,  Please,” 
states,  in  its  first  paragraph : 

“The  giant  California  Medical  Associa- 
tion has  a habit  of  making  medical  history. 
In  fact,  CMA  has  done  it  again,  becoming 
the  first  state  medical  association  to  adopt 
a policy  proclaiming  cigarette  smoking 
harmful  . . .” 

In  February  1960  (see  Nebraska  J Med 
40:220),  the  following  resolution  was  adopt- 
ed by  the  House  of  Delegates  of  the  Nebras- 
ka State  Medical  Association: 

“Be  it  resolved  that  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation approve  the  teenage  progi-am  on  cig- 
arettes and  lung  cancer  of  the  American 
Cancer  Society,  Nebraska  Division.” 
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Following  the  adoption  of  the  resolution, 
a complete  plan  of  action  was  outlined  for 
carrying  a factual  presentation  to  the  teen- 
agers through  the  schools. 

In  the  course  of  the  recitation  of  this  pro- 
gram the  fact  was  brought  out  that  a one- 
year  pilot  program  already  had  been  con- 
ducted among  22,000  students  in  Portland, 
Oregon.  It  is  not  said  who  initiated  the 
progi'am  in  Oregon,  but  it  is  assumed  this 
was  the  American  Cancer  Society,  probably 
through  the  state  medical  association. 

This  matter  came  before  the  Nebraska 
House  of  Delegates  again  in  February,  1963, 
in  support  of  a legislative  bill  (LB  368) 
M^hich  would  have  compelled  labelling  of  cig- 
arettes as  a health  hazard.  It  seems,  there- 
fore, that  “the  giant  California”  MA  was 
far  from  first.  As  I contemplate  what  has 
just  been  written  above,  I wonder:  “Who 
cares?” 


ANIMAL  RESEARCH  THREATENED 

The  National  Society  for  Medical  Research 
has  issued  warnings  that  severely  restrictive 
legislation  now  before  Congress  needs  our  at- 
tention at  once.  The  following  “Bulletin”  is 
self-explanatory,  setting  forth  the  problem 
and  suggesting  ways  and  means  of  combating 
the  threat: 

Bulletin — 

Everyone  interested  in  the  orderly  ad- 
vancement of  medical  research  should  know 
by  now  that  those  people  dedicated  to  the  re- 
striction of  scientific  investigation  are  more 
active  today  than  ever  before  in  Washing- 
ton D.C. 

To  date  (April  15)  at  least  six  restrictive 
measures  have  been  introduced  in  the  Con- 
gress. Congressmen  flatly  state  that  hear- 
ings will  be  held  and  opponents  of  medical 
research  confidently  predict  some  type  of 
restrictive  legislation  during  the  current 
88th  session. 

The  current  furor  in  the  nation’s  capital 
and  the  new  surge  of  humaniac  activity  fol- 
lows wide  publicity  given  to  the  deaths  of 
“several  hundred”  animals  on  a farm  near 


Gainesville,  Virginia.  Congressmen  report 
that  since  the  story  broke  on  March  6 they 
have  been  besieged  with  indignation  letters. 

We  must  respond  quickly  to  counteract  the 
full-scale  emotional  campaign  being  waged 
to  bring  shackling  restrictions  against  medi- 
cal research. 

For  your  information,  a capsule  summary 
of  current  bills  is  presented  in  order  of  re- 
strictive content,  most  oppressive  first: 

HR  4856,  Rep.  Randall,  Missouri.  This 
bill  amounts  to  a restatement  of  the  extreme- 
ly obstructionist  Moulder  Bill  HR  3556,  87th 
Congress).  This  bill  would  provide  for  a 
Federal  Commissioner,  unannounced  inspec- 
tions, enforcement  by  Department  of  Justice, 
volumnous  reports,  approval  of  project  plans, 
annual  renewal  of  certificates  of  compliance, 
public  hearings  based  on  charges  alone,  and 
similar  obstructionist  features.  This  is  the 
measure  drawing  endorsement  and  support 
of  the  Humane  Societies  of  the  United  States. 
(The  negative  features  of  the  Moulder  Bill 
were  summarized  in  prior  correspondence). 

S 533,  Clark,  Pa.;  Neuberger,  Ore.;  and 
Young,  Ohio;  and  a companion  bill  almost 
identical  in  nature  . . . HR  4620,  Rep.  Ashley, 
Ohio.  This  bill  is  slightly  modified  ver- 
sion of  the  Clark-Neuberger  senate  bill  and 
the  Griffiths  HR  bill  of  the  87th  Congress. 
Two  two  measures  call  for  annual  and  addi- 
tional reports  to  the  Secretary  of  Health, 
Education  and  Welfare,  provide  that  no  gov- 
ernment grants  will  be  made  unless  the  in- 
vestigator has  a certificate  of  registration, 
peiTnits  inspectors  access  to  laboratory 
premises  and  records  and  authorizes  these 
inspectors  to  destroy  animals.  These  bills 
carry  the  endorsement  and  support  of  the 
Animal  Welfare  Institute  and  the  Society  for 
Animal  Protective  Legislation.  (The  Clark- 
Neuberger- Young  bill  was  summarized  in 
prior  correspondence). 

S 1041,  Randolph,  West  Virginia.  This 
measure,  while  restrictive  in  requiring  nu- 
merous reports,  in  regulating  animal  treat- 
ment, and  in  stipulating  handling  of  ani- 
mals during  research  projects,  is  most  dan- 
gerous because  it  is  general  in  nature. 
Amendments  could  completely  alter  the  pres- 
ent somewhat  moderate  tone  of  the  bill.  The 
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Humane  Societies  and  the  Society  for  Animal 
Protective  Legislation  both  oppose  this  meas- 
ure as  not  going  far  enough  in  restrictions. 

HR  4840,  Rep.  Fogarty,  Rhode  Island,  and 
HR  4843,  Rep.  Roberts,  Ala.  These  meas- 
ures are  identical  and  less  regulatoiy  in  na- 
ture than  the  foregoing  measures.  Repre- 
sentative Fogarty  stated  he  introduced  his 
bill  at  the  request  of  Representative  Roberts 
and  had  no  further  interest  in  it.  Rep.  Rob- 
erts introduced  his  bill  as  an  individual 
member  of  Congress,  and  not  in  his  official 
capacity  as  chainnan  of  the  House  Sub-Com- 
mittee of  the  Interstate  and  Foreign  Com- 
merce Committee  which  will  hear  the  bills. 
Roberts  further  declared  that  additional  pub- 
lic hearings  will  be  necessary  before  he  will 
consider  introducing  a bill  in  behalf  of  the 
subcommittee.  In  essence  these  bills  provide 
that  the  Surgeon  General  of  the  Public 
Health  Service  shall  prescribe  and  publish 
in  the  Federal  Register  standards  for  the  hu- 
mane care,  handling,  and  treatment  of  lab- 
oratory animals.  These  measures  are  also 
opposed  by  the  HSUS  and  the  SAPL  as  not 
being  sufficiently  restrictive. 

V 

NOTE : The  National  Society  for  Medical 
Research  and  its  National  Council  are  now 
contemplating  the  drafting  and  introduction, 
when  and  if  necessary,  a constructive  meas- 
ure calling  for  research  in  laboratory  animal 
husbandry,  training  for  laboratory  animal 
care  personnel,  communication  of  new  infor- 
mation, and  building  of  better  animal  care 
facilities. 

Here’s  How  to  Help — 

1.  Write  to  your  own  United  States  Rep- 
resentative and  both  of  your  United 
States  Senators.  Address  mail  as  fol- 
lows ; 

For  Representatives: 

House  Office  Building 
Washington  25,  D.C. 

For  Senators: 

Senate  Office  Building 
Washington  25,  D.C. 

2.  Urge  them  to  oppose  all  six  of  the  re- 
strictive bills  now  under  consideration. 
Recommend  that  they  consider  construc- 


tive measures  as  mentioned  in  the  foot-  I 
note  on  the  preceding  page.  1 

3.  Base  your  correspondence  on  your  per-  ^ 

sonal  experience.  Be  sincere,  brief,  to  i 
the  point,  and  above  all  be  quick ! ' 

\ 

4.  Work  hard  to  persuade  all  your  friends,  \ 
neighbors,  and  relatives  to  write  sim-  I 
ilar,  but  not  identical  letters  opposing  i 
the  restrictive  bills  alreadj^  introduced. 
Have  your  people  express  their  support 

of  constructive  medical  research. 

5.  When  writing  to  you  r Representative 
and  Senators,  send  copies  to  Representa- 
tive Oren  Harris,  Chairman  of  the  House 
Committee  on  Interstate  and  Foreign 
Commerce  and  to  Senator  Lister  Hill, 
Chainnan  of  the  Senate  Committee  on 
Labor  and  Public  Welfare. 

6.  Ask  the  membership  of  social,  civic,  fra- 
ternal, and  professional  groups  to  which 
you  belong  to  adopt  resolutions  support- 
ing progressive  medical  research  and  op- 
posing obstructionism. 

7.  Write  to  the  editors  of  local  newspapers, 
for  publication,  explaining  from  your 
personal  experience  the  need  to  oppose 
current  obstructive  legislation  and  the 
need  to  support  constructive  measures 
for  progressive  medical  research. 

REMEMBER: 

Opponents  of  medical  research  are  work- 
ing at  a furious  pace.  If  we  continue  to  do 
nothing,  they  will  succeed  in  their  efforts  to 
restrict  medical  investigation.  Write.  Get 
as  many  others  as  possible  to  write  . . . and 
do  it  NOW ! 


PHENYLKETONURIA  TESTING 

Three  states  have  passed  legislation  and 
others  are  stepping  up  their  progi’ams  to  en- 
courage the  routine  hospital  testing  of  all 
newborn  infants  for  an  inherited  cause  of 
mental  retardation  called  phenylketonuria 
(PKU),  according  to  results  of  a nation- 
wide survey  made  public  May  4,  1963. 

The  survey,  which  included  personal  inter- 
views with  state  health  officials  in  all  con- 
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tinental  states,  was  conducted  by  Mead  John- 
. son  Laboratories,  a nutritional  and  pharma- 
ceutical manufacturing  firm  located  in 
I Evansville,  Ind. 

Purpose  of  the  survey,  the  company  said, 

I was  to  find  out  and  report  to  physicians,  on 
a state  by  state  basis,  the  steps  which  have 
, been  taken  and  facilities  which  are  avail- 
able to  capitalize  on  recent  developments 
which  simplify  the  prevention  of  PKU  — 
one  of  the  few  forms  of  mental  retardation 
that  is  preventable. 

The  company  has  turned  over  its  survey 
results,  heretofore  unavailable  from  any  sin- 
gle source,  to  the  Department  of  Health,  Edu- 
cation & Welfare  for  their  official  use. 

In  releasing  the  state-by-state  results,  a 
Mead  Johnson  spokesman  said  that  the  plight 
of  PKU  victims  has  attracted  national  at- 
tention for  three  reasons : 

1.  The  victims’  circumstances  are  unique. 
Estimated  to  strike  1 in  20,000  births, 
these  PKU  children  are  born  apparent- 
ly normal,  but  usually  become  severe- 
ly mentally  retarded  if  their  condition 
goes  undiagnosed. 

2.  If  PKU  is  diagnosed  early,  however, 
and  its  victims  put  on  a special  low- 
phenylalanine  diet  (PKU  sufferers  can 
not  metabolize  phneylalanine,  which 
is  found  in  rather  large  amounts  in 
all  protein),  they  have  an  excellent 
chance  for  normal  development. 
(Mead  Johnson  Laboratories  developed 
a special  diet  product,  called  Lofenalac, 
in  1958).  Hence,  PKU  mental  re- 
tardation is  preventable. 

3.  While  tests  for  PKU  have  been  avail- 
able for  some  time,  in  1961  a new 
test  was  announced  by  Dr.  Robert 
Guthrie  at  the  University  of  Buffalo 
which  could  make  practical  for  the 
first  time  the  routine  testing  of  all 
infants  at  reasonable  cost  before  they 
leave  the  hospital. 

The  Mead  Johnson  survey  reports  some 
encouraging  news.  No  states  had  laws  deal- 
ing with  the  screening  of  newborns  for  PKU 
at  the  time  the  Guthrie  blood  test  was  an- 
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nounced.  Since  that  time  Massachusetts  has 
passed  a law  making  tests  mandatory  and 
many  other  states  have  initiated  or  stepped 
up  educational  and  testing  programs  de- 
signed to  catch  the  disease  before  it  develops. 

Nearly  90%  of  infants  born  in  Massa- 
chusetts are  now  being  tested  before  dis- 
charge from  the  hospital,  as  a result  of  legis- 
lation passed  in  the  spring  of  1962.  Alfred 
L.  Frechette,  M.D.,  Massachusetts  Commis- 
sioner of  Public  Health  has  reported  that 
four  cases  of  PKU  were  discovered  out  of 
the  first  13,000  babies  tested. 

Dr.  Guthrie  has  reported  that  as  of  March 
1,  1963,  there  were  10  confirmed  PKU  cases 
found  among  99,660  newborns  tested  in  29 
states. 

In  Nevada,  a PKU  victim  was  discovered 
among  the  first  125  infants  tested  in  a new- 
ly inaugurated  program. 

Legislatures  in  Kansas  and  Indiana  have 
passed  laws  providing  for  broad  education 
programs  in  PKU.  They  do  not,  however, 
specifically  require  testing. 

Twenty-four  states  which  do  not  have  legal 
requirements  are  making  special  efforts  to 
distribute  educational  materials  and  testing 
kits  and  to  encourage  testing  in  well-baby 
clinics,  hospitals,  and  by  private  physicians. 
A number  of  these  states,  including  Cali- 
fornia, Colorado,  Connecticut,  Delaware, 
Georgia,  Iowa,  Michigan,  Montana,  and  oth- 
ers, are  participating  in  national  PKU 
screening  programs,  according  to  the  Mead 
Johnson  survey. 

Compiling  the  reports  from  individual 
states  the  survey  shows  the  following  na- 
tional picture: 

— Forty-one  of  the  48  continental  states 
(the  study  did  not  include  Alaska  or 
Hawaii)  have  laboratory  facilities  for 
conducting  PKU  detection  tests. 

— Thirty-seven  states  indicate  they  check 
patients  entering  mental  hospitals  and 
institutions  for  the  mentally  retarded — 
an  important  step  in  detecting  future 
PKU  victims  since  PKU  is  an  inherited 
disorder. 

— Twenty-six  states  distribute  PKU  detec- 
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tion  kits  to  doctors,  hospitals,  and  clinics 
requesting  them. 

— Thirty-three  states  provide  either  state 
funds  or  federal  funds  (Federal'  Chil- 
dren’s Health  Bureau)  to  PKU  families 
who  can  qualify. 

— Forty-three  states  offer  information 
and/or  dietary  assistance  for  treatment 
of  children  with  PKU. 

PKU  is  a rare  medical  disorder.  It  can 
occur  only  when  both  parents  are  “car- 
riers” (although  they  “carry”  defective 
genes  this  does  not  mean  they  show  any  PKU 
symptoms),  and  even  with  two  “carriers” 
the  chances  are  only  one  in  four  that  the 
child  will  have  PKU. 

Nevertheless,  when  PKU  occurs  and  goes 
undetected  it  condemns  an  individual  to  se- 
vere mental  retardation  and  it  costs  the 
state  an  estimated  $100,000  for  his  lifetime 
care  in  a mental  institution.  The  Mead 
Johnson  survey  shows  that  much  progress 
has  been  made  in  fighting  off  the  results 
of  this  mentally  crippling  disease.  Even 
though  only  one  state,  Massachusetts,  now 
requires  screening  all  infants,  almost  all  are 
actively  investigating  the  type  of  program 
required  in  their  state,  the  survey  inter- 
viewers reported. 

Dramatic  in  its  effect,  the  conquering  of 
PKU  may  be  even  more  important  than  pre- 
viously estimated  if  recent  diagnostic  results 
continue.  Ten  out  of  the  first  99,660  in- 
fants checked  nationally  with  the  Guthrie 
test  were  found  to  be  suffering  from  PKU 
while  young  enough  to  treat  and  prevent  re- 
tardation. If  this  patteiTi  continues,  a full 
screening  program  may  prove  that  previous 
estimates  of  200  PKU  victims  (1  in  20,000) 
born  annually  were  quite  a bit  too  low. 

Nebraska  PKU  Information  Summary — 

Medical  Authorities  and  Information  Cen- 
ters : 

Mary  S.  Bitner,  M.D.,  Director 
Maternal  and  Child  Health 
Division  of  State  Health  Department 
The  Capitol  Building,  Room  1012 
Lincoln,  Nebraska 


E.  D.  Zeman,  M.D.  (Pathologist) 

C.  H.  Yien  (Chemist) 

St.  Elizabeth  Hospital 
1145  South  Street 
Lincoln,  Nebraska 

Testing  Centers: 

Lincoln  General  Hospital 
Lincoln,  Nebraska 
Bryan  Memorial  Hospital 
Lincoln,  Nebraska 
Providence  Hospital 
Lincoln,  Nebraska 
St.  Elizabeth  Hospital 
Lincoln,  Nebraska 

PKU  Program  in  Nebraska — 

Screening:  Nebraska’s  program  is  new 

and  it  is  presently  concentrated  in  Lincoln. 
The  screening  progi’am  is  part  of  the  nation- 
wide suiwey  being  sponsored  by  the  Chil- 
dren’s Bureau  using  the  Guthrie  Test  for 
early  detection  of  PKU  in  blood  serum  of  in- 
fants. Although  this  program  provides  an 
excellent  information  source  and  testing  cen- 
ter, it  is  uncertain  how  extensive  a program 
is  in  operation  in  the  remainder  of  the  state. 
Other  cities  are  being  encouraged  to  develop 
comparable  programs.  No  screening  pro- 
grams are  conducted  in  state  institutions. 

Information  Offered:  The  booklet  en- 

titled “Phenylketonuria”  by  Centei-wall-Cen- 
terwall,  and  issued  by  the  U.  S.  Department 
of  Health  has  been  sent  to  all  hospitals  and 
practicing  physicians  in  the  state. 

Financial  and/or  Dietary  Aid:  No  use  has 
been  made  of  federal  aid.  One  family  re- 
ceives a low  phenylalanine  dietary  product 
through  the  Department  of  Maternal  and 
Child  Health. 

THE  MONTH  IN  WASHINGTON 

Congressional  passage  of  the  Administra- 
tion’s medical  education  bill  appeared  as- 
sured following  a 288-122  vote  of  approval 
in  the  House.  Backers  of  the  bill  predicted 
the  Senate  would  pass  it  overwhelmingly. 

The  key  vote  in  the  House  came  on  the  dis- 
puted provision  for  a federally-administered 
loan  program  for  medical  and  other  stu- 
dents. This  was  upheld  by  a 188  to  150 
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tally,  paving  the  way  for  final  House  ap- 
proval. 

Although  the  Administration  had  sought  a 
ten-year,  $755  million  program  of  grants  for 
the  construction  of  medical  schools  and  for 
loans,  the  House  Commerce  Committee  re- 
duced the  program  to  three  years  and  $236 
million  in  order  to  give  Congress  power  to 
review  progress  periodically. 

As  approved  by  the  House,  the  bill  calls 
for  a $175  million  program  of  matching 
grants  for  the  construction,  replacement  and 
rehabilitation  of  schools  for  physicians, 
pharmacists,  dentists,  optometrists,  nurses, 
and  professional  public  health  personnel. 
Also  in  the  bill  is  a $61  million  loan  pro- 
gram for  medical,  dental,  and  osteopathic 
students. 

Student  nurses  also  might  be  eligible  un- 
der a provision  giving  the  HEW  Secretary 
authority  to  extend  the  loans  to  other  health 
professions  if  there  is  a shortage  in  a par- 
ticular category. 

The  American  Medical  Association  en- 
dorsed the  construction  feature  of  the  bill 
and  opposed  the  loan  plan  on  grounds  it  “is 
not  necessary  since  most  of  the  demands  are 
clearly  being  met  by  privately  sponsored 
programs,”  including  the  AMA’s  own  plan. 

Under  the  construction  part  of  the  bill, 
medical  and  allied  schools  would  get  $105 
million  in  matching  grants,  dental  schools 
would  get  $35  million,  and  $35  million  would 
be  for  renovation  of  existing  facilities  in 
medical  and  allied  schools. 

The  loan  program  provides  individual 
loans  not  exceeding  $2,000  a year.  Interest 
would  be  a minimum  of  three  per  cent  or 
the  going  federal  interest  rate,  whichever  is 
higher.  A “forgiveness”  feature  for  part 
of  the  loan  for  daty  in  physician  shortage 
areas  or  in  the  armed  services  was  stricken 
from  the  bill  on  the  House  floor. 

The  government’s  major  medical  research 
branch,  the  National  Institutes  of  Health, 
had  its  budget  trimmed  slightly  by  the 
House,  the  first  time  in  recent  years  NIH 


hasn’t  received  a hefty  boost  over  the  Ad- 
ministration’s request. 

The  House  voted  $962.4  million  for  NIH, 
$18  million  less  than  called  for  in  the 
budget,  but  still  a record  total  and  $31  mil- 
lion above  this  fiscal  year’s  sum. 

The  HEW  Department  as  a whole  re- 
ceived $5,021,759,000  from  the  House,  $263 
million  under  the  budget  proposal  and  $150 
million  less  than  appropriated  last  year. 
Much  of  this  reduction,  however,  involved 
public  assistance  funds  which  would  have 
to  be  restored  if  the  money  is  needed. 

The  Public  Health  Service  had  its  budget 
slashed  $51.8  million,  receiving  a total  of 
$1.5  billion. 

Food  and  Drug  Administration  appropri- 
ations of  $40  million  were  $9  million  less 
than  requested  but  $11  million  more  than 
last  year. 

The  Hill-Burton  program  of  hospital  con- 
struction aid  received  $177.9  million,  almost 
as  much  as  the  request,  but  $48  million  less 
than  last  year. 

The  House  Appropriations  Committee 
warned  NIH  in  its  report  to  “exercise  a high 
degree  of  vigilance  ‘that  its  actions  tighten- 
ing supervision  of  research  grants’  not  di- 
minish the  basic  independence  and  integrity 
of  our  institutions  of  higher  learning  and 
the  essential  conditions  of  scientific  free- 
dom.” 

The  committee  said  it  has  been  concerned 
with  reports  that  steps  taken  by  NIH  “seri- 
ously threaten  the  freedom  of  scientists  and 
that  they  constitute  evidence  of  federal  con- 
trol over  science.” 

Meantime,  a House  Commerce  subcommit- 
tee headed  by  Rep.  Kenneth  Roberts  (D., 
Ala.)  started  hearings  on  charges  NIH  has 
been  lax  in  management  of  research  grants 
and  funds.  Another  purpose  of  the  hearing 
was  to  determine  whether  Congress  should 
keep  a closer  check  on  NIH  expenditures. 
U.  S.  Surgeon  General  Luther  L.  Terry  told 
the  subcommittee  that  most  of  the  critcism 
of  the  government’s  medical  research  activ- 
ities was  unjustified.  Dr.  James  Shannon, 


June,  1963 


349 


head  of  NIH,  said  50  administrative  steps 
have  been  taken  in  the  past  year  to  make 
sure  NIH  money  is  properly  spent. 

Sen.  George  Smathers  (D.,  Fla.)’  and 
Rep.  Wilbur  Mills  (D.,  Ark.)  introduced  sim- 
ilar bills  requiring  states  to  provide  medical 
care  for  the  indigent  equal  to  the  protection 
given  the  elderly  under  the  Kerr-Mills  Act 
provision  for  the  medically  indigent. 

“It  seems  poor  policy  to  us  to  provide  less 
in  the  way  of  medical  care  to  persons  on  old- 
age  assistance,  who  require  help  with  their 
day-to-day  living  expenses,”  Smathers  said, 
“than  we  provide  to  the  recipients  of  medical 
assistance  for  the  aged  who  have  enough  re- 
sources to  meet  their  regular  expenses  other 
than  medical  bills.” 

Rep.  Mills  is  chairman  of  the  House  Ways 
and  Means  Committee.  Sen.  Smathers  is  a 
high-ranking  member  of  the  Senate  Finance 
Committee  and  chairman  of  the  Special  Sen- 
ate Committee  on  Aging.  Their  proposal 
was  part  of  two  programs  carrying  out  Presi- 
dent Kennedy’s  recommendations  designed 
to  help  the  elderly. 

The  American  Medical  Association  sup- 
ported Administrative  proposals  in  the  fields 
of  maternal  and  child  health. 

In  a letter  to  the  House  Ways  and  Means 
Committee  AMA  executive  vice  president 
F.  J.  L.  Blasingame,  M.D.,  said  the  intent 
of  the  legislation  is  in  accord  with  the  major 
objectives  of  the  AMA’s  Committee  on  Ma- 
ternal and  Child  Care.  “These  objectives 
simply  stated  are  to  reduce  perinatal  and 
maternal  morbidity.  The  provisions  of  this 
act  hopefully  can  make  a contribution  to- 
ward this  end.” 

The  legislation  authorizes  over  a five- 
year  period  an  increase  to  $50  million  from 
the  present  $25  million  level  for  gi’ants  to 
state  for  maternal  and  child  health  pro- 
grams. A five-year,  $110  million  program 
of  matching  grants  to  states  for  special 
projects  for  maternal  and  infant  care  in- 
cluding projects  for  the  provision  of  health 
care  to  prospective  needy  mothers  who  have 
conditions  associated  with  possible  mental 
retardation  of  their  children  is  included. 


Doctors  and  Medicine  in  the  News 

We  see  by  the  Morning  World  - Herald 
(March  30,  1963)  that  the  Methodist  Hos- 
pital, Omaha,  honored  several  staff  doctors 
at  a dinner  given  at  the  Blackstone  Hotel. 
Especially  mentioned  were  Drs.  John  R, 
Schenken  and  Clyde  Moore. 

Dr.  Schenken  was  mentioned  by  the  board 
of  trustees  for  his  years  of  service  as  hos- 
pital pathologist,  and  it  was  noted  that  he 
is  also  chairman  of  the  Department  of  Path- 
ology at  the  University  of  Nebraska  College 
of  Medicine,  chairman  of  the  American 
Board  of  Pathology,  and  was  named  the 
“pathologist  of  the  year”  in  1961. 

Dr.  Clyde  Moore  has  been  a staff  mem- 
ber for  50  years  and  is  still  active. 

Ten  other  doctors  were  given  recognition 
for  more  than  20  years  service.  Others  giv- 
en recognition  at  the  dinner  were : Drs.  Rob- 
bert  J.  Stearns,  Wilson  B.  Moody,  Herman 
F.  Johnson,  Herbert  H.  Davis,  Maine  C.  An- 
dersen, Harlen  E.  Andersen,  Abraham  A. 
Steinberg,  and  Eugene  E.  Simmons. 

The  World-Herald  (April  9,  1963)  noted 
that  Creighton  University  School  of  Medicine 
has  been  awarded  $142,000  as  a gi*ant  from 
USPHS  for  advanced  training  in  endocrin- 
ology and  metabolism.  Bone  diseases  and 
calcium  metabolism  will  be  stressed.  The 
administration  of  the  grant  is  by  Dr.  Rob- 
ert P.  Heaney  and  Thomas  G.  Skillman.  Dr. 
Heaney  is  chairman  of  the  Department  of 
Medicine  and  Dr.  Skillman  is  Associate  Pi*o- 
fessor  of  Medicine. 

The  World-Herald  (April  18,  1963)  takes 
note  of  a grant  of  $16,887  to  Dr.  Vincent 
Runco,  Jr.,  of  Creighton  School  of  Medicine 
by  Lederle  Laboratories.  This  grant  is  an 
addition  to  Dr.  Runco’s  salary  over  a period 
of  three  years.  Similar  gi'ants  were  made  to 
12  other  teachers  in  medicine  in  an  effort 
to  “sustain  the  high  caliber  of  teaching  in 
medical  education  in  this  country.” 

Air  Force  to  Draft  Doctors — 

According  to  Air  Pulse  for  April  19,  the 
Air  Force  has  announced  it  will  draft  300 
physicians  for  active  military  duty  under 
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Selective  Service  for  July  and  August,  this 
year. 

The  call  is  necessitated  by  the  fact  that 
insufficient  numbers  of  1962  medical  gradu- 
ates volunteered  for  active  duty  immediately 
after  internship.  Those  drafted  will  enter 
as  general  duty  medical  officers. 


Human  Interest  Tales 

Doctor  J.  D.  button  opened  an  office  in 
Laurel  in  mid-April. 

Doctor  William  S.  Bivens,  Holdrege,  has 
been  elected  an  active  Fellow  in  the  Ameri- 
can College  of  Allergists. 

Doctor  R.  L.  Tollefson,  Wausa,  attended 
the  annual  American  Academy  of  General 
Practice  meeting  in  Chicago. 

Doctor  John  A.  Campbell,  Central  City, 
was  guest  speaker  at  a Maundy  Thursday 
breakfast  held  in  Grand  Island. 

Doctor  Robert  P.  Heaney,  Omaha,  spoke 
at  the  fourth  interdepartmental  seminar  of 
the  Creighton  University  School  of  Medicine. 

Doctor  Frank  C.  McClanahan,  Jr.,  of  Ne- 
ligh,  has  been  selected  to  participate  in  a 
pilot  program  of  the  National  Institute  of 
Health. 

Doctors  John  Porter  and  Patrick  Gillespie, 
Beatrice,  spoke  on  cancer  detection  at  a 
meeting  of  the  Gage  County  Cancer  Society 
in  April. 

Doctor  Warren  H.  Pearse,  Omaha,  has 
been  elected  vice  chairman  of  the  American 
College  of  Obstetricians  and  Gynecologists 
for  Nebraska. 

Doctor  C.  H.  L.  Stehl,  Scribner,  is  plan- 
ning to  move  to  Norfolk  about  June  1st, 
where  he  will  take  a position  at  the  Norfolk 
State  Hospital. 

Doctor  W.  M.  Gysin,  Norfolk,  and  Doctor 
David  Weeks,  Omaha,  were  members  of  a 
panel  discussion  at  the  Family  Life  Confer- 
ence in  Wakefield. 

The  Fairbury  Clinic  announced  the  affili- 
ation of  Doctor  Gordon  Johnson  with  their 


group.  Doctor  Johnson  is  presently  sta- 
tioned at  Lincoln  Air  Force  Base. 

Doctor  George  Salter,  Norfolk,  attended 
the  American  Academy  of  General  Practice 
session  in  Chicago,  and  also  attended  the 
Masters  Golf  Tournament  in  Augusta,  Geor- 
gia. 

Doctor  Charles  M.  Wilhelmj,  Jr.,  has 
completed  a residency  in  dermatology  at 
the  Mayo  Clinic,  Rochester,  Minnesota,  and 
will  be  located  in  Omaha  to  practice  his  spe- 
cialty. 

Doctor  Anthony  J.  Carnazzo,  Omaha,  has 
been  awarded  the  Nebraska  Chapter  of  the 
International  College  of  Surgeons  all  ex- 
pense paid  trip  to  the  North  American  Fed- 
eration meeting. 

The  Omaha-Douglas  County  Medical  So- 
ciety presented  twenty  - nine  appreciation 
awards  in  April,  to  individuals  and  firms 
who  helped  to  make  Sabin  Oral  Sunday  in 
Omaha  a success. 

Friedrich  Wilhelm  Niehaus,  MD,  was 
elected  as  a Fellow  of  the  Council  on  Clin- 
ical Cardiology,  as  a Founding  Member. 
This  group  of  the  American  Heart  Associa- 
tion consists  of  physicians  certified  by  the 
Sub-specialty  Board  in  Cardiovascular  Dis- 
ease of  the  American  Board  of  Internal 
Medicine,  or  having  equivalent  training  and 
experience. 


Announcements 

Films  Available  From  Ayerst 
Medical  Film  Library — 

As  a service  to  the  medical  profession, 
Ayerst  offers  films  from  its  Medical  Film 
Library  for  showing  without  charge  to  in- 
terested professional  audiences.  Many  sub- 
jects in  various  fields  of  medicine  are  cov- 
ered in  color  on  16  mm  sound  film.  A cata- 
log is  available ; with  it  comes  an  order  blank. 
About  three  weeks  must  be  allowed  between 
order  and  expected  time  of  use.  For  addi- 
tional information  write  Ayerst  Labora- 
tories, 685  Third  Avenue,  New  York  17, 
N.Y. 
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DIABETIC  CHILDREN’S  SUMMER 
CAMP 

Camp  Floyd  Rogers  will  be  open 
for  the  usual  two-week  period  again 
this  season.  The  dates  are  June  9 
through  June  22.  The  Camp  session 
is  held  at  Camp  Catron,  northwest  of 
Nebraska  City,  in  a typical  camp  set- 
ting, under  close  medical  and  nursing 
supervision.  Children,  aged  8 to  16 
years,  can  enjoy  camp  experiences 
otherwise  not  possible  for  juvenile 
diabetes.  Accommodations  are  avail- 
able for  sixty  children  this  season. 
Address  inquiries  to : 

Miss  Ann  Smrha 
Camp  Director,  Dept,  of  Health 
State  Capitol 
Lincoln  9,  Nebraska 


Alfred  A.  Richman  Fellowship  for 
Chest  Disease — 

The  Alfred  A.  Richman  Fellowship  for 
Chest  Disease  has  been  established  by  the 
Council  on  International  Affairs  of  the 
American  College  of  Chest  Physicians. 

This  fellowship,  through  a generous  grant 
from  Dr.  Richman  of  New  York  City  and 
his  associates,  will  make  it  possible  for  de- 
serving physicians  to  pursue  postgraduate 
study  in  an  approved  institution  of  their 
choice  for  a period  of  one  year. 

The  fellowship  provides  for  a grant  of 
$1700  per  month  for  a period  of  12  months. 

The  selection  of  candidates  will  be  under 
the  supervision  of  the  Council  on  Interna- 
tional Affairs  of  the  College.  For  complete 
information,  applicants  are  requested  to 
write  to  the  Council,  c/o  American  College 
of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11,  Illinois,  U.S.A. 

Course  in  Larjngology  and 
Bronchoesophagology — 

The  Department  of  Otolaryngologj’,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laiyngologj' 
and  Bronchoesophagologj’  from  September 


16  through  28,  1963,  under  the  direction  of 
Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen 
physicians  who  will  receive  instruction  by 
means  of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esophagoscopy,  di- 
agnostic and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write 
directly  to  the  Department  of  Otolaryngol- 
ogy', University  of  Illinois  College  of  Medi- 
cine, 1853  West  Polk  Street,  Chicago  12,  Illi- 
nois. 


Young  Investigator’s  Award  for  1964 — 

The  American  College  of  Cardiology  is  of- 
fering an  award  for  young  investigators. 
This  award  is  represented  by  a silver  medal 
and  $1000;  for  one  honorable  mention,  $250; 
eight  other  awards  of  $100  each. 

The  conditions  are: 

— Any  physician  in  residency  or  fellow- 
ship status  or  within  three  years  follow- 
ing such  residency  or  fellowship,  is 
eligible. 

— A formal  presentation,  12  minutes  in 
length,  describing  original  investigation 
in  which  the  contestant  did  either  the 
work  or  was  a significant  member  of  in- 
vestigating team,  is  the  scope. 

— An  abstract  or  original  manuscript  and 
a letter  indicating  intention  to  enter  the 
competition  must  be  in  the  hands  of  the 
executive  director  by  December  1,  1963. 

— An  accompanying  letter  from  the  chief 
of  the  service  or  laboratory  indicating 
his  willingness  to  have  the  material 
presented  in  the  competition,  must  be 
obtained  and  fonvarded. 

The  competition  is  to  be  in  New  Orleans, 
Louisiana  upon  the  occasion  of  the  13th  An- 
nual Meeting  of  the  American  College  of 
Cardiology',  February  12  to  16,  1964. 

Address  queries  and  manscripts  to:  Ex- 
ecutive Director,  America  College  of  Cardi- 
ology', Empire  State  Building,  350  Fifth 
Avenue,  New  York  1. 
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Change  in  Place  and  Date  of  Assembly 
World  Medical  Association — 

Due  to  a combination  of  internal  circum- 
stances beyond  their  control,  the  Mexican 
Medical  Association  has  had  to  withdraw  its 
invitation  to  The  World  Medical  Associa- 
tion to  hold  the  XVIIth  Assembly  in  Mexico 
City  from  September  22  to  28,  1963. 

The  Trustees  of  the  American  Medical 
Association  are,  therefore,  inviting  the  WMA 
Council  to  have  the  Assembly  in  New  York 
City,  during  the  month  of  October,  1963. 

If  the  invitation  is  accepted  the  time  for 
preparation  will  be  short,  but  the  Assembly 
and  simultaneous  Scientific  Program  will  be 
memorable. 

We  hope  that  many  of  our  United  States 
Committee  members  will  be  present,  not  only 
as  Official  Observers,  but  also  as  hosts. 


THOMAS  CLARENCE  ROUTLEY 
M.D.,  D.Sc.,  O.B.E. 
died  on  March  31,  1963.  He  will  be 
remembered  as  the  second  Chairman 
of  Council  of  WMA  for  a period  of 
four  years  (1947-1951)  and  ten  years 
service  as  Consultant  General  to  the 
Association.  He  contributed  a great 
deal  to  the  field  of  international  medi- 
cine, both  in  WHA  and  WHO. 


Second  3Iiisciilar  Dystrophy  Survey  of 
Nebraska  Contemplated — 

Five  years  ago  a survey  of  Nebraska  in 
search  of  cases  of  muscular  dystrophy  was 
made.  The  Muscular  Dystrophy  Foundation 
of  Nebraska  is  now  planning  another.  It 
seems  that  this  has  not  been  done  in  any 
other  state. 

We  are  informed  by  Mrs.  Marvin  Trae- 
ger,  president  of  the  Foundation  in  Nebras- 
ka, that  a questionnaire  will  be  sent  to  each 
doctor.  This  is  not  a long  and  complicated 
questionnaire,  and  it  is  hoped  each  doctor 
will  take  a few  minutes  to  complete  it  and 
put  it  in  the  mail.  Mrs.  Traeger  asks  that 
the  blank  be  returned  even  if  you  have  no 
cases  under  your  care.  In  case  this  is  true, 
please  mark  the  blank  with  the  word  NONE 
IN  SOME  CONSCIPUOUS  PLACE  and  re- 


turn it.  If  you  do  this,  it  will  increase  the 
value  of  the  survey  immensely.  We  trust 
everyone  will  cooperate. 


News  and  Views 

Blue  Shield  Plan.s  Pay  and  Pay — 

More  than  $942,400,000  was  paid  by  the 
Blue  Shield  Plans  located  in  the  United 
States,  Canada,  and  Jamaica  for  care  ren- 
deed  to  members  in  1962,  and  during  the 
same  period  the  medical-surgical  Plans  re- 
corded an  enrollment  gain  of  more  than  1,- 
782,000  persons,  the  National  Association  of 
Blue  Shield  Plans  reported  recently. 

“The  payment  of  $942,494,204  to  the  medi- 
cal profession  represented  a record  high  for 
a 12-month  period,  and  represented  nearly 
89  per  cent  of  the  total  income  of  all  Blue 
Shield  Plans,”  the  national  association  stat- 
ed. At  the  same  time,  the  Plans  utilized 
only  nine  per  cent  of  their  total  income  to 
cover  administrative  costs. 

Total  membership  in  the  Plans  reached 
50,904,714  as  of  December  31,  1962. 

Physician  and  Drug  Manufacturer 
Versus  Government — 

Some  public  officials  have  become  more 
concerned  about  protecting  the  people 
against  drugs  and  physicians  than  against 
disease,  Austin  Smith,  M.D.,  president  of  the 
Pharmaceutical  Manufacturers  Association, 
declared  in  a speech  this  month  to  members 
of  a Connecticut  medical  society. 

As  a consequence.  Dr.  Smith  noted  that 
the  physician,  “long  hailed  as  a healer,  per- 
sonal confidante,  and  community  leader,”  is 
now  regarded  with  suspicion  and  distrust. 

The  drug  manufacturer,  who  has  hereto- 
fore been  praised  as  “the  beneficient  source 
of  life-saving,  health-giving  miracles,”  now 
stands  accused  of  “wilfully  dispensing  dan- 
gerous and  worthless  medicine  and  making 
unconscionable  profits  at  the  expense  of  the 
ill  and  the  elderly,”  Dr.  Smith  added. 

During  his  talk  to  the  Fairfield  Medical 
Association,  Dr.  Smith  criticized  the  size  and 
cost  of  government,  a tendency  toward  ar- 
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bitraiy  decisions  without  relying  on  expert 
advice,  and  growth  in  government-sponsored 
research  to  the  detriment  of  basic  research 
by  private  institutions. 

He  called  on  physicians  to  join  in  an  effort 
to  broaden  governmental  responsibility  to 
the  people,  instill  in  government  the  desire 
to  serve  the  people,  and  revive  communica- 
tion and  confidence  between  elected  officials 
and  the  people. 

Emergency  Medical  Care — 

The  feature  article  in  World  - W ide  Ab- 
stracts for  IMarch,  1963  was  written  by  Dr. 
Carl  .J.  Potthoff,  professor  and  chairman  of 
the  Department  of  Preventive  Medicine  at 
the  University  of  Nebraska.  Dr.  Potthoff 
is  a well  known  student  of  the  accident  prob- 
lem and  emergency  care  and  has  written  ex- 
tensively for  the  profession  and  the  public. 
He  was  chairman  of  the  AIMA  Committee  on 
Emergency  Medical  Identification,  and  his 
column  on  safety  and  first  aid  appeared  for 
many  years  in  Today’s  Health.  He  wrote 
the  basic  manuscript  for  the  American  Red 
Cross  Textbook  on  First  Aid. 

Awards  by  Lederle — 

Thirteen  outstanding  members  of  medical 
school  faculties  were  honored  at  Atlantic 
City  on  April  18th  for  their  devotion  to 
medical  teaching.  They  will  share  $250,000 
given  under  the  Lederle  Medical  Faculty 
Awards  Program. 

The  awards  are  made  annually  to  sustain 
the  high  caliber  of  medical  education  in  the 
United  States  and  Canada. 

This  year’s  recipients  and  previous 
awardees  were  honored  at  a reception  and 
dinner  marking  the  tenth  anniversary  of  the 
program,  which  was  inaugurated  in  1954  by 
Lederle  Laboratories,  a Division  of  Ameri- 
can Cyanamid  Company.  The  awards  were 
announced  by  Dr.  Benjamin  W.  Carey,  med- 
ical director  of  Lederle. 

Dr.  Carey  said  that  since  1954,  Lederle 
has  given  more  than  $6  million  in  the  sup- 
port of  medical  education,  of  which  $2.5 
million  has  been  allocated  to  146  medical 
faculty  members. 


Dr.  Vincent  Runco,  Jr.,  Creighton  School 
of  Medicine,  was  one  of  the  recipients. 

Decline  in  Medical  Teaching  Threat 
To  Nation’s  Health — 

There  is  an  immediate  threat  to  health 
care  in  the  nation  because  of  a decline  in 
the  ranks  of  medical  teaching,  the  admin- 
istrator of  Cornell  Medical  Center  declared, 
speaking  on  occasion  of  awards  to  medical 
teachers. 

Dr.  Joseph  C.  Hinsey,  Director  of  New 
York  Hospital  at  the  Center,  warned  that 
unless  the  situation  of  the  medical  teacher 
is  improved  “we  may  bequeath  to  our  chil- 
dren in  a few  years  a serious  deprivation  in 
health  care.”  Furthermore,  he  said,  this 
would  lead  to  a serious  impairment  in  our 
ability  to  maintain  national  defenses  against 
disease  and  disability. 

“This  will  be  the  case  regardless  of  what 
sj'stem  of  medical  care  our  nation  may  see 
fit  to  adopt,”  Dr.  Hinsey  said.  He  spoke 
at  a dinner  honoring  recipients  of  the  tenth 
annual  Lederle  IMedical  Faculty  Awards. 
The  awards,  $250,000  annually,  are  made  to 
sustain  the  high  caliber  of  medical  educa- 
tion in  the  United  States  and  Canada. 

Announce  Recipients  of  Research 
.Scholarships  and  Fellowships — 

Recipients  of  scholarships  and  fellowships 
totaling  more  than  $60,000  have  been  an- 
nounced in  Philadelphia  by  the  American 
College  of  Physicians. 

Nineteen  American  and  Canadian  physi- 
cians were  selected  to  receive  research  fel- 
lowships and  scholarships.  Six  Latin- 
American  doctors  were  chosen  to  receive 
special  fellowship  training  in  the  United 
States. 

Awarded  three-year  research  fellowships, 
each  valued  at  $22,500,  were  Dr.  James  D. 
Snell,  Jr.,  \"anderbilt  University  School  of 
Medicine,  Nashville,  Tenn.,  and  Dr.  John  R. 
Wherrett,  Queen’s  University  Faculty  of 
iMedicine,  Toronto,  Ontario,  Canada. 

The  American  College  of  Physicians  Latin- 
American  fellowships,  supported  by  the  Kel- 
logg Foundation  in  cooperation  with  the 
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United  States  Department  of  State,  give 
Latin-American  physicians  an  opportunity 
to  receive  advance  training  in  United  States 
medical  teaching  institutions. 

Receiving  the  A.C.P.  $500  A.  Blaine 
Brower  traveling  scholarships  were  Dr. 
Donald  M.  Hayes,  Winston-Salem,  N.C.,  and 
Dr.  Wayne  R.  Rogers,  Portland,  Oreg.  The 
A.C.P.  $500  Willard  0.  Thompson  Memorial 
Traveling  scholarship  went  to  Dr.  Thad- 
deus  E.  Prout,  Baltimore,  Md. 

The  Fellowship  and  Scholarship  program 
is  one  of  the  postgraduate  education  activi- 
ties of  the  American  College  of  Physicians, 
which  represents  more  than  11,600  internists 
and  specialists  in  other  fields. 

Too  Late — 

It  has  seemed  to  me,  an  observer  at  a 
distance,  that  the  medical  profession  in 
England  became  alarmed  about  the  National 
Health  Service  (NHS)  just  too  late  to  do 
any  good.  After  the  NHS  was  established 
by  law,  ranting  and  raving  about  it  became 
a misdirection  of  energy. 

At  any  rate,  leaders  in  the  British  Med- 
ical Association,  as  exemplified  by  Lord 
Horder,  foresaw  the  threat  to  the  high 
standards  of  medical  practice  in  England  and 
formed  the  “Fellowship  for  Freedom.”  The 
aims  of  this  fellowship,  as  enumerated  be- 
low, probably  could  have  saved  British  medi- 
cine had  they  been  adopted,  promulgated, 
and  vigorously  acted  upon  before  the  blow 
of  state  medicine  fell.  In  the  US  we  may 
well  pray  that  our  profession  as  a whole 
accepts  and  acts  upon  these  aims  as  enumer- 
ated below,  now : 

— “To  insist  upon  the  preservation  of  the 
highest  standards  of  medical  practice. 

— To  protect  the  public  and  the  medical 
profession  from  State  Monopoly  in 
Medicine. 

— To  preserve  the  ethical  and  profession- 
al freedom  of  the  individual  doctor  in 
the  service  of  his  patients  and  to  main- 
tain the  status  of  the  general  practition- 
er, including  his  financial  security. 

— To  oppose  all  encroachments  by  the 


State  on  the  independence  of  medical 
educational  institutions  and  to  maintain 
the  academic  freedom  of  all  teachers  of 
medicine. 

— To  define  the  limits  of  State  Medicine 
so  as  to  protect  the  rights  of  the  public 
and  of  the  medical  profession  in  relation 
to  all  types  of  independent  practice. 

— To  support  and  protect  the  character 
and  interests  of  the  medical  profession 
generally.” 

Mea.sles  Vaccines — 

Licenses  have  been  granted  for  the  manu- 
facture of  two  types  of  measle  vaccine, 
namely.  Live  Attenuated  Measles-Virus  and 
Inactivated  Measles  -Virus.  Considerable 
clinical  testing  with  the  live  attenuated  be- 
ginning in  1958,  have  attested  to  safety  and 
effectiveness. 

A brochure  is  available  from  the  US  De- 
partment of  Health,  Education  and  Welfare 
entitled  “The  Status  of  Measles  Vaccines.” 
This  brochure  has  been  reproduced  in  JAMA 
183:1113-1114.  Those  interested  in  follow- 
ing the  development  of  these  important  ad- 
vancements in  control  of  infectious  diseases 
should  refer  to  these  sources.  Further  in- 
formation will,  undoubtedly,  become  avail- 
able and  be  published. 

The  Cost  of  Hospital  Services — 

We  all  are  aware  that  the  cost  of  hospital 
services  has  gone  up  faster  and  farther 
than  most  other  costs,  and  we  have  seen  the 
prediction  that  these  costs  are  due  to  rise  in 
this  manner  in  the  future.  In  fact,  no  one 
has  predicted  when  the  rise  will  flatten  out. 

A recent  newsletter  from  Bryan  Memorial 
Hospital  undertakes  to  explain  the  reasons 
for  this  seemingly  incongruous  situation.  In 
short,  the  Consumers  Price  Index  is  based 
on  the  average  cost  to  city-dwelling  families 
of  a host  of  relatively  unrelated  items  for 
which  they  spend  their  money.  A second 
look  at  the  list  of  items  seems  to  indicate 
that  perhaps  the  major  part  are  things  in 
which  machines  rather  than  human  hands 
have  a major  role  in  the  making.  Machines 
are  becoming  increasingly  efficient  in  pro- 
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duction  of  commodities  and  the  assembly 
line  worker  is  being  displaced  by  “computer- 
controlled  mechanical  slaves.”  While  this  is 
happening  the  price  of  human  effort  con- 
tinues to  rise. 

Xow,  labor  by  human  hands,  in  the  hos- 
pital, is  the  major  item  for  which  the  pa- 
tient pays.  Naturally,  this  is  costing  more 
and  more,  and  as  the  price  of  this  item  in 
general  rises,  hospital  costs  will  continue 
on  the  upward  spiral;  a:id  the  comparison 
with  price  indices  will  seem  unreal,  because 
there  is  no  dilution  by  machine-operations. 
The  only  chance  of  stopping  this  may  be  that 
the  US  Government  finally  decides  to  admit 
that  it  is  bankrupt. 

Medical  Symposium  on  Electrolytes — 

The  Nebraska  Academy  of  General  Prac- 
tice together  with  the  Lancaster  County 
^ledical  Society  sponsored  a symposium  on 
electrolytes  on  Sunday,  April  28th  at  the 
Lincoln  Hotel.  A batteiy  of  nationally 
known  experts  spoke  on  this  subject  during 
the  day,  and  the  doctors  and  their  wives  at- 
tended a luncheon  at  which  Dr.  Herbert  C. 
iModlin  spoke.  Dr.  iModlin  is  the  senior  psy- 
chiatrist at  the  iMeninger  Foundation,  To- 
peka. 

This  meeting  offered  six  hours  credit  to- 
ward the  150  hours  of  postgraduate  study 
each  three  years  needed  by  AAGP  members 
in  order  to  maintain  their  membership. 

NSMA  Educational  Series  in  the 
Nebraska  Newspaper — 

Probably  most  of  the  members  of  our  As- 
sociation do  not  get  to  see  the  monthly  issue 
of  the  Xehraska  Xeu'spaper.  This  is  the  of- 
ficial organ  of  the  Nebraska  Press  Associa- 
tion, and  for  more  than  a year  the  Nebraska 
State  Medical  Association  has  carried  a full 
page  educational  add  on  the  inside  of  the 
front  or  back  cover.  These  have  covered 
many  of  the  controversial  subjects  relative 
to  our  public  relations.  For  instance,  the 
latest,  in  the  May  issue,  is  entitled  “The 
Fantastic  Growth  of  \’oluntary  Health  In- 
surance.” These  are  without  a by-line,  and 
are  signed  Nebraska  State  Medical  Associa- 
tion. 


Whoever  writes  these  pieces  has  done  a su- 
perb job,  and  we  hope  it  is  carried  on  in  the 
same  vein. 

Project  HOPE  to  Continue  Activities 
In  Peru — 

Project  HOPE  will  continue  to  w o r k 
closely  with  the  University  of  Trujillo  i\Iedi- 
cal  School  in  Trujillo,  Peru,  despite  the  fact 
that  the  white  hospital  ship  S.S.  HOPE  has 
concluded  its  ten-month  visit  to  that  area 
and  has  returned  to  the  United  States,  it  was 
announced  recently  by  Dr.  William  B. 
Walsh,  president  of  Project  HOPE. 

During  its  recent  visit  to  Peru,  the  medi- 
cal staff  attached  to  the  S.S.  HOPE  worked 
closely  with  administration  officials,  doctors 
and  nurses  at  the  School  in  addition  to  carry- 
ing on  their  regular  activities  in  nearby 
towns  and  aboard  the  ship. 

At  the  request  of  the  medical  faculty  at 
the  University  as  well  as  the  ^Ministry  of 
Health,  HOPE  has  agreed  to  send  a staff 
of  nine  doctors,  12  nurses,  three  technicians 
and  one  hospital  administrator  to  Trujillo  to 
continue  the  work  begun  by  the  S.S.  HOPE 
personnel.  Dr.  Walsh  said.  The  liaison  be- 
tween the  University  and  HOPE  will  con- 
tinue for  approximately'  three  years  under 
present  plans.  At  the  end  of  that  time,  the 
program  will  be  carried  on  entirely  by  local 
personnel. 

Included  among  the  staff  of  physicians 
will  be  an  internist,  a surgeon,  an  ortho- 
pedist, a pediatrician,  an  obstetrician,  a 
neurologist,  a radiologist  and  physitrist 
and  a clinical  pathologist. 

The  staff  will  continue  the  work  that 
commenced  in  April  of  last  year,  working 
with  the  medical  school  faculty  in  teaching 
students  and  assisting  in  the  organization 
and  administration  of  the  new  Trujillo  Re- 
gional Hospital. 

Project  HOPE  is  primarily  a teaching- 
training progi’am  carried  on  by  physicians, 
dentists,  nurses  and  paramedical  personnel 
in  underdeveloped  countries  to  which  the 
S.S.  HOPE  is  invited  by  local  medical  groups. 
By  instructing  the  local  medical  personnel 
in  American  techniques  and  procedures  as 
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well  as  carrying  on  an  extensive  healing  and 
inoculation  program  among  the  local  popu- 
lace, HOPE’S  mission  is  to  improve  the 
health  and  sanitation  conditions  in  the  coun- 
tries the  ship  visits. 

During  two  cruises  which  has  carried 
the  ship  first  to  Indonesia  and  South  Viet 
Nam,  then  Peru,  4,000  major  operations 
have  been  performed  and  almost  half  a mil- 
lion people  have  been  immunized  and  ex- 
amined by  the  HOPE  staff. 

Orchid.s  to  Rudy  Schenken  and  Others — 

March  29,  Dr.  John  R.  Schenken  received 
the  special  recognition  of  the  Board  of 
Trustees  of  Nebraska  Methodist  Hospital  at 
a dinner  held  at  the  Blackstone  Hotel.  Dr. 
Schenken,  who  also  is  Chairman  of  the  De- 
partment of  Pathology  at  the  University  of 
Nebraska  College  of  Medicine,  and  Chairman 
of  the  American  Board  of  Pathology,  was 
recognized  for  his  long  years  of  service  to 
the  Methodist  Hospital. 

Ten  other  doctors,  all  with  more  than  20 
years  on  the  hospital  staff,  were  given  rec- 
ognition plaques.  One  of  them.  Dr.  Clyde 
Moore,  has  been  Staff  Pediatrician  50  years 
and  is  still  active. 

Also  given  recognition  were  Drs.  Robert 
J.  Stearns,  Willson  B.  Moody,  Herman  F. 
Johnson,  Herbert  H.  Davis,  Maine  C.  Ander- 
sen, Harley  E.  Anderson,  Ernest  Lynn  Mac- 
Quiddy,  Sr.,  Abraham  A.  Steinberg  and 
Eugene  E.  Simmons. 

Most  Frequent  Disability — 

Most  physicians  would  be  startled  to  learn 
that  the  disability  which  affects  their  pa- 
tients most  frequently  is  deafness.  Fifteen 
to  eighteen  million  Americans  are  estimated 
to  be  so  afflicted,  according  to  an  editorial 
in  the  Pennsylvania  Medical  Jownal.  This 
is  a handicap  frequently  involving  the  wage 
earner  in  the  prime  of  life,  but  which  is  also 
a plague  upon  our  aging  population.  In 
view  of  the  fact  that  five  per  cent  of  school 
children  also  need  medical  attention  for 
hearing  difficulties,  it  is  urgent  that  all 
physicians  become  better  acquainted  with 
these  problems. 

The  new  methods  of  treatment,  rehabilita- 


tion, and  assistance  also  make  demands  upon 
the  physician.  Postwar  advances  in  treat- 
ment have  been  especially  striking  in  otologic 
surgeiy,  but  there  have  also  been  great  ad- 
vances in  audiology,  and  the  improvements 
in  electronic  amplification  have  resulted  in 
much  more  convenient  hearing  aids.  In  ad- 
dition to  becoming  familiar  with  these  ad- 
vances which  have  become  available  to  pa- 
tients, it  is  also  imperative  that  all  who 
treat  patients  become  familiar  with  the 
methods  and  need  for  conservation  of  hear- 
ing. 

Recognition  of  early  hearing  loss  from 
serous  otitis  media,  prompt  control  of  sup- 
purative otitis  with  early  myringotomy, 
when  indicated,  removal  of  obstructing 
adenoids  and  diseased  tonsils,  and  control  of 
allergies  are  all  deserving  of  the  physician’s 
attention.  However,  in  children,  many  of 
these  conditions  lead  to  few  or  no  com- 
plaints and,  too  often,  apparent  dullness  and 
lack  of  attention  may  not  be  recognized  as 
arising  from  poor  hearing. 

Since  80  to  90  per  cent  of  persons  suf- 
fering from  significant  hearing  loss  from 
otosclerosis  may  now  be  largely  rehabilitat- 
ed by  micro-surgery,  the  practitioner  must 
also  be  alert  for  the  chance  to  apply  this 
method.  This  is  the  more  important,  since 
it  is  the  most  common  cause  of  hearing  loss 
in  the  middle  decades. 

Practically  all  ear  suppurations  can  now 
be  controlled  and  the  associated  hearing 
loss  may  often  be  corrected;  patients  rmist, 
therefore,  be  directed  to  the  appropriate 
medical  or  surgical  treatment.  All  physi- 
cians must  become  fully  aware  of  the  dan- 
gers of  osteomyelitis,  when  located  in  the 
mastoid  portion  of  the  cranium,  just  as  we 
are  aware  of  the  danger  of  pleural  fistula  or 
uncontrolled  chronic  osteomyelitis  elsewhere. 

When  to  advise  our  hearing-handicapped 
patients  to  use  a hearing  aid  is  a difficult 
problem.  Correctable  conditions  must  be 
corrected.  When  other  forms  of  therapy  are 
not  applicable  or  desirable,  a hearing  aid  is 
likely  to  be  very  beneficial.  The  notion  of 
having  the  patient  purchase  a hearing  aid 
by  trial  and  error  should  be  as  repugant  to 
the  public  as  is  the  practice  of  buying  spec- 
tacles at  the  notion  counter.  A frontal  at- 
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tack  on  our  most  common  disabling  affliction 
is  past  due. 

Deaths 

FAHNESTOCK  — C.  L.  Fahnestock,  MD, 
died  April  18,  1963,  in  Lincoln,  where  he 
had  retired  from  private  practice  and  service 
as  a district  surgeon  for  the  Burlington 
Railroad.  He  was  88  years  of  age. 

DRASKEY  — Stanley  S.  Draskey,  MD, 
died  April  8,  1963,  at  North  Platte.  He  was 
56  years  of  age.  A graduate  of  the  Univer- 
sity of  Nebraska,  he  had  practiced  in  Omaha 
and  more  recently  in  North  Platte. 

WILLIAMS  — J.  B.  Williams,  MD,  died 
March  26,  1963,  at  Glendale,  California.  He 
was  73  years  of  age.  A native  of  Wood 
River,  Dr.  Williams  practiced  at  Beaver 
Crossing  and  Polk  and  had  been  on  the  staff 
of  the  Lincoln  State  Hospital  and  the  Veter- 
ans Administration  regional  office  before 
his  retirement. 

Abstracts  — 

Clinical  Comparison  of  Halothane  (Fliiothane) 
and  Chloroform  — E.  McReynolds,,  A.  Thorogood 
and  L.  E.  Morris,  Arch  Surg  86:633  (April)  1963. 

Chloroform  and  halothane  (Fluothane), 
when  administered  by  modern  precision  va- 
porizers, showed  similarity  of  clinical  effect, 
usefullness,  and  potential  complications. 
These  two  potent  anesthetics  have  similar 
pharmacologic  effects  and  consequently 
they  must  be  used  with  extreme  care,  since 
the  primary  danger  of  overdosage,  as  mani- 
fest by  hypotension  and  possible  asystole,  is 
always  present.  When  administei’ed  with 
skill  and  caution,  satisfactory  conditions  can 
be  provided  with  either  agent,  without  oc- 
currence of  cardiovascular  depression.  It  is 
suggested  that  historically  reported  difficul- 
ties after  chloroform  resulted  from  mal- 
administrations in  which  both  overdosage 
and  hypoventilation  were  frequent.  Avoid- 
ance of  hepatotoxic  effects  with  either  agent 
depends  upon  exclusion  of  all  factors  which 
might  lead  to  tissue  hypercapnia  or  hypoxia. 
(From  References  and  Reviews,  JAMA  184, 
No.  3,  p.  199). 


The  Woman's  Auxiliary 

The  Adams  County  Medical  Society  Aux- 
iliary broke  into  the  news  by  word  and  pic- 
ture in  the  Hastings  Tribune  for  April  12, 
1963.  This  society  sponsored  a smorgasbord, 
the  proceeds  of  which  were  given  to  the 
American  Medical  Association  Education  and 
Research  Foundation.  The  committee  in 
charge  was  composed  of  Mrs.  Loyd  Wagner 
(chairman),  Mrs.  Gerald  Holcomb,  Mrs. 
Finn  Lundy,  and  Mrs.  Fred  Rutt,  Jr. 

And  we  see  by  the  Omaha  Evening  World- 
Herald  (April  25,  1963),  that  Mrs.  Fay 
Smith  of  Imperial  directed  the  program  at 
the  dinner  for  wives  of  the  senior  medical 
students  at  the  University  of  Nebraska  Col- 
lege of  Medicine  and  Creighton  School  of 
Medicine,  held  the  evening  of  April  25th. 
The  party,  sponsored  by  the  Auxiliary  to 
the  State  Medical  Association,  was  held  at 
the  Creighton  Student  Center.  Assisting 
Mrs.  Smith  were  Mrs.  E.  E.  Yaw  of  Im- 
perial and  Mrs.  Otis  Miller  of  Ord. 

Hospitality  for  Women  Physicians — 

All  women  physicians  attending  the  AMA 
in  Atlantic  City  are  invited  to  rest  in  the 
Hospitality  Room  No.  2 on  the  Mezzanine 
Floor  in  the  Convention  Hall. 

On  June  18  from  4 to  6 p.m.,  the  Ameri- 
can Medical  Women’s  Association  is  serving 
tea  in  the  Hospitality  Room.  All  women 
physicians  and  their  friends  are  invited. 


fKnow  Your 

Blue  Shield  Plan 

Blue  Shield  — Our  Opportunity — 

One  of  the  little-known  virtues  of  Blue 
Shield  is  that  it  offers  each  individual  physi- 
cian an  opportunity  to  do  something  specific 
about  the  future  of  medical  care  in  America. 
Blue  Shield  challenges  every  one  of  us  to 
back  up  our  convictions  and  to  strike  a solid 
blow  for  medical  freedom. 

More  than  150,000  of  us  have  voluntar- 
ily enrolled  with  our  local  Blue  Shield  Plans 
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as  “participating  physicians.”  But  how 
many  of  us  truly  participate  ? And  how 
many  of  us  really  appreciate  the  crucial  im- 
portance of  “participation”  — of  all-out, 
enthusiastic  support  for  our  Blue  Shield  pro- 
gram ? 

For  Blue  Shield  is  not  — cannot  be  — 
a “spectator  sport”  for  the  American  physi- 
cian. On  the  contrary,  Blue  Shield  is  a 
physician-participation  show,  or  it’s  no  show 
at  all ! 

What,  then,  are  the  specific  ingredients 
of  participation?  What  does  Blue  Shield 
challenge  us  to  do  for  medicine?  Our  first 
duty  is  to  become  informed  — to  know  our 
own  Blue  Shield  program,  to  understand  its 
problems,  its  objectives  and  its  specific 
policies.  Secondly,  we  are  challenged  to 
identify  ourselves  with  Blue  Shield,  and 
Blue  Shield  with  ourselves.  For  Blue  Shield 
is  not  a “third  party”  — it’s  us.  We  should 
speak  — early  and  often  — about  Blue 
Shield  to  our  patients  and  friends.  We 
should  let  the  public  know  what  a tremendous 
social  asset  it  has  in  Blue  Shield,  and  what 
a great  instrument  it  can  be  for  the  provi- 
sion of  an  ever  broader  program  of  medical 
care  prepayment  by  voluntary  effort. 

Perhaps  most  important  of  all,  true  imr- 
ticipation  in  Blue  Shield  means  performance. 
It  means  that  we  accept  unequivocally  the 
responsibility  of  assuring  that  Blue  Shield 
provides  benefits  to  whatever  extent  the  sub- 
scriber’s contract  and  our  own  agreement  as 
a participating  Physician  commits  us.  It 
means  that  we  make  Blue  Shield  a symbol 
not  only  of  protection  against  economic 
catastrophe,  but  of  the  assurance  of  the 
highest  quality  of  medical  care  for  every 
American. 


-MEDICAL  STUDENTS  REACTIONS  TO 
ABORTION  LAWS 
(Continued  from  page  307) 

actual  physical  life  of  the  mother,  then,  ex- 
cepting where  religious  views  prohibit,  abor- 
tion can  be  justified  under  our  present  laws 
(all  of  which  are  quite  similar). 

Now,  there  is  a tendency  for  the  physician 
to  interpret  “life”  much  more  broadly.  Will 
the  pregnancy  cause  psychic  trauma  of  such 
degree  that  it  endangers  normal  life  in  time 


to  come?  This  and  perhaps  other  lesser  dis- 
turbances of  “life”  are  being  considered  in 
making  a decision  for  or  against  abortion. 
These  considerations,  of  course,  broaden  the 
field  and  vastly  increase  the  number  of 
“legal”!?)  abortions.  At  any  rate,  since 
the  law  turns  its  head  and  fails  to  see  what 
is  happening,  abortions  based  on  considera- 
tions other  than  physical  life-or-death  are 
being  considered  as  “legal.”  Actually,  those 
who  take  part  in  such  operations  would  feel 
better  about  the  “legality”  if  our  abortion 
laws  could  be  changed  to  broaden  the  defini- 
tions included  in  them.  Some  experts  actual- 
ly admit  that  the  majority  of  abortions  done 
at  present  are  illegal  if  the  strict  letter  of 
the  law  be  considered. 

It  would  seem  that  the  voice  of  long  experi- 
ence speaks  with  some  uncertainty  in  the 
matter  of  what  kind  of  laws  we  need  to  gov- 
ern abortions. 

Now,  however,  comes  Redbook  Magazine 
for  May,  1963,  to  record  for  all  who  wish 
to  read,  the  voice  of  senior  medical  students 
in  24  of  the  country’s  leading  universities. 
It  is  interesting  to  note  how  readily  and 
easily  the  voice  of  inexperience  can  settle 
a matter  that  has  stymied  the  voices  of  ex- 
perience for  decades.  The  following  is  a 
quotation  of  a News  Release  bearing  the 
name  of  Barbara  Land  for  The  Rowland 
Company,  Inc.,  and  in  comparing  it  with 
the  article  one  finds  it  mirrors  the  opinions 
expressed  by  the  senior  medics : 

New  York,  N.Y.,  April  18  — Most  senior  medical 
students  oppose  existing  abortion  laws,  according 
to  a poll  reported  in  Redbook  magazine’s  May 
issue,  published  today.  The  poll,  conducted  for  the 
magazine  by  United  Press  International,  involved 
interviews  with  senior  medical  students  at  24  of 
the  country’s  leading  universities. 

Many  of  the  soon-to-be  doctors  protested  against 
what  they  called  “inhuman,”  unrealistic,”  “hor- 
ribly outmoded,”  “idiotic”  laws  which  permit  abor- 
tion only  when  the  life  of  the  mother  is  at  stake. 

One  of  the  students  from  the  University  of  Flor- 
ida said  simply,  “Make  abortion  legal,  period!” 

The  problem  as  seen  by  medical  students  attend- 
ing the  Stritch  School  of  Medicine  of  Loyola  Uni- 
versity, a Catholic  institution  in  Chicago,  lies  “not 
in  overrestrictive  legislation  but  in  an  overpromis- 
cuous  nation.” 

“If  people  don’t  want  the  responsibility  of  rais- 
ing children,  they  ought  to  find  another  pastime 
besides  intercourse,”  one  senior  was  quoted  as 
saying. 


June,  1963 


359 


Books 


“Current  Medical  Terminology  — 1963,”  edited  by 
Burgess  L.  Gordon,  M.D.,  and  John  H.  Talbott, 
M.D.  Published  by  the  American  Medical  Asso- 
ciation. 346  pages.  $2.00. 

This  is  a paper-bound  handbook,  designed  as  a 
medical  dictionaiy  with  an  alphabetized  listing  of 
the  pi-eferred  terms,  and  with  stylized  definitions 
which  give  a “picture”  of  the  disease  or  condition. 
It  emphasizes  the  content  or  elements,  and  fa- 
cilitates the  tabulation  of  data,  retrieval,  updating 
and  finally  the  selection  of  correct  terminology. 
Three  systems  of  “numerical  codes”  are  included. 
These  are: 

a.  The  Standard  Nomenclature  of  Diseases  and 
Operations  (SN) 

b.  The  International  Classification  of  Diseases 
(IC)  and 

c.  The  Numerical  Code  of  this  book. 

An  example  follows: 

BURSITIS  IC  741.0  741.9  1305 

AT  Acute  or  Chronic  Inflammation  of  a Bursa 


Trauma 

SN 

25*-4X0 

Rheumatoid 

Ar- 

thritis 

Infection 

SN 

25*-100 

Tuberculosis 

Sy- 

phylis 
Gout  SN 

25*- 

-741 

Unknown 

SN 

25*-930 

SM  Pain,  swelling,  tenderness,  varying  limita- 
tion of  motion 

SG  Palpable  fibrinous  or  calcific  granules  in 
chronically  inflammed  superficial  bursa 

CM  Infection 

XR  Calcareous  deposits 

PA  Chronic,  thickened  bursal  wall,  degenerated 
epithelial  lining,  adhesions  contain  villi, 
calcific  deposits,  muscle  atrophy  in  late 
cases 

This  book  will  be  of  especial  value  to  medical 
record  librarians,  hospitals,  clinics,  and  others  who 
keep  coded  records. 


“Resistance  of  Bacteria  to  the  Penicillins”  (Ciba 
Foundation  Study  Group  No.  13),  edited  by  A.  V. 
S.  de  Reuck  and  ^largaret  Cameron.  Published 
by  Little,  Brown  and  Company  of  Boston  in  De- 
cember, 1962.  125  pages.  $2.95. 

Twenty-two  scientists  from  England,  France, 
Italy,  Jerusalem,  Denmark,  the  United  States, 
Sweden,  and  Belgium  met  in  London  on  2 Feb 
1962  and  discussed  the  problem  which  seiwes  as  the 
title  of  this  book.  Papei's  read  and  discussed  includ- 
ed the  following: 

a.  Penicillinase-resistant  penicillins  and  the 

problem  of  the  penicillin  resistant  staphylo- 
cocci 

b.  Mode  of  action  of  the  penicillins 

c.  Penicillinase 


d.  Different  types  of  resistance  to  different  peni- 

cillins 

e.  Coagulase-positive  staphylococci  resistant  to 

benzyl  penicillin,  methicillin  and  other 
penicillins. 


“Transplantation”  (A  Ciba  Foundation  Symposium), 

edited  by  G.  E.  W.  Wolstenholme  and  Margaret 

Cameron.  Published  in  December  1962  by  Little, 

Brown  and  Company  of  Boston.  426  pages.  $12.00. 

The  past  ten  years  have  seen  rapid  advances  in 
the  solution  of  transplantation  problems.  The 
thii-tj'  contributors  from  nine  different  countries 
who  attended  this  symposium  which  was  held  in 
London  in  November,  1961  presented  papers  which 
included  the  following: 

a.  Studies  on  transplantation  antigens 

b.  Transplantation  tolerance  and  immunity  in 

relation  to  age 

c.  The  factor  of  immunization:  clonal  selection 
theory  investigations 

d.  Homograft  sensitivity  in  human  beings 

e.  Induction  of  specific  tolerance  by  parabiosis 

f.  Role  of  the  thymus  in  transplantation  toler- 

ance and  immunity 

Among  the  findings,  two  wholly  new  concepts 
emerge:  one,  ci-ucial  importance  of  the  thymus  in 
the  development  of  immunological  reactivity;  the 
other,  the  possibility  that  new-born  mice  can  be 
sensitized,  an  idea  leading  to  all  kinds  of  reflec- 
tions on  the  relationship  between  tolerance  and 
paralysis. 


“Shock  — Pathogenesis  and  Therapy”  (A  Ciba  In- 
ternational Symposium),  edited  by  K.  D.  Bock. 

Published  in  December,  1962  by  Springer- Verlag, 

of  Berlin  - Gottingen  - Heidelberg.  387  pages. 

Price  approximately  $10.00. 

Foi-ty-one  scientists  from  fourteen  diffei’ent 
countries  assembled  in  Stockholm  on  27  June  1961 
to  begin  a 4-day  symposium  on  “Shock.”  The 
U.S.A.  was  represented  by  D.  F.  Bohr  of  the  Uni- 
versity of  Michigan,  J.  Fine  from  Harvard,  R.  P. 
Gilbert  from  Evanston,  M.  I.  Gregersen  from  Colum- 
bia, D.  E.  Gregg  from  Walter  Reed  Army  Medical 
Center,  J.  M.  Howard  from  Hahnemann,  R.  C.  Lille- 
hei  from  Minnesota,  R.  F.  Rushmer  from  the  Uni- 
versity of  Washington;  E.  E.  Selkurt  fi'om  the  Uni- 
versity of  Indiana;  and  W.  W.  Spink  from  the  Uni- 
versity of  Minnesota. 

Papers  read  and  discussed  included  the  follow- 
ing: 

a.  Classification  of  various  forms  of  shock 

b.  Experimental  shock 

c.  Possible  role  of  endotoxins  in  shock 
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d.  Hemodynamic  factors 

e.  Metabolic  aspects 

f.  The  nature  of  irreversible  shock;  its  relation- 

ship to  intestinal  changes 

g.  Renal  failure  in  shock 

h.  The  participation  of  the  adi’enal  glands  in 

endotoxin  shock 

i.  Reflex  mechanisms  and  the  central  nervous 

system 

j.  The  effects  of  emotional  stress 

k.  Myocardial  shock 

l.  Allergic  shock 

m.  Radiation  shock 

n.  Fluid  substitution  in  shock 

o.  Drug  therapy  of  shock. 


“Protein  Metabolism  — Influence  of  Growth  Hor- 
mone, Anabolic  Steroids,  and  Nutrition  in  Health 
and  Disease  (A  Ciba  International  Symposium), 
edited  by  F.  Gross.  Published  in  December,  1962 
by  Springer  Verlag,  of  Berlin  - Gottingen  - Heidel- 
berg. 521  pages.  Price  approximately  $10.00. 

Forty-four  scientists  from  the  U.S.A.,  France, 
Sweden,  The  Netherlands,  Italy,  Switzerland,  Ger- 
many, Great  Britain,  South  Africa,  Greece,  Canada, 
Isi'ael,  South  India,  Denmark,  and  Belgium  assem- 
bled in  Leyden  25  to  29  June  1962  to  read  and 
discuss  papers  dealing  with  such  subjects  as: 


a.  The  effect  of  growth  hormone  on  protein 

b.  Regulation  of  protein  synthesis  by  androgens 

and  estrogens 

c.  The  effect  of  nutrition  on  growth  and  endo- 

d.  The  relation  to  protein  metabolism  to  exces- 

sive shifts  of  sodium  and  potassium 

e.  Evaluation  of  long-acting  anabolic  steroids 

f.  Effects  of  anabolic  steroids  on  nucleic  acid 

metabolism 

g.  Effect  of  stei’oids  on  bone  fonnation 

h.  Effects  of  protein  deficiency  on  the  endo- 

ci'ine  system 

i.  Effects  of  injury  on  human  protein  metabo- 

lism 

j.  Muscle  protein  metabolism  in  normal  and  dis- 

eased states 

k.  Protein  metabolism  in  surgical  trauma  and 

injury 

l.  Evaluation  of  growth  and  maturity  in  chil- 

dren 

m.  Use  of  anabolic  agents  in  disorders  of  growth 

n.  Anabolic  steroids  in  the  treatment  of  osteo- 

penia 

o.  Effects  of  anabolic  steroids  on  liver  function 

p.  Anabolic  steroids  in  the  treatment  of  renal 

failure 

q.  Action  of  anabolic  steroids  on  red-cell  pro- 

duction. 

FMN 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  I'niversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
.\merican  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
50C2  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
.American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Ai't  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Her\’ert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street 
Omaha  5,  Nebraska 
Nebraska  Heart  Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebi-aska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretarj’-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Lomotil  directly  controls  the  mecha- 
nism of  diarrhea.  Therefore,  it  acts  to 
give  symptomatic  rehef  in  all  diarrheas. 

Lomotil  promptly  arrests  acute  diar- 
rhea and  controls  chronic  or  refractory 
diarrhea  with  a high  degree  of  safety. 

Pharmacologic  considerations  indi- 
cate that  Lomotil  acts  on  the  smooth 
muscle  of  the  intestines  and  thus  lowers 
the  excessive  propulsive  motility  respon- 
sible for  increased  fluidity  and  frequency 
of  stools.  This  localized  action  makes 
Lomotil  unusually  free  of  secondary 
effects. 

By  reducing  excess  propulsive  motil- 
ity, Lomotil  assures  safe,  selective  symp- 
tomatic control  of  virtually  aU  diarrheas. 

Dosage:  For  adults  the  recommended 
initial  dosage  is  two  tablets  (2.5  mg. 
each)  three  or  four  times  daily.  Lomotil 


maintenance  dosage  may  be  as  low  as 
two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.  and  as 
liquid  containing  2.5  mg.  in  each  5 cc. 
A subtherapeutic  amount  of  atropine  sul- 
fate (0.025  mg.)  is  added  to  each  tablet 
and  each  5 cc.  of  the  liquid  to  discour- 
age deliberate  overdosage.  Recom- 
mended dosage  schedules  should  not  be 
exceeded. 

Note:  Lomotil  is  an  exempt  preparation 
under  Federal  narcotic  statutes. 

Detailed  information  and  directions 
for  use  in  children  and  adults  are  avail- 
able in  Physicians’  Product  Brochure  No. 
81.  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

e.D.  SEARLE  & CO. 

Research  in  the  Service  of  Medicine 
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Prepayment  Predicament — 

(Continued  from  page  20- A) 

the  rising  costs  of  all  other  goods  and  serv- 
ices. This  is  a reasonable  premise  and  all 
reasonable  persons  accept  it.  But  the  in- 
crease cannot  be  run-away  in  character  lest 
catastrophic  corrective  action  is  evoked,  and 
it  is  squarely  up  to  the  medical  profession 
to  keep  it  reasonable. 

State  and  national  organizations  point  the 
way  but  effective  action  must  take  place  in 
every  county  medical  society.  Local  utiliza- 
tion committees,  insurance  advisory  commit- 
tees, grievance  committees,  public  policy 
committees,  and  public  relations  commit- 
tees must  operate  effectively  and  continu- 
ously to  whatever  degree  is  necessary  to 
maintain  enlightened  control  of  medical  care 
distribution  and  costs.  Essentially,  it  is 
urgent  that  every  physician  involve  himself 
in  the  problems  of  costs,  not  only  in  reason- 
ably pricing  his  own  services,  but  in  helping 
to  keep  the  total  cost  minimal  while  render- 
ing logical,  efficient,  high  quality  medical 
care. 
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Get  your  low-back  patient  back  to  work 
in  days  instead  of  weeks 


You  can  expect  rapid  results  from  ‘Soma’ 
(carisoprodol) -because  this  unique  drug 
breaks  up  both  the  spasm  and  pain  of  low- 
back  syndrome  at  the  same  time. 


Your  patients  will  usually  begin  to  feel 
better  within  a few  hours.  And  as  Kestler 
demonstrated  in  a controlled  study  of  212 
consecutive  patients  with  low-back  prob- 
lems: the  average  time  for  full  recovery  was 
only  11.5  days  with  ‘Soma’  (carisoprodol), 
41  days  without  it.  ( J.A.M.A.,  April,  1960.) 

Carisoprodol  seldom  produces  side  effects. 
Occasional  drowsiness  may  occur,  usually 
at  higher  than  recommended  dosage.  Indi- 
vidual reactions  may  occur  rarely. 

USUAL  DOSAGE:  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with  an  independent 
pain-relieving  action 

(^oma 

carisoprodol 

Wallace  Laboratories 
Cranbury,  New  Jersey 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visif  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  colamn  are  at  a rat«  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  tw'o  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal.  1315  Sharp  Build- 
ing. Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  towm,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 

8,  Beaver  City,  Nebraska. 

FOR  SALE  — Combined  home  and  doctor’s  office 
of  the  late  Stanley  Drasky,  M.D.,  deceased  April 

9,  1963.  Eight  room  house,  two  baths,  fully  equipped 
office  with  X ray.  Available  for  immediate  posses- 
sion. For  fui'ther  information  contact,  Mrs.  Stanley 
Drasky,  303  South  Pine,  North  Platte,  Nebraska. 

GENERAL  PRACTICE  — Our  doctor  leaving  be- 
cause of  heart.  Two  man  office  with  eight  rooms 
available.  Large  practice  in  thriving  community. 
Good  churches,  new  school,  two  accredited  hospitals 
in  area.  Write  or  call  Mr.  Jim  Grosserode,  Scrib- 
ner, Nebraska. 


IDEAL  SUBURBAN  OFFICE  SPACE  — South- 
east Lincoln,  1000  square  feet,  available  July  1st. 
Plenty  off-street  parking.  Call  Lincoln,  423-3744. 


NEBRASKA  GP  — Who  has  been  in  solo  prac- 
tice and  operating  a 20-bed  hospital  for  the  past 
ten  years  is  tired  of  working  24  hours  a day  and 
desires  to  associate  with  a group  or  individual. 
Write  Box  28,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


2 INTERNISTS  WANTED  — Unusual  oppoi-tunity 
to  join  a young,  multi-specialty  group.  Salary  $18,- 
000  first  year  with  rapid  acceleration  to  partner- 
ship. Exceptional  Clinic  and  Hospital  facilities  in 
Midwest  town  of  30,000  which  is  the  Medical  Center 
of  large  trade  area  and  fine  place  to  raise  a family. 
Write  Box  27,  Nebi’aska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


AVAILABLE  IMMEDIATELY  — For  lease  or 
sale.  Papillion  Medical  Center.  Unopposed  prac- 
tice. Will  introduce.  For  particulars  write,  call 
or  wire:  D.  E.  Baca,  M.D.,  2580  South  90th,  Omaha, 
Nebraska.  Now  is  the  time  to  move  to  Suburban 
Omaha  and  enjoy  our  tremendous  growth. 
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throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderateiy 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  anaigesia  by 
the  orai  route...  acts  within  5 to  15  minutes ...  usuaiiy  provides  uninterrupted 
reiief  for  6 hours  or  ionger  with  just  1 tabiet . . . rareiy  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


•U.s.  Pats.  2,628,185  and  2,907,768 


WHO  PAYS  THE 
OFFICE  RENT? 

And  telephone  bill... and 
utilities ...  and  employee 
salaries . . . if  YOU  are  sick 
or  injured  ? 

Physicians  Mutual  Insurance  Company  (The 
Doctors’  Company)  will  help  pay  all  of  your 
usual  office  expenses  when  you  are  sick  or 
disabled — if  you  are  the  fortunate  owner  of 
our  new,  low-rate  Office  Overhead  Expense 
Policy. 

Premiums  are  fax  deductible,  too! 

Write  today  for  free  information  • . 
without  obligation. 

PHYSICIANS  MUTUAL  INSURANCE 
COMPANY 

115  South  42nd  St.  Omaha  31,  Nebraska 

Current  Comment 

AMA,  AHA  Push  Separate  Plans  to 
Accredit  Nursing  Homes — 

A conflict  over  nursing-home  accredita- 
tion continues  between  the  American  Medi- 
cal Association  and  American  Hospital  As- 
sociation. 

The  AMA  intends  to  institute  a bilateral 
accreditation  program  with  the  American 
Nursing  Home  Association.  The  effort  is 
aimed  at  raising  standards  of  care.  At  the 
same  time,  the  AHA  has  criticized  the  bi- 
lateral proposal  and  declared  that  it  will  in- 
tensify its  own  nursing-home  registration 
activities  begun  two  years  ago. 

The  hospital  group  indicated  that  it  still 
favors  turning  over  nursing-home  certifica- 
tion to  the  four-member  Joint  Commission 
on  Accreditation  of  Hospitals.  But  the  AMA 
has  vetoed  this  proposal.  Its  participation 
in  the  bilateral  plan,  it  says,  “is  a normal 
extension  of  the  AMA’s  interest  in  rais- 
ing standards  of  facilities  related  to  health 
care.”  An  organization  meeting  between 
Ai\IA  and  ANHA  is  scheduled. 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

533  Car  Spaces 

You  and  your  pa- 
tients can  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


‘ Lady,  would  you  please  use  your  finger  in 
the  ‘touch  vour  nose  with  your  eyes  shut’ 
test?” 
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For  the  Patient  Over  50 
with  Digestive  Distress 


Each  tablet  contains  methscopolamine  nitrate,  2 mg.;  and  pentobarbital  (Warning: 
May  be  habit-forming),  8 mg.;  plus  KANULASE®  (cellulase  standardized  to  9 mg.| 
combined  with  pepsin,  N.F.,  150  mg.;  glutamic  acid  hydrochloride,  200  mg.;  pan- 
creatin,  N.F.,  500  mg.;  ox  bile  extract,  100  mg.). 


TESTED-PROVED 


In  a second  study, 
Kanumodic  produced  ‘‘highly 
gratifying  symptomatic  relief”  in  46  of 
the  60  patients  participating. 

T esied  In  patients  over  50*.  . . The  ef- 
fectiveness of  Kanumodic  was  matched 
against  placebo  response  in  a study 
involving  twenty-five  ‘‘over  50  patients” 
suffering  from  functional  bowel  distress. 
All  patients  complained  of  one  or  more 


symptoms.  A follow-up  study  of  60  addi- 
tional cases  (average  age,  55.3  years) 
was  also  conducted. 

Proved  In  patients  over  50*  . . . The 

response  noted  in  the  pilot  study  is 
charted  above. 

*McHardy,  G.,  and  Balart,  L.:  Curr.  Ther. 
Res.  4:153,  1962. 

Dosage:  1 or2tablets,  swallowed  whole 
with  each  meal. 


Cautions:  Federal  law  prohibits  dispensing  without  prescription.  Side  effects  such 
as  dryness  of  mouth,  blurring  of  vision,  and  urinary  retention  may  occur  occasionally 
with  large  doses.  This  product  is  contraindicated  in  the  presence  of  glaucoma  or 
prostatic  hypertrophy.  Glutamic  acid  hydrochloride  is  usually  not  given  to  patients 
with  peptic  ulcer. 


DORSEY  LABORATORIES  • Lincoln,  Nebraska 
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urine 

tests 


as 
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your 

stethoscope 


oacetest' 

urint  ketones 

O clinitest 

urwe  suga 

ictotest 

urine  bilirubin 
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clinistix 


urine  glucose 
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urine  jihenylketones 
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Formerly  nervous  and  tense,  n 
better  able  to . . . 


enjoy  her 
family 


4 


* 

I* 


This,  in  essence,  is  what  happens  when 
place  a patient  on  Librium  (chlordiazej  t 
ide  HCl).  Since  this  agent  generally  reli 
anxiety  and  tension  without  dulling  me 
clarity  or  inducing  drowsiness,  most 
tients  become  better  able  to  function  i 
mally,  take  an  active  interest  in  family 
surroundings,  meet  and  solve  daily  pi 
lems.  This  antianxiety  agent  is  virtu  y 
free  from  extrapyramidal  side  effects, 
does  not  produce  or  deepen  depressior 


DOSAGE:  Oral  — Usual  adult  dose  in  mild  to  modi 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  c 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 
times  daily.  Parenteral —To  control  acute  condit 
the  usual  initial  adult  dose  is  50  to  100  mg  l.t 
I.V.;  not  more  than  300  mg  should  be  given  dun 
6-hour  period.  □ SIDE  EFFECTS:  Oral  — Drows 
and  ataxia,  usually  dose-related,  have  been  repi 
in  some  patients  — particularly  the  elderly  and  d 
tated.  Paradoxical  reactions,  i.e.,  excitement,  st 
lation,  elevation  of  affect  and  acute  rage,  have 
reported  in  psychiatric  patients;  these  reactions 
be  secondary  to  relief  of  anxiety  and  shout 
watched  for  in  the  early  stages  of  therapy.  Other 
quent  dose-related  side  effects  have  included  iso 
instances  of  minor  skin  rashes,  minor  menstru 
regularities,  nausea,  constipation,  increased  anc 
creased  libido.  Parenteral  — Following  parentera 


d' 


d 

Ml 


d>  t 


ministration  some  patients  may  become  drowsor 


unsteady.  The  injectable  form  has  occasionally 
duced  mild,  transitory  fluctuations  of  blood  pres 
□ PRECAUTIONS;  Oral  — In  elderly,  debilitatec  a- 
tients,  limit  dosage  to  smallest  effective  amou  to 
preclude  development  of  ataxia  or  oversedation 
more  than  10  mg  per  day  initially,  to  be  incre 
gradually  as  needed  and  tolerated).  Until  the  co  (ill 
maintenance  dosage  is  established,  patients  re  d 
ing  this  agent  should  be  advised  against  posi||< 
hazardous  procedures  requiring  complete  m 
alertness  or  physical  coordination.  Although 
agent  is  a valuable  aid  in  acute  and  chronic  ale  j 
ism,  caution  patients  about  possible  combined  ef 
with  alcohol.  Caution  should  be  exercised  in  affrv  i 
istering  it  to  addiction-prone  individuals.  Carefuliln- 


sideration  should  be  given  to  the  pharmacology  cjiy  * 
agents  to  be  employed  with  Librium  (chlordiazepcjpe  OK 


HCl)  — particularly  the  MAO  inhibitors  and  phenqia- 1 


zines.  Observe  usual  precautions  in  impaired  fjai 


or  hepatic  function.  Periodic  blood  counts  and  ef  * 


function  tests  may  be  advisable  in  protracted  t ♦ 

, li- 


hg  * 

h-  * 
6' 


ment.  Parenteral  — Parenteral  administration  is 
cated  primarily  in  acute  states,  and  patients  rece 
this  form  of  therapy  should  be  kept  under  obs 
tion,  preferably  in  bed,  for  a period  of  up  to  ' 
hours.  Ambulatory  patients  should  not  be  perm  50  r 
to  operate  a vehicle  following  injection.  The  i al  f 
precautions  of  reduced  dosage  should  be  obs^^  i 
when  treating  patients  with  impaired  renal  or  he  ^ 
function.  The  injectable  form  should  not  be  giv 
patients  in  shock  or  comatose  states.  Reduced 
age  (usually  25  to  50  mg)  should  be  used  for  el 
or  debilitated  patients,  and  for  children. 


Anxiety  and  tension  relieved 
Alertness  maintained 


Librium' 

(chlordiazepoxide  H< 

the  successor 
to  the  tranquilizers 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKE-OAVIS 


: most  effective  form  of  emotional  approach  remains  the  demonstra- 
);to  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
ed with  anticonvulsant  medication.”' 

esent,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
in  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
ijrand  mal  and  psychomotor  seizures.^' It  possesses  a wide  margin 
ifety,  and  incidence  of  side  effects  is  minimal.'*  With  this  agent, 
-■iedation  is  not  a problem.*  Moreover,  its  use  is  often  accompanied 
'inprovement  in  the  patient's  memory,  intellectual  performance,  and 
lional  stability." 

I ations;  Grand  mal  epilepsy  and  certain  other  convulsive  states, 
sutions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
nrthropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
iation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
usually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
ge,  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
sionally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 

DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  lOQ  and  1,000. 

REFERENCES:  (1)  Hammiil,  J.  F.:  J.  Chron.  Pis.  8:448,  1958.  (2)  Roseman,  E.: 
Neurology  11:912,  1961.  (3)  Bray,  P.  F.;  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.; 
Oruckman,  R.,  & Kellaway,  P.:  Convulsive  Disorders  of  Children,  Philadelphia, 
W.  B.  Saunders  Company.  1958,  p.  120.  (5)  Crawley,  J.  W..-  M,  Clin.  North  America 
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K Supportive  therapy 
m tor  the  aged  and  debilitated 

W Physiotonic  benefits 
f with  new  oral  anabolic 

^ WINSTROL 

brand  of 

STANOZOLOL 


Notable  increase  in  vigor,  strength  and  sense  of  weli-being 


N ROL  (stanozolol-Winthrop),  a heterocyclic  steroid,  combines 
tf  anabolic  effects  with  outstanding  tolerance,  stimulates  appe- 
s d promotes  weight  gain . . . restores  a positive  metabolic  balance, 
interacts  the  catabolic  effects  of  concomitant  corticosteroid  or 
^ therapy.  WINSTROL  (stanozolol-Winthrop)  rebuilds  body  tissue 
li' it  builds  strength,  confidence  and  a sense  of  well  being  in  con- 
i's associated  with  excess  protein  breakdown,  insufficient  protein 
a and  inadequate  nitrogen  and  mineral  retention, 
k effects  and  Precautions:  Prolonged  administration  can  produce 
l<  lirsutism,  acne  or  voice  change.  In  an  occasional  patient,  edema 
seen  observed  and  in  young  women  the  menstrual  periods  have 
e milder  and  shorter.  These  side  effects  are  reversible,  and  pa- 
n receiving  prolonged  treatment  should  be  examined  and  ques- 


tioned periodically  so  that,  should  side  effects  appear,  the  dosag 
may  be  reduced  or  administration  of  the  drug  discontinued  for  a timi 
In  patients  with  impaired  cardiac  and  renal  function,  there  is  the  po 
sibility  of  sodium  and  water  retention.  Liver  function  tests  may  reve. 
an  increase  in  bromsulphalein  retention,  particularly  in  elderly  p. 
tients.  In  such  cases,  therapy  should  be  discontinued.  Although  it  he 
been  used  in  patients  with  cancer  of  the  prostate,  its  mild  androgen 
activity  is  considered  by  some  investigators  to  be  a contraindicatiot 
Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or  with  meals;  youn 
women,  I tablet  b.i.d.;  children  (school  age):  up  to  I tablet  t.i.d.;  chi 
dren  (pre-school  age);  V2  tablet  b.i.d.  Available  as  scored  tablets  ( 
2 mg.  in  bottles  of  100.  For  best  results,  administer  with  a high  protei 

diet.  WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  ' 


Kirked  improvement  in  appetite  / Measurable  weight  gain 


IWnfhrop 
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‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1 Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
• of  clinical  conditions. 

Q Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Q Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Milt  own 


CM>9239 




WALLACE  LABORATORIES /Cra/jfeMrj,  N.J. 
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Current  Comment 

Recruitment  for  Medicine — 

Plans  are  being  completed  by  the  Penn- 
sylvania Medical  Society  for  a most  ambi- 
tious medical  student  recruitment  program. 
The  program  has  been  proposed  by  the  so- 
ciety’s commission  on  public  relations  and 
has  received  the  approval  of  the  board  of 
trustees.  Its  aim  is  to  increase  both  the 
number  and  quality  of  students  using  medi- 
cine as  a career. 

For  an  initial  phase  of  the  plan,  an  at- 
tempt will  be  made  to  have  physicians  talk 
to  the  student  bodies  of  eveiy  High  School 
in  the  State.  Still  to  be  decided  is  the 
feasibility  of  having  physicians  speak  at 
Junior  High  Schools  as  well.  They  will  at- 
tempt to  frankly  tell  of  the  satisfactions 
and  disadvantages  of  a medical  practice. 

Students  interested  in  medicine  will  be 
asked  to  fill  out  cards  which  will  be  mailed 
to  the  state  society  office.  If  possible,  the 
family  doctor  of  eveiy  interested  student 
will  talk  with  the  student  and,  if  there  is 


sufficient  interest  in  a community,  a “fu- 
ture doctor’s  club’’  will  be  formed. 

From  the  cards  filed  with  the  society  of- 
fice, an  attempt  will  be  made  to  maintain 
contact  with  these  students  until  they  seek 
admission  to  medical  school  or  choose  an- 
other career.  The  contact  of  the  State  so- 
ciety with  interested  students  will  include 
advice  regarding  the  availability  of  schol- 
arship and  loan  funds.  — The  Pennsylvania 
Medical  Journal. 

Prestige  Is  Not  Needed — 

The  “Philosophical  Branch  of  Medical 
Literature,”  has  contained  frequent  reports 
lamenting  the  loss  of  prestige  by  the  medical 
profession.  This  concern  has  been  repea- 
ed  so  frequently  and  without  challenge, 
that  perhaps  there  is  conditioned  acceptance 
that  the  medical  profession  is  lacking  pres- 
tige and  that  this  lack  is  a serious  prob- 
lem. 

The  conditioned  acceptance  of  this  con- 
cern for  prestige  is  challenged  in  a comment 
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in  OMAHA.  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 


In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 


AN  AFFILIATED  NATIONAL  HOTEL 


under  the  heading  of  “narration”  and  print- 
ed with  small  type  between  advertisements 
and  the  references  and  reviews  section  of 
the  Journal  of  the  American  Medical  Asso- 
tion.  The  challenge  first  proposes  that  it 
is  unlikely  that  the  medical  profession  ever 
had  any  more  prestige  than  it  has  at  the 
present.  The  second  part  of  the  challenge 
states  that  if  prestige  has  been  lost,  such 
loss  in  all  probability  makes  but  little  dif- 
ference in  the  daily  practice  of  medicine. 

Professional  opinion  seekers  are  usually 
credited  with  providing  a scientific  basis 
for  our  fear  of  diminishing  prestige.  These 
individuals  usually  interpret  their  results 
to  indicate  that  the  public  distrusts  the 
medical  profession  as  a group  that  has 
great  devotion  for  the  individual  physician. 
Is  this  not  a likely  reaction  for  any  group, 
such  as  lawyers  or  newspaper  editors,  or 
plumbers.  If  the  individual  chosen  by  the 
prospective  patient  as  his  physician,  did 
not  continue  to  merit  his  respect,  he  would 
seek  some  other  physician.  It  is  probable 
that  this  same  reaction  on  the  part  of  the 


consumer  could  be  applied  to  other  groups 
and  other  individuals  who  provide  services. 

The  physician  should  be  encouraged  to 
learn  that  the  individual  physician  is  still 
trusted  by  his  patient.  Students  of  litera- 
ture can  find  in  many  languages  and  dur- 
ing various  centuries  numerous  references 
to  very  critical  remarks  directed  against 
physicians  as  a group,  and  equally  numer- 
ous remarks  regarding  the  virtues  of  indi- 
vidual physicians. 

The  declarations  of  our  philosophical  au- 
thors in  medicine  has  lost  prestige  may 
be  interpreted  as  a reflection  of  self-pity. 
It  has  not  been  proved  that  doctors  have 
some  inalienable  right  to  prestige.  Prestige 
is  rather  something  that  must  be  earned  by 
the  individual  member  of  the  profession. 
The  physician  should  be  proud  that  it  can 
perform  its  function  in  society  without  the 
need  of  prestige.  Although  prestige  may 
flatter  our  ego,  it  is  not  of  particular  value. 

The  physician  has  a unique  opportunity 
(Continued  on  page  17-A) 
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Skin  Deep 


Allergic  and  inflammatory  dermatoses, 
ncluding  psoriasis,  have  in  many  patients 
l',hown  dramatic  response  to  ARISTOCORT 
Triamcinolone  systemic  therapy.  But  it  also 
|)rovides  gratifying  symptomatic  control 
ivith  only  minimal  interference  with 
Other  metabolic  functions.  In  this  respect, 
ARISTOCORT  Triamcinolone,  when  com- 

f 

jpared  with  other  corticosteroids,  old  and  new, 
lis  distinguished.  Typical  steroid  problems  of 
sodium  retention  and  edema,  undesirable 
isuphoria,  or  voracious  appetite  and  excessive 
weight  gain  rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
of  glucocorticoids  is  desired.  SIDE  effects  of 
glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo. 


fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  in- 
creased intracranial  pressure.  Other  gluco- 
corticoid effects  thought  more  likely  to  occur 
with  triamcinolone:  reversible  weakness  of 

i 

muscles  and  flushing  of  face. 

PRECAUTIONS:  ARISTOCORT  Triamcino- 

i 

lone  should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute 
glomerular  nephritis  or  myasthenia  gravis.  | 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone.  ' 
Syrup  — 2 mg.  of  triamcinolone  diacetate 
per  5 cc.  (5  mg.  of  triamcinolone  diacetate 
is  equivalent  to  4 mg.  of  triamcinolone). 


Aristocort 

Triamcinolone 


Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

I64-R3  (OC31-S) 


The  new  or  early  The  middle-aged  The  geriatric 

hypertensive  patient  hypertensive  woman  hypertensive  patient 


Effective  blood  pressure  regulation  for  the  many  faces  of  hypertension^*^ 


Important  note: 

For  best  results  with 
CAPLA  (mebutamate) 

To  demonstrate  its  blood- 
pressure-lowering  effect, 
‘Capla’  (mebutamate)  must 
have  been  taken  on  sched- 
ule on  the  day  of  the  pa- 
tient’s checkup.  The  maxi- 
mum hypotensive  response 
occurs  within  2-4  hours. 
Because  ‘Capla’  (mebuta- 
mate) is  promptly  excreted, 
q.i.d.  dosage  should  be 
maintained  for  consistent 
results. 


Product  Information:  ’Capla’ 
(mebutamate)  is  indicated  for 
control  of  hypertension,  either 
alone  in  mild  cases,  or  in  con- 
junction with  diuretics  or  periph- 
erally acting  hypotensive  agents 
in  more  severe  cases.  Its  mild 
tranquilizing  properties  are  often 
found  an  additional  benefit  to  its 
antihypertensive  action. 
Drowsiness  and  occasional  light- 
headedness, usually  transient, 
are  often  signs  of  dosage  higher 
than  necessary  for  therapeutic 
effect.  There  are  no  known  con- 
traindications to  mebutamate. 
Usual  Dosage:  One  300  mg.  tab- 
let 3 or  4 times  daily,  before 
meals  and  at  bedtime.  Dosage 


should  be  adjusted  to  individ- 
ual requirements;  for  example, 
older  patients  may  require  lower 
dosage. 

Composition:  Each  tablet  con- 
tains mebutamate,  300  mg. 
Supplied:  Bottles  of  100  white, 
scored  tablets.  Literature  and 
samples  to  physicians  on  request. 


References:  1.  Corcoran,  A.  C.,  and 
Loyke,  H.  F.:  J.A.M.A.  J8f:1043,  Sept. 
22,  1962.  2.  Costello,  A.  C.:  M.  Times 
97:53,  Jan.  1963.  3.  Holloman,  J.  L.  S., 
Jr.:  J.  Nat.  M.  A.  54:94,  Jan.  1962. 

4.  Kheim,  T.,  and  Kountz,  W.  B.:  New 
York  J.  Med.  62:1596,  May  15,  1962. 

5.  Leslie,  C.  H.:  J.  Am.  Geriatrics  Soc. 

70:85,  Jan.  1962.  g/ea  eawLSCK.ia 


Wallace  Laboratories 
Cranbury,  N.  J. 
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For  comprehensive  control  of  the  whole  pain  complex* •• 

helps  the  whole  patient 

Like  a triad,  the  action  of  Trancogesic  is  direct  and  simple  as  1,2,3.  Its  tranquilaxant  component  — chlor- 
mezanone  — 1.  reduces  emotional  reaction  to  pain  ...  2.  decreases  skeletal  muscle  spasm  . . . and  3.  its 
aspirin  component  dims  the  patient’s  perception  of  pain.  Thus,  Trancogesic  controls  the  whole  pain 
complex,  helps  the  whole  patient  — with  unsurpassed  tolerance. 

Each  tablet  of  Trancogesic  contains  100  mg.  of  chlormezanone  and  300  mg.  (5  grains)  of  aspirin.  The 
usual  adult  dosage  is  2 tablets  of  Trancogesic  three  or  four  times  daily;  the  dosage  suggested  for  children 
from  5 to  12  years  is  1 tablet  three  or  four  times  daily.  Reactions  to  Trancogesic  have  been  minor  — gastric 
distress,  and  an  occasional  weakness,  sedation  or  dizziness.  Ordinarily,  these  may  be  reversed  by  a reduc- 
tion in  dosage  or  temporary  withdrawal  of  the  drug.  Trancogesic  is  contraindicated  in  persons  known  or 
suspected  to  have  an  idiosyncrasy  to  acetylsalicylic  acid.  Winthrop  Laboratories,  New  York  18,  N.  Y. 


TRANCOGESIC 

CHLORMEZANONE  with  ASPIRIN 

*TRAOEMARK  100  MG.  300  MG. 


•1778H 


! 
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the  bronchodilator 
with  the  intermediate  dose  of  KI 


combination  of  the  four  most  widely  used  drugs  for  treatment  of 
asthma.  Each  tablet  contains  Aminophylline  130  mg.,  Ephedrine 
HCl  16  mg.,  Phenobarbital  22  mg.  (Warning:  May  be  habit  forming). 
Potassium  Iodide  195  mg. — compounded  for  prompt  absorption  and 
balanced  action,  and  buffered  for  tolerance. 

Dosage  in  asthma,  emphysema,  bronchiectasis,  chronic  bronchitis: 
One  tablet  with  a full  glass  of  water,  3 or  4 times  a day. 

Precautions:  The  usual  precautions  for  aminophylline-ephedrine- 

phenobarbital  mixtures.  Iodides  may  cause  nausea,  and  very  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of  iodism  develop. 
Contraindications  of  Iodides:  Tuberculosis,  pregnancy  (to  protect 

the  fetus  against  possible  depression  of  thyroid  activity) . 


iTui;clliaae.GG 

The  Mudrane  GG  formula  is  identical  to  Mudrane  except 
that  Glyceryl  Guaiacolate,  100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic-expectorant. 

Glyceryl  Guaiacolate  has  no  known  side  effects. 


Caution:  Federal  law  prohibits  dispensing 
these  products  without  prescription 

COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES  SENT  UPON  REQUEST 

Dispensed  in  bottles  oj  100  and  1000  tablets 
WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VA. 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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NOW  ALSO  IN  FUVORB)  FORM! 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative -lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  livingskin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


'NEOSPORIII’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Prestige  Is  Not  Needed — 

(Continued  from  page  9-A) 
to  seek  inward  satisfaction,  or  to  keep  his 
ego  in  good  repair,  by  his  service  to  man- 
kind. He  is  a professional  person  with  a 
single  duty  which  is  to  his  patient.  There- 
fore let  us  not  concern  ourselves  with 
prestige. 


Active  Tuberculosis — 

The  incidence  of  new  active  cases  of  tu- 
berculosis in  the  United  States  in  1962  was 
greater  than  that  observed  in  the  preceding 
year.  A Public-Health-Service  announce- 
ment notes  that  nearly  55,000  new  cases  of 
this  communicable  disease  were  reported  in 
1962.  This  represents  an  increase  from 
53,726  cases  reported  in  1961.  This  num- 
ber of  new  cases  is  a forceful  reminder  of 
the  continuing  importance  of  tuberculosis 
control. 

Additional  new  active  cases  may  be  dis- 
covered by  examining  contacts  of  known 
new  active  cases.  The  new  figure  may  re- 
flect improvement  in  tuberculosis  control 
activities.  Also,  more  states  are  encourag- 
ing the  reporting  of  cases  of  active  primary 
tuberculosis.  This  form  of  the  disease,  while 
usually  not  communicable  and  occurring 
most  often  in  children,  is  important  to  the 
prospect  of  the  eventual  irradicating  of  tu- 
berculosis. 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 


‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage;  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltratef 

meprobamate  200  mg.+ 
pentaerythritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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For  the  Patient  Over  50 
with  Digestive  Distress 


Each  tablet  contains  methscopolamine  nitrate,  2 mg.;  and  pentobarbital  (Warning; 
May  be  habit-forming),  8 mg.;  plus  KANULASE®  (cellulase  standardized  to  9 mg., 
combined  with  pepsin,  N.F.,  150  mg.;  glutamic  acid  hydrochloride,  200  mg.;  pan- 
creatin,  N.F.,  500  mg.;  ox  bile  extract,  100  mg.). 


TESTED-PROVED 


In  a second  study, 
Kanumodic  produced  “highly 
gratifying  symptomatic  relief”  in  46  of 
the  60  patients  participating. 

T ested  in  patients  over  50*.  . . The  ef- 
fectiveness of  Kanumodic  was  matched 
against  placebo  response  in  a study 
involving  twenty-five  “over  50  patients” 
suffering  from  functional  bowel  distress. 
All  patients  complained  of  one  or  more 


symptoms.  A follow-up  study  of  60  addi- 
tional cases  (average  age,  55.3  years) 
was  also  conducted. 

Proved  in  patients  over  50*  . . . The 

response  noted  in  the  pilot  study  is 
charted  above. 

*McHardy,  G.,  and  Balart,  L.:  Curr.  Ther. 
Res.  4:153,  1962. 

Dosage:  1 or2tablets,  swallowed  whole 
with  each  meal. 


Cautions:  Federal  law  prohibits  dispensing  without  prescription.  Side  effects  such 
as  dryness  of  mouth,  blurring  of  vision,  and  urinary  retention  may  occur  occasionally 
with  large  doses.  This  product  is  contraindicated  in  the  presence  of  glaucoma  or 
prostatic  hypertrophy.  Glutamic  acid  hydrochloride  is  usually  not  given  to  patients 
with  peptic  ulcer. 


DORSEY  LABORATORIES  • Lincoln,  Nebraska 
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...add  GCVrsI  capsules 

Vltamin-Mlneral-Nutritional  Supplement  Lederle  * 


fesent-day  dieting  habits  can  produce  diets  insuffi- 
cmt  to  maintain  nutritional  well-being.  The  GEVRAL 
t mula  encompasses  vitamins,  minerals  and  hemo- 
I ietic  factors,  and  is  sufficiently  comprehensive  to 
(mpensate  for  usual  dietary  inadequacies, 
ty-filled  capsules,  convenient  once-a-day  dosage, 
‘ peal  to  all  patients. 


Each  capsule  contains;  Vitamin  A Acetate,  5,000  U.S.P.  Units;  Vitamin  D,  500 
U.S.P.  Units;  Vitamin  B,,  5 mg..  Vitamin  B,,  5 mg.;  Vitamin  B*,  0.5  mg.; 
Vitamin  B,2  Crystalline,  1 mcgm.;  Vitamin  C,  50  mg.;  Vitamin  E,  10  Int.  Units; 
Niacinamide,  15  mg.;  Calcium  Pantothenate,  5 mg.;  Calcium,  145  mg.;  Phos- 
phorus, 110  mg..  Elemental  Iron,  10  mg.;  Magnesium,  1 mg.;  Potassium,  5 
mg.;  Iodine,  0.1  mg.;  Copper,  1 mg.;  Manganese,  1 mg.;  Zinc,  0.5  mg.;  Choline 
Bitartrate,  50  mg.;  Inositol,  50  mg.;  1-Lysine  Monohydrochloride,  25  mg. 


This  symbol  on  the  package  is  your  assurance  of  the  highest  quality  standards. 

LDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


STARTING  TOMORROW  MORNING 


• • 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 


Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  gr.  of  amo» 
barbital,  derivative  of  barbituric  acid  (Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  "Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'DexamyT  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  50  capsules. 


Smith  Kline  6"  French  Laboratories 


Prescribing  information  fan.  196S 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline  — in  the  pH  10  or  higher 
range  — and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
alkali-free  Bahg  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
ivith  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


Neiv  Neutral 
BABY, 


alkali-free  baby  bar 

LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

EsfabiJsbed  1927 


Current  Comment 

Health  Care  Spending — 

New  data  on  what  percentage  of  take- 
home-pay  families  in  seven  large  metro- 
politan areas  spend  on  health  care  has  re- 
cently been  released  by  the  U.  S.  Bureau 
of  Labor  Statistics,  and  published  in  the 
Joui'Tial  of  the  Michigan  State  Medical  So- 
ciety. The  average  big  city  family  spends 
from  $300  to  $400  per  year  for  health  care. 

The  lowest  cost  per  year  per  family  was 
noted  in  Atlanta  where  the  figure  was  $308 
or  5.7  per  cent  of  the  average  per  family  in- 
come after  taxes.  The  highest  expenditure 
was  $431  for  the  average  family  in  New 
York  which  was  also  the  highest  percentage 
of  income  or  6.4  per  cent  of  an  average  in- 
come of  nearly  $7000.  The  average  family 
in  Boston  was  reported  to  have  the  lowest 
percentage  of  annual-income  expenditure 
for  health  care  with  a percentage  of  4.7 
but  an  average  dollar  expenditure  of  $321. 

The  total  expenditure  for  health  care  for 
all  Americans  was  estimated  as  $21.1  bil- 


lion which  was  about  the  same  amount  as 
spent  for  recreation.  This  estimated  figure 
is  twice  the  estimated  expenditures  for  al- 
coholic beverages  and  three  times  the  ex- 
penditure for  tobacco  products. 

In  another  study  it  is  estimated  that  27.6 
cents  of  the  consumers  health  dollar  is  re- 
ceived by  physicians.  A similar  percentage 
of  health  expenditures  is  received  by  the 
hospitals,  19  cents  of  the  dollar  is  expended 
for  drugs,  9.8  cents  for  dental  care,  6 cents 
for  eye  glasses  and  appliances  and  4 cents 
for  nursing  and  other  professional  care. 
The  net  cost  of  health  insurance  was  esti- 
mated as  4.6  cents. 

These  present  figures  are  in  contrast  with 
the  physicians  share  of  the  medical  dollar 
in  1941,  which  was  estimated  as  31  cents. 
A further  breakdown  indicates  that  the 
health  expenditures  include  $14.4  billion  in 
direct  out-of-pocket  expenditures  and  $6.7 
billion  paid  for  health  insurance.  The  total 
is  $1.3  billion  dollars  more  than  the  total 
spent  in  the  previous  year. 

(Continued  on  page  26- A) 
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throughout  the  wide, 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50,  'mg. 
dihydrohydroxycodeinone  HCI 
(Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone 
terephthaiate  (Warning:  May  be 
habit- forming).  0.38  mg. 
homatropine  terephthaiate,  224 
mg.  aspirin,  160  mg.  phenacetin, 
and  32  mg.  caffeine. 


in  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderateiy  severe  pain, 
Percodan  assures  speed,  duration, 
and  depth  of  anaigesia  by  the 
orai  route . . . acts  within  5 to  15 
minutes . . . usuaily  provides 
uninterrupted  reiief  for  6^  hours 
or  iOnger  with  Just  I tabiet . . . 
rareiy  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 
idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available:  PERCODAN®-DEMI, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxy- 
codeinone and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order 
required.  Literature  on  request.  endo  laboratories  Richmond  Hill  18,  New  York 

•U.  S.  Pats.  2,628,185  and  2,907,768 
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Lifts  depression.. 


. j ^ 


“I  feel  like  my  old  self  again!”  Thanks  to 
your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 
and  interest  have  replaced  her  emotional  fatigue. 


as  it  calms  anxiety 

I 

Brightens  mood... relaxes  tension 


energizers  may  stimulate  the  depressed 
)atient,  but  they  often  aggravate  anxiety  and 
nsomnia.  Tranquilizers  may  help  the  anxious 
)atient,  but  they  often  deepen  depression  and 
!motional  fatigue. 

Deprol’  avoids  these  “seesaw”  effects;  it  re- 
ieves  both  depression  and  anxiety.  Moreover, 
t does  not  cause  liver  damage,  psychotic  reac- 
:ions  or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


I Tranquilizers 
i reduce  anxiety 

t 

t.. 


‘Deprol’  both  lifts  depression  and  calms  anxietyi  ^ 


Usual  Dosage:  1 tablet  q.i.d. 
May  be  increased  gradually,  as 
needed,  to  3 tablets  q.i.d. ; with 
establishment  of  relief,  may  be 
reduced  gradually  to  mainte- 
nance levels. 


*Deprol*‘ 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES  / 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
N Tel.  No.:  Biuemound  8-2600  j 

'' ' ESTABLISHED  1884- BOOKLET  ON  REQUEST 

— Fully  Accredited 
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Health  Care  Spending — 

(Continued  from  page  22-A) 

The  total  expenditures  for  health  insur- 
ance premiums,  45.4  per  cent  was  paid  to 
Blue  Cross-Blue  Shield  plans,  38.1  per  cent 
to  insurance  companies  for  group  coverage, 
9.4  per  cent  to  insurance  companies  for  in- 
dividual policies,  and  7.1  per  cent  to  inde- 
pendent health  insurance  plans. 

Insurance  is  said  to  have  met  66  per  cent 
of  all  charges  for  hospital  care,  30  per  cent 
of  all  charges  for  physician  services  and  1.5 
per  cent  of  the  cost  of  all  other  items. 

To  Promote  Quality — 

Physicians  should  be  active  in  their  medi- 
cal societies  and  in  community  groups.  The 
latter  is  important  because  in  these  groups 
are  the  people  who  need  and  pay  for  medical 
care.  If  their  attitudes  toward  the  physi- 
cian, medical  care,  and  legislation  evidence 
lack  of  understanding,  it  is  because  of  fail- 
ure to  present  our  case,  according  to  the 
president’s  page  of  the  Wisconsin  Medical 
Journal. 


In  regard  to  legislation,  too  many  people 
and  too  many  legislators  may  be  preoccu- 
pied with  the  cost  of  medical  care  to  the 
extent  that  they  fail  to  understand  and  ap- 
preciate the  value  of  quality  in  medical  care. 
There  are  more  pressing  problems  than  the 
cost  of  medical  care.  More  basic  are  ques- 
tions regarding  the  distribution  of  physi- 
cians, the  need  for  more  applicants  to  medi- 
cal schools,  and  the  preservation  of  our  pres- 
ent physician  population. 

We  do  not  know  the  extent  to  which  grad- 
uates of  medical  schools  fail  to  utilize  their 
medical  education  for  the  benefit  of  society. 
It  is  known  that  some  do  not  use  their  edu- 
cation either  in  practice,  teaching,  or  re- 
search. Facts  with  regard  to  this  loss 
would  be  of  importance  to  the  profession 
and  a great  value  in  the  guidance  of  Ad- 
missions Committees  of  medical  schools.  A 
medical  education  is  too  long  and  expensive 
to  allow  for  any  avoidable  waste  of  the  op- 
portunities for  medical  education. 

It  also  should  be  understood  that  the  ef- 
( Continued  on  page  30- A) 
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disk 


the  patient  had 

pain  & 
spasm’' 


When  pain  is  prominently 
associated  with  skeletal  muscle 
spasm,  Robaxisal  effectively 
combats  both  pain  and  spasm.  If 
sedation  is  also  indicated, 
prescribe  Robaxisal-PH. 


Side  effects,  such  as  light- 
headedness, slight  drowsiness, 
dizziness,  and  nausea  may  occur 
rarely  in  patients  with  intolerance 
to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 


Contraindicated  for  patients  hyper- 
sensitive to  aspirin  or  other  components 
of  the  formulations.  There  are  no  specific 
contraindications  to  methocarbamol,  and 
untoward  reactions  are  not  to  be  expected. 


•Skeletal  muscle  spasm 
is  a two-headed  dragon 
of  ‘PAIN  & SPASM’ 


ROBAXISAE  CS 


Each  pink-and-white  laminated  Robaxisal  tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 


Each  green-and-white  laminated  Robaxisal-PH  tablet  contains: 

Robaxin  400  mg.  Phenacetin  IV/i  gr.) 97  mg.  Hyoscyamine  sulfate 0.016  mg. 

(methocarbamol,  Robins)  Aspirin  IV/i  gr.) 81  mg.  Phenobarbital  IVa  gr.) 8.1  mg. 

(Warning:  May  be  habit-forming) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20, Virginia 
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inflamed, 
infected, 
itching 
skin  lesions 


anti-inflammatory  / bactericidal  / antipruritic 
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OINTMENT 


brand 


f®  POLYMYXIN  B-BACITRACIN- 

NEOMYCIN  WITH  HYDROCORTISONE  1% 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B*  Sulfate  5,000 
Units;  Zinc  Bacitracin  400  Units;  Neomycin  Sul- 
fate 5 mg.;  Hydrocortisone  10  mg.  (IVo), 

• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against  most  gram- 
positive and  gram-negative  organisms,  includ- 
ing Pseudomonas  aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflammation  or 
infection  occurs  and  is  accessible  for  topical 
therapy,  as  in  burns,  wounds,  skin  grafts;  and 
plastic  proctologic,  gynecologic,  or  general  sur- 
gical procedures. 


Dermatologic  Indications:  Atopic,  contact,  stasis, 
infectious  eczematoid,  and  lichenoid  dermatitis; 
neurodermatitis,  eczema,  pyoderma:  anogenital 
pruritus;  primary  dermatoses  with  or  without  sec- 
ondary infection;  external  otitis; 

Caution:  As  with  other  antibiotic  products,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindications:  Local  application  is  contra- 
indicated in  tuberculous  conditions  of  the  skin, 
herpes  simplex,  vaccinia  and  varicella. 

Available:  In  tubes  of  Vz  oz.  with  applicator  tip 
and  Vs  oz.  with  ophthalmic  tip.  Although  the 
Vs  oz.  tube  is  intended  for  ophthalmic  use,  it  may 
be  used  topically. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 

*U.S.  PAT.  NOS.  2,56S«0&7  AND  2,695«2C1 
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' Few  factors  are  more  fundamental  to  tissue  and  bone  healing  than  nutrition.  Thera- 
peutic allowances  of  B and  C vitamins  are  important  for  rapid  replenishment  of 
vitamin  reserves  which  may  be  depleted  by  the  stress  of  fractures.  Metabolic  sup- 
port with  STRESSCAPS  is  a useful  adjunct  to  an  uneventful  recovery. 

Each  capsule  contains:  Vitamin  B]  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  Bj  (Riboflavin) ...  10  mg.  / Niacinamide... 

100  mg.  / Vitamin  C (Ascorbic  Acid) ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  ...  2 mg.  / Vitamin  B|  2 Crystalline  .. . 

4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


I 


m’i 


^ too,  IS 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


L. 


To  Promote  Quality — 

(Continued  from  page  26-A) 
forts  of  organized  medicine  in  regard  to 
socio-economic  legislation  and  legislation 
relating  to  the  practice  of  chiropractors  and 
optometrists  have  one  common  and  funda- 
mental purpose.  Our  concern  for  these  is- 
sues is  necessary  to  preserve  the  continuing 
quality  of  American  medicine.  The  public 
and  our  elected  officials  must  be  made  to 
realize  the  extreme  importance  of  quality  in 
American  medicine. 

Congenital  Deformities  Data — 

The  importance  of  birth  certificates  as  a 
source  of  information  about  congenital  de- 
formities has  been  emphasized  during  the 
recent  widespread  epidemic  of  upper  limb 
defects,  according  to  an  editorial  in  the 
Pennsylvania  Medical  Journal.  These  de- 
fects, occuring  in  greatest  number  in  Ger- 
many, have  been  attributed  to  the  use  of 
the  drug  thalidomide.  Certain  countries 
made  no  provision  on  their  birth-cei*tificate 
forms  for  the  reporting  of  malformations. 

(Continued  on  page  38- A) 


“I  don’t  know  whether  the  Senator’s  message 
was  stin’ing,  or  it  was  that  laxative  the  doctor 
gave  me.” 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’, 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5,  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

®®WALLACE  LABORATORIES/Cron6ur^,  N.J. 


CSO-9193 
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NGE  FLAVORED 


We  will  be  pleased  to  send 
professional  samples  on  request. 
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FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(l!4  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.Y. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DRUG  NAMES  AND  INFORMATION 

PMA-Newsletter  (March  14,  1963)  quotes 
directly  and  indirectly  from  a report  made 
by  the  National  Libraiy  of  Medicine  for  use 
by  Chairman  Humphrey’s  subcommittee  on 
reorganization  and  international  organiza- 
tions in  its  campaign  to  improve  exchange 
of  information  inside  and  outside  of  gov- 
ernment. 

In  the  opening  paragraph  of  this  report 
the  following  is  said:  “To  describe  the 

nature  and  magnitude  of  the  drug  literature 
is  a little  like  trying  to  describe  the  nature 
and  magnitude  of  the  fleas  on  a mongrel 
while  pursuing  him  down  a dark  alley.  The 
simile  is  not  entirely  appropriate,  however, 
because  there  is  a certain  uniformity  among 
fleas,  whereas  in  the  drug  literature  we  are 
dealing  with  a wide  variety  of  forms  and 
kinds  of  publications,  diverse  subject  mat- 
ter, a field  in  which  national  boundaries  are 
transcended,  and  one  that  is  constantly 
changing.” 

The  report  points  out,  further: 

— A given  drug  varies  in  name  as  well  as 
between  five  different  categories  — 
chemical  name,  code  number,  propri- 
etary name,  non-proprietary  name,  and 
official  title. 

— Information  is  found  in  journals,  mono- 
graphs, books,  patents,  brochures  and 
other  promotional  material,  abstracting 
and  indexing  publications,  punch  cards, 
tape,  et  cetera. 

— About  200,000  original  papers  are  pub- 
lished annually  in  pharmaceutical  liter- 
ature. 

— A single  drug,  chlorpromazine,  was  the 
subject  of  13,000  articles  in  11  years. 

— Around  the  world  there  are  at  least  726 
principal  pharmaceutical  journals. 

— Between  25  and  50  per  cent  of  the  146,- 
000  articles  covered  by  Index  Medicus 
in  1962  contained  information  on  drugs. 

— Many  more  equally  confusing  items. 


Personally,  this  writer  has  felt  for  a long 
time  that  attempts  to  keep  up  on  knowledge 
of  new  drugs  was  a hopeless  struggle.  To 
find  that  the  National  Medical  Library  has 
as  much  trouble  as  this  report  indicates,  is 
balm  to  the  mind  that  had  begun  to  fear 
for  its  integrity! 


“WHEN  TO  RETIRE”  — ANOTHER 
VIEW 

The  recent  editorial  in  this  journal  en- 
titled “When  To  Retire,”  concerns  several 
periods  in  the  life  span  of  an  editorial.  It 
has  now  usually  been  accepted  in  many 
fields  of  human  endeavor,  that  the  proper 
time  to  end  the  regular  occupation  of  life 
is  at  65  years  of  age.  The  author  has,  on 
several  occasions,  expressed  deductions  con- 
cerning the  absurdity  of  a chronologically 
definite  time  to  terminate  life’s  activities. 

Of  those  plans  offered,  the  concept  of 
“old  horses  turned  out  to  pasture”  in 
Elysian  Fields  is  a concept  which  seems  at- 
tractive to  a surprisingly  large  segment  of 
oldsters.  This  solves  their  problem,  and  is 
a happy  solution.  Society  loses  little  by 
this  group  so  happily  accepting  this  fate. 
In  this  age  of  technological  progress  with 
automation  replacing  the  participation  of 
men’s  work,  this  concept  also  fits  very  ad- 
mirably. 

The  remaining  years  of  life  after  65  years 
require  careful  scrutiny.  This,  for  many  in- 
dividuals, consists  of  two  types  of  activity 
for  the  “end”  years,  which  may  be  divided 
into  a period  of  maturity  and  a period  of 
senility.  Proper  individual  planning  of  this 
time,  which  may  be  a considerable  span  of 
years,  requires  much  clear  deliberation. 

In  this  period  of  maturity  many  have 
healthy  bodies  and  healthy,  creative  minds. 
They  are  at  the  pinnacle  of  their  careers. 
Many  professional  men  and  women  may 
continue  their  careers,  especially  if  they 
have  wisely  chosen  their  associates.  This 
may  be  a benefit  to  themselves  by  living  a 
fuller  and  more  creative  life  and  also  to 
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make  important  contributions  to  the  welfare 
of  society. 

But  in  industiy  this  is  not  possible.  Many 
individuals  find  suitable  channels  in  which 
to  continue  to  make  good  use  of  their  sea- 
soned ability  in  related  lines  of  endeavor, 
but,  in  general,  many  able  productive  minds 
are  “felled”  with  those  of  poor  and  mediocre 
ability. 

iNIuch  has  been  written  about  this  period 
of  maturity.  The  most  optimistic  expres- 
sion is  that  of  Browning: 

“Grow  old  along  with  me? 

The  best  in  life  is  yet  to  be. 

The  last  of  life  for  which 
the  first  was  made.” 

or  as  expressed  by  Shakespeare : 

“Ripe  for  exploits  and  mighty  enter- 
prises.” 

Longfellow : 

“For  age  is  opportunity  not  less 
than  youth  itself,  though  in  another 
dress.” 

The  statement  of  Dr.  Robert  Hutchins  is 
an  expression  to  be  kept  in  mind  by  this 
“mature  group.”  “Every  man’s  mind 
ought  to  be  kept  working  all  his  life  — to 
push  toward  horizons  of  his  intellectual 
power  all  the  time.” 

This  author’s  philosophy  is  similar:  “We 
know  that  we  are  not  going  to  live  for- 
ever, but  AS  LONG  AS  WE  ARE  LIVING 
WE  WILL  LIVE  AS  IF  WE  WERE  GO- 
ING TO  LIVE  FOREVER.”  This  concept 
of  an  active,  creative  period  of  maturity 
finds  further  support  in  the  Bible:  Ps 
XXXIX  -5  “Mine  age  is  nothing  before 
thee.” 

The  afore  described  type  of  “end”  years 
is  not  in  the  fate  of  all  persons.  A proper 
designation  for  these  less  attractive,  even 
pathetic  years,  may  be  called  the  period  of 
senility.  Unfortunately,  the  older  period 
of  life  called  “aging,”  usually  refers  only 
to  this  period  of  senility  with  all  the  de- 
crepitudes incident  to  this  period.  Even 
poets  have  taken  cognizance  of  this  phase. 
Keats  describes  “lived  long  man  or  oak 
wrinkled,  faded,  withered,  shuffling,  passed 


prime  of  life.”  This  appears  to  be  the  phase 
of  life  referred  to  by  Morris  Fishbein,  in 
reviewing  a publication  concerning  “end” 
years  of  the  illustrious  surgeon.  Dr.  Sauer- 
bruch.  However,  for  those  of  us  who  have 
practiced  the  healing  art  for  nearly  a half- 
century  Sauerbruch’s  fate  and  destiny  is 
rarelj’  observed.  Obviously  if  found,  it  pre- 
sents a significant  problem.  This  period  of 
senility  constitutes  a very  major  problem. 
In  many  instances  the  ravages  of  senility 
due  to  vascular  deterioration  begin  earlier. 
Regardless  of  the  age  of  onset  of  this  phase, 
the  incompetent,  decrepit,  deteriorated  indi- 
vidual presents  the  same  problem.  Recently 
occasional  reference  is  made  with  the  in- 
crimination of  physicians  for  the  perpetu- 
ation of  this  phase  of  life,  both  undesirable 
and  useless  to  the  individual  himself,  and  to 
society.  The  physicians  participation  in 
this  prolongation  is  more  fancied  than  real, 
although  it  must  be  admitted  that,  since  the 
advent  of  the  antibiotics,  pneumonia  is  no 
longer  “the  friend  of  the  aged,”  as  men- 
tioned by  Osier.  The  use  of  effective  anti- 
infectious  agents  does  present  a real  ethical 
problem.  Often  a sense  of  accomplishment 
is  felt  when  these  agents  are  inadvertently 
omitted  and  the  patient  is  released  from  this 
useless  and  distressful  existence.  The  blood 
pressure  lowering  properties  of  the  Rau- 
dixin  derivatives,  as  formerly  used  for  se- 
dation in  cases  of  agitation  due  to  cerebro- 
vascular deterioration,  resulted  in  complete 
occlusion,  with  exitus  lethalis.  This  was  a 
fine  example  of  inadvertent  euthanasia. 
Perhaps  the  “New  Frontier”  philosophy  may 
come  forth  with  an  ethical  formula.  The 
gap  does  not  seem  so  tremendous,  when  one 
realistically  views  the  power  of  a govern- 
ment to  send  young  men  to  war  to  kill  or  be 
killed. 

The  management  of  the  senile  is  variable. 
Obviously  there  comes  a time  to  quit  or, 
euphoniously  “retire.”  This  may  require 
some  “intestinal  fortitude,”  but  the  duty  is 
clear.  The  care  may  vary  from  the  simple 
expedient  “to  give  the  old  man  a boost”  to 
get  on  his  feet  or  to  provide  care  for  the  in- 
dividual whose  living  manifestations  are 
only  of  the  vegetative  state.  These  unfor- 
tunate individuals  are  often  inmates  of 
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so-called  “invalid  homes.”  A better  appella- 
tion would  be  a “living  morgue.” 

In  summary,  it  is  clear  that  the  proper 
provision  for  the  niche  of  the  senior  citi- 
zen requires  much  thought  and  considera- 
tion. To  “toss”  all  into  one  “hopper”  as 
I proposed  by  the  “new  frontier”  becomes 
more  assinine.  The  most  important  phase 
of  this  problem  is  to  provide  an  outlet  for 
many  mature,  active,  creative  minds.  Many, 
as  advocated  by  Plato,  would  serve  the  na- 
I tion  and  world  well  as  chief  executives,  e.g. 
! Adenauer,  Churchill,  DeGaulle,  as  well  as 
many  in  our  own  government,  such  as  Harry 
Byrd.  The  example  of  banks,  who  retire 
! their  presidents  to  chairmen  of  the  boards, 
is  a good  example  of  making  good  use  of 
the  mature  individuals  talent.  This  same 
method  might  be  used  by  the  professions, 

, artisans,  and  labor.  A very  valuable  as- 
I set  is  lost  by  forcing  these  individuals  to 
I join  the  “turned  out  horses.” 

— Friedrich  N.  Niehaus,  MD 


I “DOPING  OFF  IS  NOT  EXCLUSIVE 
i TO  DOPES”- 

I The  Biblical  Book  of  Judges  records  a de- 
I cisive  victory  contrived  by  a man  name 

I Gideon.  Selecting  300  from  an  army  of 

i 32,000,  Gideon  routed  a host.  The  common 

I denominator  of  the  300  was  vigilance. 

I 

This  ingredient  of  victory  rings  the  bell 
with  airmen  who  know  by  experience  why 
eagles  need  more  neck  bones  than  elephants. 

I In  fact  airmen  have  an  especially  inelegant 
j expression  for  lack  of  vigilance  — doping 
I off. 

j Doping  off  is  not  exclusive  to  dopes. 

Even  the  best  fall  a’foul.  Tales  thereof  are 
' manifold. 

My  friend,  Weir  Cook,  the  same  for  whom 
Indianapolis  named  its  airport,  was  a nota- 
ble Ace  of  WW  I,  yet  one  day  he  sat  down 
on  our  neighboring  field,  furious  at  him- 
self. 

Out  of  ammunition  following  a patrol,  he 

^Associate  Editor  BRB  obtained  permission  from  Mr.  Gill 
Robb  Wilson,  publisher  of  Flying  Magazine  (March,  1963), 
to  reprint  the  above  editorial. 


had  re-crossed  the  lines  in  worsening  visi- 
bility and,  uncertain  of  his  position,  had 
played  safe  by  cruising  deep  into  home  ter- 
ritory. Then,  short  of  gas,  he  had  glimpsed 
a presumably  friendly  formation  letting 
down  and  tucked  contentedly  in  behind. 
Suddenly,  however,  his  convoy  exploded  in 
every  direction.  They  were  Fokkers!  Des- 
perately he  rolled  away  and  they  lost  him 
in  the  murk  but  by  rights  he  was  a dead 
duck  — doped  off. 

Doped  off  pilots  have  been  shot  down  dur- 
ing take  off ; shot  down  in  landing ; shot 
down  from  the  midst  of  protecting  foi-ma- 
tions;  and  once  I saw  an  unwary  gunner 
shoot  his  own  tail  off. 

Aircraft  collide  in  CAVU  skies.  I’ve  seen 
a flight  leader  take  his  wingmen  into  a hill 
in  perfect  visibility ; seen  one  plane  sit  down 
square  a’top  another  on  an  8,000-foot  run- 
way; seen  an  old  pro  pour  on  the  cobs  with 
his  controls  locked.  During  years  in  the 
investigation  business,  I picked  up  more 
than  800  misadventures,  the  vast  majority 
victimized  by  doping  off.  And  but  for  the 
grace  of  God  there  lie  I. 

Yet,  although  lapse  of  vigilance  is  more 
immediately  lethal  in  the  airman’s  world, 
it  seems  no  less  ultimately  lethal  in  human 
destiny  itself. 

Over  many  years  one  has  cruised  above 
the  melancholy  remnants  of  the  once  famed 
empires,  the  storied  nations,  the  fabulous 
city  states  — not  alone  those  which  ruled 
by  the  sword  but  those  which  authored  arts 
and  sciences ; which  organized  knowledge 
and  embodied  the  verities  in  law;  which  ar- 
ticulated the  wondrous  names  of  God  — 
now  sunk  to  scar  tissue  of  destiny  from 
such  a majesty  as  is  presently  ours. 

Why  have  there  been  no  exceptions  to  this 
fatalism?  Have  not  the  cultures  and  creeds, 
the  ideologies  and  systems  of  government 
been  often  worthy  of  survival?  Did  they  not 
in  their  time  represent  new  frontiers  of  rea- 
son and  spirit? 

Aye,  they  did  — and  often  gloriously. 

Then  why  in  our  teeth  the  eternal  taunt 
that  “this  too  shall  pass  away?” 

(Continued  on  page  425) 
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Comments  From 
Your  President 


The  95th  Annual  Nebraska  State  Medical 
Association  meeting  was  very  successful, 
the  attendance  was  good,  the  professional 
exhibits  well  staffed  and  the  panels  and 
lectures  were  ably  presented. 

Your  newly  elected  officers  are:  Rich- 
ard Garlinghouse,  Lincoln,  President-elect; 
Robert  E.  Harry,  York,  Vice  President; 
Horace  IMunger,  Lincoln,  Secretary-Treas- 
urer. Congratulations  to  each  one  of  you. 

The  House  of  Delegates  session  was  held 
early  in  the  convention  with  the  result  that 
there  was  a better  attendance  and  the  busi- 
ness of  the  Association  completed  more  ef- 
ficiently. The  practice  will  likely  be  con- 
tinued. 

The  lecture  by  Dr.  Fister  was  worth  the 
entire  four  days  away  from  your  office. 
Dr.  Judd  presented  us  with  a witty  and 
fact-filled  address.  He  explained  that  a 
congressman  is  so  busy  with  constituent’s 
problems,  personal  appearances,  luncheons, 
and  receptions  that  he  must  be  very  astute 
to  carry  on  his  elected  job.  ]\Iany  congress- 
men are  not  so  endowed,  and  the  executive 
branch  has  consequently  usurped  some  of 
his  duties.  He  warned  us  to  elect  men  for 
their  abilities  as  lawmakers  not  handshak- 
ers. 

The  Medical  Self-Help  Program  is  being 
expanded  to  encompass  the  whole  state,  and 
we  may  be  asked  to  sponsor,  teach  or  moni- 
tor the  presentations  in  our  towns  or  coun- 
ty-wide. Your  cooperation  in  this  matter 
will  be  appreciated. 

AMPAC  proved  its  effectiveness  during 
the  last  election  contests.  The  program  is 
being  enlarged  to  include  every  congres- 


sional district.  The  solicitor  for  your  mem- 
bership and  for  your  contribution  of  time 
and  money  is  a busy  physician  like  yourself 
who  is  really  working  FOR  you.  When  his 
plea  for  assistance  comes:  Don’t  procras- 
tinate — ACTIVATE  AMPAC!  It  is  es- 
sential that  this  be  a voluntary  action  if 
we  are  to  prove  to  the  public  that  we  are 
able  to  continue  the  practice  of  good  medi- 
cine without  constant  hand-outs  and  direc- 
tives from  some  do-gooders  fifteen  hundred 
miles  away  from  the  patients  we  are  treat- 
ing. Each  one  of  you  in  your  daily  practice 
can  educate  your  patients  concerning  the 
danger  to  our  system  of  free  enterprise  if 
such  bills  as  the  King-Anderson  are  brought 
into  being.  It  is  anticipated  that  hearings 
on  this  bill,  HR  3920,  will  start  in  July  be- 
fore the  House  Ways  and  Means  Committee. 

]\Ir.  Merrill  Smith,  who  served  as  our  first 
full-time  Executive  Secretary,  died  on  May 
11.  He  spent  twenty-six  years  with  our  or- 
ganization, having  retired  only  two  years 
ago.  He  served  with  skill  and  devotion.  We 
offer  our  deepest  sympathy  to  his  family. 

RUDOLPH  SILVERS, 

President. 
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ARTICLES 


_a 

Preseason 


MEDICAL  EXAMINATION  In  COMPETITIVE  ATHLETICS: 


Detection  of  Disqualifying  Defects 

A Panel  Discussion 


OPENING  REMARKS 

I was  veiy  pleased  to  be  asked 
to  participate  with  you  today. 
It  is  sort  of  an  unique  role,  of 
course,  to  be  the  ringmaster  — one  has  to 
keep  the  ball  rolling  and  yet  keep  out  of 
everybody’s  way.  In  an  effort  to  organize 
some  thoughts  about  the  detection  of  dis- 
qualifying defects,  I was  surprised  to  find 
that  the  literature  and  information  available 
to  all  of  us  on  this  particular  subject  is  very 
scant.  It  is  particularly  fitting  that  we 
have  a panel  discussion  about  the  experience 
of  the  panelists  with  preseason  medical  ex- 
aminations. I was  interested  in  a state- 
ment that  Dr.  Hill  gave,  in  1927,  at  Cornell 
University  as  he  was  discussing  the  per- 
formances of  athletes  at  Cornell.  It  sounds 
veiy  contemporary,  really,  and  I thought  I 
might  read  it  to  you  as  a point  of  departure. 
He  said,  “the  machinery  of  the  body  is  all 
of  a chemical  ...  or  physical  kind.  With  this 
machine  an  intelligent  human  being  has  to 
work,  aided  by  the  moral  qualities  of  cour- 
age and  resolution.  Some  will  work  their 
machinery  better  than  others.  Some  will 
fail  by  lack  of  the  necessary  skill.  Some  will 
neglect  to  keep  their  machinery  in  order. 
Others  will  fail  by  lack  of  resolution.  The 
machine  itself,  however,  has  definite  physical 
and  chemical  characters  and  if  we  neglect 
these  we  obviously  cannot  appreciate  or  un- 
derstand the  whole.’’  This  statement  might 
in  part  be  a sort  of  keynote  of  the  problem 
that  we  are  facing.  I was  attracted  to  an- 
other idea  to  which  I think  we  as  physicians 
are  becoming  increasingly  sensitive  and  I 
am  sure  that  this  starts  out  at  the  high  school 
level  or  even  perhaps  the  grade  school  level. 
This  is  the  concept  of  a health  team  involv- 
ing not  only  the  physician  who,  in  many 
instances,  is  the  family  physician  just  play- 


PAUL  E.  HODGSON,  MD,  Moderator 
Panelists: 

PAUL  I.  MAXWELL,  MD 
L.  DWIGHT  CHERRY,  MD 
PAUL  L.  PETERSON,  MD 
WILLIAM  F.  NYE,  MD 
PAUL  GOETOWSKI,  MD 

PAUL  E.  HODGSON,  MD 
Professor  of  Surgery,  University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 


ing  an  active  role  in  the  life  of  the  young 
lads  with  whom  he  is  associated,  but  the 
trainer  and  coach  as  well. 

MEDICAL  ASPECTS  OF  THE 
EXAMINATION 

PAUL  I.  MAXWELL,  MD,  Internist 
Lincoln,  Nebraska 

We  have  been  asked  to  speak  for  a few 
minutes  on  the  medical  aspects  of  the  exam- 
ination of  the  prospective  athlete.  It  is  our 
feeling  that  in  the  medical  examination  there 
is  at  least  one  important  difference  in  what 
we  do  as  compared  to  the  examination  by 
other  specialists  in  various  fields  as,  for  ex- 
ample, in  orthopedics.  We  not  only  have 
to  look  at  and  feel  the  patient,  we  also  have 
to  listen  with  a stethoscope.  If  any  of  you 
have  ever  tried  to' listen  to  a heart  in  a 
crowded,  noisy,  locker  room,  you  know  what 
we  are  speaking  about.  Therefore,  we 
would  like  to  make  a plea  for  adequate  ex- 
amining facilities  in  order  to  carry  out  our 
particular  phase  of  the  examination.  As  a 
matter  of  fact,  it  is  our  feeling  that  the  so- 
called  production  line  examination  of  the 

♦Presented  at  the  First  Annual  Seminar  on  the  Medical 
Aspects  of  Competitive  Athletics,  Nebraska  Center  for  Continu- 
ing Education,  Lincoln,  August  17-18,  1962. 
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prospective  athlete  should  be  discontinued  in 
favor  of  examination  by  the  family  physician 
in  the  quiet  surroundings  of  his  own  office 
examining  room. 

While  we  recognize  that  there  are  many 
problems  confronting  us  in  examining  these 
boys,  there  are  perhaps  three  major  areas 
where  disqualifying  defects  may  be  found. 
The  first  of  these  is  in  the  field  of  metabolic 
diseases,  and  here  we  are  thinking  particu- 
larly about  diabetes  mellitus.  Second,  kid- 
ney disease,  and  last,  the  condition  referrable 
to  the  cardiovascular-respiratoiy  system. 
We  hope  you  will  appreciate  that  the  time 
allowed  your  speaker  precludes  any  detailed 
discussion  of  the  conditions  to  be  presented. 

Diabetes  as  such,  should  not  be  considered 
a disqualifying  defect,  particularly  if  the 
diabetic  is  adequately  controlled  either  with 
or  without  insulin.  We  think  the  brittle 
diabetic  definitely  should  be  disqualified. 
We  are  speaking  about  the  diabetic  who  may 
swing,  in  a matter  of  hours,  from  insulin  re- 
action to  acidosis.  He  certainly  is  not  a 
candidate  for  stressful  situations.  If  the 
diabetic  under  insulin  management  is  found 
to  be  adequately  controlled  and  is  allowed 
to  play,  the  risk  of  insulin  reaction  is  al- 
ways present,  and,  for  this  reason,  the 
coaches  and  trainers  should  be  apprised  of 
the  situation  and  more  particularly  should 
know  how  to  suspect  and  treat  an  insulin  re- 
action. The  diabetic  athlete  should,  of 
course,  be  instructed  to  anticipate  insulin  re- 
action with  increased  exercise  and  to  pre- 
vent such  reaction  by  taking  extra  glucose 
before  or  during  the  period  of  exertion. 

The  second  consideration  is  that  of  kidney 
disease.  This  may  be  suspected  or  detected 
by  routine  urinalysis  which  should  be  a part 
of  every  examination  of  athletes.  The  find- 
ing of  albumiuria  need  not  necessarily  be 
considered  serious,  for  we  know  that  in  the 
young,  asthenic  individual,  orthostatic  al- 
buminuria is  common.  This  may  be  consid- 
ered and  excluded  simply  by  examining  a 
specimen  of  urine  voided  on  first  arising  in 
the  morning;  this  should  contain  no  albu- 
min as  compared  to  the  presence  of  albumin 
in  the  urine  voided  after  he  is  up  and 
about.  The  finding  of  cellular  elements  in 


the  urine,  particularly  casts  and  red  blood 
cells  indicates  a possibly  serious  situation, 
and  the  examinee  should  be  placed  on  what 
we  would  call  a “doubtful  list”  until  his 
kidney  situation  is  better  clarified.  The  per- 
sistent presence  of  casts,  albumin  or  red 
blood  cells  in  the  urine,  regardless  of 
whether  or  not  tests  of  renal  function  are 
adequate,  is  indicative  of  renal  disease  and 
we  feel  that  this  finding  should  be  disquali- 
fying. Even  though,  in  this  instance,  tests 
of  kidney  function  may  be  normal,  the  added 
stress  of  athletic  competition  may  be  suffi- 
cient to  increase  the  work  load  of  the  kidney 
and  perhaps  decompensate  a previously  com- 
pensated kidney. 

Lastly,  we  are  going  to  speak  briefly  about 
the  problems  which  confront  us  in  regard  to 
the  cardiovascular-respiratory  system.  We 
would  like  to  exclude  respiratoiy  problems 
from  this  discussion  because  so  far  as  we 
can  recall,  these  have  never  been  a problem 
except  possibly  for  the  person  who  has  se- 
vere bronchial  asthma,  particularly  the  type 
that  is  intensified  by  exertion.  These  indi- 
viduals should  be  disqualified.  Possibly,  too, 
we  should  mention  something  about  the  pros- 
pective athlete  who  gives  a history  of  pneu- 
mothorax. If  he  has  been  adequately  exam- 
ined and  the  pneumothorax  proven  to  have 
been  spontaneous  and  not  due  to  pulmonary 
disease,  we  see  no  reason  for  disqualifica- 
tion. 

We  are  mostly  concerned,  fx'om  the  medi- 
cal standpoint,  about  abnormal  heart  sounds. 
We  think  the  following  criteria  should  be 
considered.  First  of  all,  if  the  individual 
has  a diastolic  murmur,  we  know  this  indi- 
cates organic  heart  disease,  and  he  should 
be  disqualified  immediately  from  competitive 
athletics.  If,  instead,  the  murmur  is  sys- 
tolic, he  should  be  placed  on  the  “doubtful 
list”  until  his  situation  has  been  better  clari- 
fied. Now  the  majority  of  systolic  mur- 
murs that  we  hear  in  our  examinations  at 
any  time,  particularly  those  of  apparently 
healthy  athletic-age  groups,  will  be  function- 
al systolic  murmurs.  A quick  consideration 
of  systolic  murmurs  that  might  indicate  to 
you  the  murmur  was  organic,  are  the  follow- 
ing two  observations  which  you  might  keep 
in  mind.  First,  if  the  systolic  murmur  is 
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well  localized  and  is  accompanied  by  a thrill, 
this  would  indicate  the  probability  of  organic 
disease.  Secondly,  if  the  murmur  occupies 
the  entirety  of  the  systolic  phase,  or  even 
the  last  half  of  the  systolic  phase,  these  in- 
dividuals should  be  considered  as  having  or- 
ganic heart  disease  and  should  be  disquali- 
fied. 

When  in  doubt,  additional  tests  have  to  be 
performed  consisting  of  electrocardiograms 
and  X-ray  examination  of  the  chest.  If  still 
in  doubt,  it  is  our  feeling  that  these  boys 
should  be  referred  to  a cardiac  consultant 
for  final  evaluation. 

The  next  to  the  last  thing  we  want  to 
speak  about  is  blood  pressure  abnormalities. 
These  are  very  difficult  to  appraise.  We 
all  know  the  psychic  influence  on  blood  pres- 
sure. We  think  that  if  there  was  one  instru- 
ment in  our  office  we  could  do  without  the 
easiest,  it  would  be  the  sphygmomanometer, 
for  it  does  not  tell  us  very  much.  Adequate 
appraisal  of  blood  pressure  requires  various 
tests,  but  from  a physical  standpoint,  the 
examination  of  the  ocular  fundus  to  deter- 
mine any  degree  of  narrowing  or  spasm  of 
the  retinal  vessels  may  be  very  helpful.  If, 
however,  we  have  a young  lad  who  is  plan- 
ning on  going  out  for  football  and  he  shows 
a persistant  elevation  of  blood  pressure 
after  repeated  testing  following  a rest  and 
in  an  ideal  environment,  then  again  he  goes 
on  the  “doubtful  list”  until  the  situation  can 
be  better  clarified.  For  example,  we  can  ex- 
clude the  possibility  of  coarctation  of  the 
aorta,  unilateral  renal  disease,  and  so  forth, 
and  if  the  individual  is  found  to  have  any 
one  of  these  conditions,  it  obviously  needs  to 
be  remedied.  If  he  has  true  essential  vas- 
cular hypertension,  he  is  not  a candidate 
for  stressful  athetic  relationships. 

The  last  thing  we  want  to  speak  about  has 
to  do  with  cardiac  irregularities.  Undoubt- 
edly, the  most  common  arythmia  will  likely 
be  due  to  premature  contractions.  These  ex- 
topic rhythms  may  be  of  some  importance 
in  the  older  age  group,  particularly  if  the 
premature  contractions  increase  with  exer- 
cise, are  shown  to  be  of  multifocal  origin 
or  co-exist  with  other  evidences  of  heart  dis- 
ease. However,  in  the  young  person  who 


otherwise  exhibits  every  evidence  of  good 
health,  we  would  consider  the  condition  be- 
nign and  not  disqualifying  him  for  stressful 
athletic  relationships. 

Finally,  we  would  like  to  say  that  we  all 
have  to  have  certain  standards  we  consider 
when  qualifying  or  disqualifying  anybody 
for  anything,  be  they  athletes  or  what  have 
you.  We  should  not  allow  ourselves  to  be 
coerced  into  accepting  an  athlete  who  does 
not  meet  these  standards  even  though  he  has 
some  special  skill  which  may  be  needed  by 
some  particular  athletic  department.  We 
think  we  should  be  intellectually  honest 
enough  that  if  we  have  a situation  where  we 
feel  there  might  be  some  disqualifying  de- 
fect present,  but  are  not  certain  about  it, 
we  will  ask  for  help  from  some  particular 
consultant.  The  boy  who  is  turned  down 
for  a thing  that  he  wants  very  much  to  do 
and  which  will  build  his  morale  and  ego  to  a 
high  degree,  can  suffer  psychological  trauma 
if  he  is  rejected,  especially  if  no  true  dis- 
qualifying defect  exists. 


SURGICAL  LESIONS 

L.  DWIGHT  CHERRY,  MD,  Surgeon 
Lincoln,  Nebraska 

Lack  of  specific  information  that  one 
can  find  upon  review  of  the  literature  re- 
garding basic  requirements  for  competition 
is  impressive.  I have  made  note  of  a few 
requirements  that  we  have  arrived  at 
through  experience,  both  in  helping  at  the 
University  and  at  one  of  our  local  high 
schools. 

I certainly  agree  with  Dr.  Maxwell’s  com- 
ment about  noise  and  confusion  and  make 
a plea  for  these  examinations  to  be  done  in 
the  private  physician’s  office.  I do  think 
that  in  our  University  program  the  produc- 
tion-line system  works  out  very  well  and 
I am  willing  to  cooperate  on  that  basis  in 
examining  at  the  University.  There  is  one 
disadvantage  of  this  production  line.  I 
worked  as  an  industrial  physician  for  one 
of  the  plants,  formerly  in  Lincoln,  and  I 
frequently  got  into  trouble  with  the  coaches 
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in  referring  to  examination  as  “pre-employ- 
ment physicals.”  Our  surgical  examination 
is  limited  to  the  abdomen,  the  skin  over-all, 
the  peripheral  vascular  status,  the  neck  and 
the  anal  area.  We  begin  at  the  neck  and  ex- 
amine for  any  masses,  particularly  thyroid. 
We  try  to  determine  whether  they  have  any 
metabolic  disease,  particularly  hyperthy- 
roidism. It  is  amazing  how  many  teen-agers 
are  found  to  have  hyperthyroidism. 

Dr.  IMaxwell  mentioned  pneumothorax. 
We  frequently  get  the  history  of  pneumo- 
thorax and  this  usually  has  been  evaluated 
before  we  see  them.  I agree  with  Dr.  Max- 
well that  if  other  pulmonary  disease  has  been 
ruled  out,  a history  of  pneumothorax  cer- 
tainly is  not  disqualifying. 

The  most  common  defects  that  we  see  are 
inguinal  hernias  with  incisional  hernias  a 
close  second.  These  boys  in  our  opinion  must 
be  very  carefully  and  individually  appraised. 
If  the  inguinal  hernia  protrudes  into  the 
scrotum,  so  that  the  abdominal  contents 
have  come  down  over  the  pubic  ramus,  the 
boy  must  not  be  permitted  to  play.  There  is 
no  truss  or  other  protective  device  made  that 
will  keep  such  a hernia  reduced  while  the 
boy  is  engaging  in  strenuous  competitive 
sports.  The  incisional  hernias  are  less  haz- 
ardous. A corset  can  be  worn  and  hold  the 
incisional  hernia  reduced  quite  well.  I still 
think  that  these  hernias  all  ought  to  be 
fixed  before  he  takes  part  in  competition 
if  at  all  possible.  Now  the  catch  to  this  is 
the  boys  come  in  today  and  they  have  to 
check  out  their  uniforms  tomorrow,  prac- 
tice starts  the  next  day.  “Sure,  I have 
known  I had  this  hernia  all  summer,  but  it 
would  interfere  with  my  swimming  if  I 
got  it  fixed  before”  is  the  answer  we  get 
when  we  ask  if  they  know  they  have  a hernia. 

The  next  most  common  defect  that  we 
find  is  undescended  testes.  We  consider  this 
essentially  the  same  the  military  does.  If 
this  undescended  testicle  lies  over  the  pubic 
ramis  where  it  is  apt  to  be  injured,  the  boy 
should  not  be  competing;  if  it  lies  high  in 
the  canal  or  even  within  the  abdomen,  of 
course,  there  is  no  reason  why  he  cannot 
compete. 


Other  abnormalities  of  the  scrotal  con- 
tents  are  common.  The  left  varicosity  is  so  il 
common  among  these  young  males  that  we  ' I 
do  not  even  consider  it  abnormal  and  we  I 
put  no  restrictions  on  these  boys.  The  find-  1 1 
ing  of  right  varicosity  makes  us  highly  sus-  il 
picious  of  kidney  disease  and  we  put  these  M 
boys  aside  for  further  appraisal  and  rule  out  i M 
any  right  kidney  disease  before  permitting  f| 
them  to  compete.  : 

Amazingly  enough,  we  see  quite  a number  < 
of  varicose  veins  in  these  young  athletes. 

If  there  is  no  history  of  deep  venous  disease 
and  no  finding  suggestive  of  deep  venous  dis- 
ease, we  pay  very  little  attention  to  this.  If 
the  varicosities  produce  any  symptoms,  we  i 
recommend  some  form  of  elastic  support  and 
some  form  of  padding  if  they  happen  to  be 
over  a bony  prominence  such  as  the  anterior 
tibia;  other  than  that  we  do  not  restrict 
them. 

Enlargement  of  the  spleen  or  of  the  liver 
in  itself  we  do  not  consider  a disqualifying 
indication  to  competition,  but  here  again  the 
athlete  is  referred  for  further  evaluation 
by  his  internist  or  family  physician.  One  of 
the  more  common  defects  that  we  find  is 
pilonidal  cyst.  It  is  amazing  how  many 
pilonidal  cysts  exist  in  these  young  men 
and  these,  of  course,  do  not  limit  their  activ- 
ties.  We  recommend  proper  care  in  the  fu- 
ture. It  is  surprising  how  many  abscesses 
in  pilonidal  cysts  we  get  during  the  football 
season. 

The  problem  of  what  to  do  with  the  boys 
who  have  one  of  their  paired  organs  missing, 
such  as  an  absent  kidney,  an  absent  eye,  an 
absent  testicle,  frequently  arises;  and  in 
visiting  with  various  men  in  the  field,  I don’t 
find  a great  deal  of  unanimity  of  opinion  as 
to  what  should  be  done.  I personally  do  not 
think  that  a boy  with  a surgically  absent 
kidney,  or  a surgically  absent  eye,  or  a sur- 
gically absent  testicle  should  be  engaging  in 
football.  I hope  that  Dr.  Nye  will  make  a 
few  more  remarks  about  the  one  eyed  boy. 

I don’t  care  if  it  is  a surgically  absent  eye 
or  a blind  eye.  I think  that  this  is  some- 
thing that  might  well  get  more  discussion  in 
the  question  and  answer  period. 
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THE  EARS,  NOSE,  and  THROAT 

PAUL  L.  PETERSON,  MD 
Otorhinolaryngologist 
Lincoln,  Nebraska 

I would  like  to  discuss  the  various  aspects 
of  the  ear,  nose  and  throat  examination  for 
preseason  medical  examination  of  athletes. 

In  examining  the  ears,  the  most  impor- 
tant consideration  of  all  is  the  hearing. 
Each  prospective  athlete  should  be  screened 
before  participation  in  any  sport.  If  there 
is  an  injury  to  the  ear  during  a game,  it  is 
vital  to  know  the  hearing  acuity  prior  to 
injury.  In  the  Lincoln  Schools  the  school 
children  are  given  an  audiometric  examina- 
tion in  fourth,  seventh,  and  tenth  grades. 
However,  where  audiometric  tests  are  not 
available,  the  whisper  or  voice  test,  admin- 
istered from  15  to  20  feet,  in  a quiet  room, 
may  be  used.  If  a marked  hearing  loss  is 
found,  this  person  should  be  checked  by  an 
otologist  before  he  is  allowed  to  participate 
in  any  sport.  Many  schools  that  do  not  have 
audiometers  take  advantage  of  the  audio- 
metric testing  service  of  the  University  of 
Nebraska  Speech  and  Hearing  Clinic. 

In  examining  the  external  ear,  look  for 
evidence  of  a hematoma  which,  if  infected, 
may  cause  a deformed  ear.  If  an  athlete 
has  a recurring  hematoma,  he  must  wear 
protective  head  gear  at  all  times.  If  ceru- 
men is  present  in  the  ear  canal,  syringe  or 
clean  out  the  ear.  This  makes  it  much 
easier  for  examination  of  the  drum  and 
canal  in  case  of  injury  to  the  ear.  If  there 
is  any  question  of  a perforation  of  the  drum, 
or  if  there  is  a fungus  infection  of  the  ear 
canal,  syringe  out  the  ear  with  70  per  cent 
alcohol.  Although  alcohol  stings,  it  dries 
quickly  and  does  not  tend  to  macerate  the 
skin  lining  of  the  external  canal  and  the  mu- 
cosa of  the  middle  ear  as  does  water.  Also 
mild  suction  can  be  used  to  clean  out  the 
canal  if  a perforation  is  suspected.  Perfor- 
ations are  not  too  prevalent  and  they  are  not 
disqualifying.  However,  I feel  that  a per- 
son with  a perforated  ear  drum  should  not 
get  water  in  the  ear.  An  athlete,  even  when 
showering  should  use  ear  plugs  or  vaseline 
soaked  cotton  in  the  ear  canal. 

An  examination  of  the  nose  must  be  both 


internal  and  external.  The  external  con- 
tour of  the  nose  should  be  noted,  as  much 
time  has  been  lost  trying  to  correct  pre- 
existing deformities.  The  septum  that  is  ob- 
structing the  nasal  cavity  is  not  disqualify- 
ing. However,  the  septum  with  an  anterior 
deflection  or  spur  usually  becomes  crusted 
and  results  in  a potential  nose-bleeder.  If 
the  septum  is  dry,  have  the  athlete  use  Boro- 
fax  or  vaseline  in  the  nose  regularly,  to  help 
prevent  bleeding.  A nosebleed  not  asso- 
ciated with  trauma  can  be  controlled  most  of 
the  time  by  the  use  of  a cotton  plug  satur- 
ated with  adrenalin  or  vaseline  and  inserted 
well  into  the  nasal  cavity  and  application  of 
external  pressure  applied  to  the  side  of  the 
nose  that  is  bleeding.  If  a boy  in  the  14  to 
15  years  age-group  has  a history  of  repeated 
severe  posterior  and  anterior  nasal  bleeding, 
an  examination  of  the  nasopharynx  should 
be  made  to  rule  out  nasofibroma.  The  naso- 
fibroma  appears  as  a red  rounded  mass  that 
almost  completely  obstructs  the  nasophar- 
ynx. This  condition  is  definitely  disqualify- 
ing. 

Both  allergic  and  choanal  polyps  obstruct 
the  nasal  cavity  in  varying  degrees.  Al- 
though this  condition  is  not  disqualifying, 
the  polyps  can  be  removed  easily  if  they  are 
obstructing  the  nasal  breathing. 

Two  conditions  should  be  especially  noted 
with  regard  to  the  throat  examination. 
First,  the  size  and  color  of  the  tonsils 
should  be  noted  and  a history  obtained  as  to 
the  number  and  severity  of  sore  throats. 
Enlarged  tonsils  are  not  disqualifying.  How- 
ever, an  athlete  with  recurrent  tonsillitis 
should  consider  a tonsillectomy  before  the 
athletic  season  begins.  Second,  if  there  is 
any  hoarseness  or  laryngitis,  the  vocal  cords 
should  be  examined  with  a laryngeal  mirror. 
Any  redness  should  clear  up  in  a short  while. 
If  the  hoarseness  continues  after  two  or 
three  weeks,  the  athlete  should  be  put  on 
strict  voice  rest  and  possibly  be  kept  from 
practice  for  a short  time.  Any  growth  on 
the  vocal  cord  should  be  watched  closely  or 
removed  under  direct  visualization. 

In  conclusion  I would  like  to  stress  the 
importance  of  an  adequate  ear,  nose  and 
throat  examination  for  prospective  athletes. 


July,  1963 


371 


A good  preliminary  examination  will  save 
the  athlete,  the  coach,  and  the  medical  doc- 
tor much  time  and  concern  during  the  ath- 
letic season. 


THE  EYES 

WILLIAM  F.  NYE,  MD 
Ophthalmologist 
Lincoln,  Nebraska 

Strictly  from  an  ocular  standpoint  there 
are  but  few  medical  conditions  which  would 
constitute  disqualifying  defects  regarding 
participation  in  athletics,  and  most  of  these 
are  evident  from  the  history.  A past  retinal 
detachment,  for  example,  should  usually  pre- 
clude contact  sport  such  as  football,  basket- 
ball, and  tumbling,  although  not  necessarily 
swimming  and  field  track  participation. 
Rarely  a tall,  gangly  adolescent  might  repre- 
sent a Marfan  syndrome  and  these  slender, 
long-fingered  youths,  while  prized  as  basket- 
ball centers,  are  notorious  for  dislocated 
lenses.  Body  contact  sports  would  surely 
be  most  hazardous  for  them. 

“Pink-Eye” 

A minor  but  most  aggravating  problem 
arises  occasionaly  in  the  form  of  chronic 
swimmer’s  conjunctivitis  or  pink-eye.  Like 
hemorroids,  this  condition  is  serious  only 
to  the  person  involved ; nevertheless,  the 
team  physician  often  must  decide  whether 
or  not  it  is  safe  for  the  athlete  to  continue 
swimming  in  chlorinated  water,  whether  it 
is  justifiable  to  expose  other  boys  and  girls 
to  potential  infection,  and  how  best  to  pre- 
vent and  treat  the  condition.  Two  distinct 
medical  entities  are  involved  here.  The  first 
is  a simple  chemical  conjunctivitis  caused  by 
pool-chlorine,  a self-limited  inflammation  to 
which  some  people  seem  more  susceptible 
than  others  and  which  almost  invariably 
clears  in  a matter  of  one  or  two  days,  often 
in  hours.  A mild  ocular  astringent  such 
as  Alcon  Laboratories’  Zincfrin  affords  ade- 
quate symptomatic  relief,  and  severe  cases 
respond  to  the  use  of  light-weight,  water- 
tight goggles.  The  second  condition,  how- 
ever, is  a true  infectious  conjunctivitis 
caused  by  a virus  which  is  excreted  through 
the  urethra  to  infect  the  eyes  of  people  ex- 


posed to  urine-contaminated  pool  water.  I 
This  infection  is  painful,  mildly  disabling,  I 

and  lasts  several  days  to  a week  or  more.  I 

Antibiotic  eye  drops  are  almost  futile ; sulfas  I 
topically  are  somewhat  more  beneficial ; but  |j 
in  any  case  prevention  is  more  satisfactory  • • 
and  more  easily  accomplished  than  definitive 
cure  of  the  established  infection.  Personal  ; 
hygiene  regulations  and  swimming  pool  sani- 
tation, of  course,  are  the  answers;  and  it 
would  seem  medically  prudent  to  bar  any 
athlete  with  significant  conjunctivitis  from 
swimming  until  the  infection  is  improved 
or  the  diagnosis  is  established. 

The  “One-Eyed” 

The  problem  occasionally  arises  of  what 
to  do  about  an  athlete  with  only  one  eye,  in 
sports  where  trauma  is  likely.  Certainly 
the  team  physician’s  responsibility  would  in- 
clude discussing  the  potential  risk  with  the 
athlete  and  his  parents,  but  it  probably  does 
not  extend  to  disqualifying  him  arbitrarily 
for  this  defect  alone.  Loss  of  the  remaining 
eye  could  occur  on  the  farm,  in  an  auto, 
or  it  could  happen  in  the  most  innocent  of 
circumstances  as  well  as  on  the  playing  field. 
Rather,  the  physician  should  ascertain  that 
the  risks  are  understood  and  accepted  by  the 
persons  involved,  and  then  require  that  all 
appropriate  devices  are  employed  for  the 
physical  protection  of  the  remaining  eye  dur- 
ing sports  participation,  techniques  which 
will  be  discussed  later. 

Visual  Acuity 

From  a practical  standpoint,  most  of  the 
problems  relating  the  eyes  to  athletic  par- 
ticipation involve  the  safe  management  of 
athletes  who  must  wear  glasses  while  they 
compete.  This  usually  is  limited  to  myopes 
or  near-sighted  athletes,  since  most  othei’s 
can  simply  remove  their  glasses  for  the  short 
times  required  without  appreciable  diffi- 
culty. A myope  without  his  glasses  may 
commonly  have  distance  vision  limited  to 
20/100  or  worse  and  this  presents  a real 
dilemma.  If  he  removes  the  lenses  he  can- 
not see  to  play,  and  with  the  glasses  on  he 
is  subject  to  broken  frames,  shattered  glass, 
and  the  possibility  of  serious  ocular  or  fa- 
cial injury.  As  the  lesser  of  two  evils  he 
will  frequently  elect  to  play  without  glasses. 


372 


Nebraska  S.  M.  J. 


relying  heavily  upon  instinct  and  enthusi- 
asm. The  astonishing  fact  is  how  creditably 
many  of  these  boys  perform  with  a signifi- 
cant visual  handicap  even  in  such  sports  as 
basketball,  and  the  team  physician  would  do 
well  not  to  insist  upon  glasses  if  the  athlete 
feels  he  performs  better  without  them.  In 
football,  of  course,  particularly  for  linemen, 
distance  vision  is  not  so  important;  nor  is 
poor  distance  acuity  much  of  a handicap  in 
track,  swimming,  gymnastics,  or  wrestling. 
Basketball,  football  ends  and  backs,  and 
baseball  players  are  much  more  dependent 
upon  good  distance  visual  acuity. 

One  might  assume  that  myopic  boys  tend 
to  shy  away  from  athletics,  an  opinion  which 
is  untrue.  Nebraska  University’s  most  suc- 
cessful football  season  in  years  was  recently 
accomplished  by  a team  whose  starting 
eleven  included  four  myopes.  And,  during 
the  1961-62  basketball  season  at  Lincoln 
High  School,  six  game  injuries  were  sus- 
tained which  required  a physician’s  care: 
one  laceration,  two  joint  strains,  and  three 
accidents  involving  broken  glasses.  The  lat- 
ter is  entirely  preventable,  and  it  is  the 
team  physician’s  responsibility  to  insist  up- 
on safe  eye  appliances. 

Protective  Measures 

Any  athlete  who  competes  in  strenuous 
sports  wearing  glasses  should  have  an  elas- 
tic headstrap  to  secure  the  frames  to  his 
head.  These  attach  to  the  ear-pieces,  extend 
behind  the  head,  and  usually  prevent  the 
glasses  from  being  dislodged.  They  cost  less 
than  a dollar  and  are  obtainable  from  any 
optician.  If  necessary,  they  can  be  devised 
from  a piece  of  innertube  or  even  a heavy 
rubber  band. 

In  certain  cases  where  expense  is  not  a 
prime  consideration,  a steel,  rubber-cush- 
ioned spectacle  frame  is  available  for  wear 
during  games.  These  are  obtainable  through 
any  optician,  from  the  American  Optical 
Company,  and  others.  The  cost  is  approxi- 
mately twenty-three  dollars  complete  with 
lenses,  and  athletic  glasses  of  this  type  are 
practically  indestructible.  They  represent 
the  ultimate  in  known  protective  ocular  ap- 
pliances and  provide  the  maximum  possible 
protection. 


In  either  the  special  athletic  goggles  or 
the  athlete’s  own  dress  frame  should  be 
placed  a tempered  or  “case-hardened”  lens 
which  is  heat  treated  by  the  optician  to  pre- 
vent shattering.  These  lenses  usually  appear 
no  different  from  regular  lenses,  cost  about 
three  dollars  more,  and  afford  real  protec- 
tion. An  alternative  to  the  hardened  glass 
lens  is  one  made  of  plastic.  This  also  is 
shatter  proof  and  has  the  additional  merit 
of  light  weight,  although  in  genei’al  the  plas- 
tic tends  to  scratch  easier  than  glass  and 
costs  somewhat  more.  Whichever  is  pre- 
ferred — case-hardened  glass  or  plastic  — 
the  team  physician  should  insist  that  each 
athlete  ivho  competes  wearing  glasses  should 
have  one  or  the  other  in  his  frames.  Broken 
glasses  and  the  attendant  corneal  and  facial 
lacerations  can  be  entirely  prevented  by  this 
simple  requirement,  which  incidentally 
should  apply  to  freshmen,  reserves,  and  var- 
sity alike. 

In  certain  cases,  contact  lenses  provide 
a good  solution  to  the  problem  of  spectacles 
and  athletics,  particularly  for  older  boys 
with  rather  advanced  refractive  errors.  If 
properly  prescribed  they  are  comfortable, 
do  not  easily  dislodge,  and  represent  no  sig- 
nificant danger  to  the  eye  even  in  rough  con- 
tact sports.  Occasionally  a contact  lens  will 
slip  off  of  the  cornea  during  the  stress  of 
competition  and  becomes  lodged  under  the 
upper  or  lower  eyelid,  where  it  should  al- 
ways be  sought  before  searching  the  basket- 
ball court  or  gridiron ! Contacts  are  not 
suitabile  for  under-water  swimming,  of 
course,  and  are  more  expensive  than  spec- 
tacles. With  few  other  exceptions,  they  pro- 
vide a safe  and  satisfactory  answer  for  ath- 
letes whose  visual  needs  and  finances  make 
them  feasible. 

Summarizing,  then,  the  team  physician’s 
obligation  regarding  athletes  who  must  wear 
glasses  during  contact  sports:  All  lenses 

must  be  case-hardened  glass  or  plastic,  re- 
gardless of  whether  the  frame  is  a special 
steel  sports  goggle  or  standard  dress  frame; 
one-eyed  athletes  should  be  advised  to  ob- 
tain a sports  frame  and  lense  for  game  wear, 
but  should  not  be  barred  from  competition 
if  they  refuse,  having  been  informed  of  the 
potential  risk;  all  frames  should  be  fimily 
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held  in  place  with  elastic  headstraps;  and 
contact  lenses  should  be  approved  at  the 
wearer’s  option  for  any  sport  but  swimming. 

Field-Marking  Materials 

The  physician  might  well,  in  addition,  urge 
coaches  and  school  officials  to  use  caution  in 
their  choice  of  field  marking  materials.  Hy- 
drated lime  is  commonly  employed  for  mark- 
ing field  stripes  and  boundaries,  and  while 
it  is  safer  than  quicklime  is  nevertheless  a 
caustic  alkali  which  is  capable  of  producing 
severe  ocular  inflammation  and  sometimes 
blindness.  Under  no  circumstances  should 
quicklime  (calcium  oxide)  itself  be  allowed 
on  a playing  field.  Both  of  these  chemicals 
unfortunately  are  cheap,  readily  available, 
and  produce  clear  white  lines  which  are 
much  in  favor  with  fans  and  groundskeepers 
alike.  They  are,  however,  a real  danger  to 
an  athlete  who  falls  face-down  into  one  of 
these  substances.  If  hydrated  lime  must  be 
used,  it  should  be  applied  as  a solution  and 
never  dusted  on  the  field  with  a dry  spread- 
er. The  necessary  machine  for  wet  applica- 
tion is  available  from  any  athletic  equipment 
supplier.  The  lime  solution  tends  to  pene- 
trate the  dirt,  hardens,  and  is  less  apt  to 
blow  and  fly  about  as  players  run  across  it. 

Several  commercial  varieties  of  calcium 
carbonate  or  chalk  are  far  safer  for  the 
players  even  if  their  field  appearance  is 
som.ewhat  less  artistic  from  the  grandstands. 
Serious  eye  injuries  are  unlikely  with  these 
compounds.  Their  use  should  be  actively 
encouraged  by  the  team  physician  and  all 
others  who  are  interested  in  preventing  ath- 
letic injuries. 


ORTHOPEDIC  LESIONS 

PAUL  GOETOWSKI,  MD 
Orthopedist 
Lincoln.  Nebraska 

Appropos  to  what  Dr.  Maxwell  has  al- 
ready discussed,  one  of  the  most  difficult 
moments  occurs  when  we  find  what  we 
think  is  a physically  disqualifying  defect. 
It  is  hard  enough  to  make  this  decision  in  a 
large  metropolitan  area  such  as  ours  and 
when  we  are  reviewing  the  prospective  ath- 
lete in  a rather  cold  atmosphere  of  the  find- 


ings as  they  are  now  and  not  influenced  by  I 
personal  physician-patient  relationship  of  I 
some  long  standing.  I can  well  imagine  how  I 
difficult  this  chore  would  be  in  a smaller  I 

community  where  the  examining  physician  * 
stands  out  like  a “sore  spot”  and  the  local  i I 
“guns”  can  be  leveled  at  him  specifically.  j 
In  a measure,  we  are  protected  from  this  i| 
outside  influence  by  the  fact  that  we  do  I 
this  examination  as  a group  and  that  the  pa- 
tient is  reviewed  again  carefully  at  the  end 
of  the  examination,  by  the  examining  panel, 
so  that  this  is  not  a solitary  decision.  I can 
very  well  understand  the  terrible  blow  a dis- 
qualification may  mean  not  only  to  the  pros- 
pective athlete  but  to  all  of  those  concerned 
with  his  general  welfare.  Particularly,  do 
I have  reference  to  the  youngster’s  parents 
and  the  coach.  The  coach  may  been  expect- 
ing great  things  from  this  youngster  and,  all 
of  a sudden,  this  hope  may  be  dashed.  As  an 
example,  try  to  put  yourself  in  the  young- 
ster’s position.  He  is  a great  high  school 
star,  has  been  highly  sought  after  by  numer- 
ous schools,  and  has  been  actually  “floating 
on  clouds”  because  of  all  of  these  wonderful 
prospects;  finally  he  selects  the  University 
that  he  would  like  to  attend.  He  is  given 
a big  sendoff ; his  name  has  been  written 
up  in  the  local  papers  and  great  deeds  are 
expected  of  him.  Then  the  “bomb  drops.” 

The  young  man  is  found  to  have  some  severe 
disqualifying  defect;  the  prospect  of  contact 
sports  participation  is  gone,  and  he  faces 
the  prospect  of  a long  trek  home  since  he 
has  not  made  adequate  preparations  for 
school,  believing  that  he  was  “already  in.” 

We  try  very  hard  to  prevent  this  tremen- 
dous psychological  disturbance  by  requesting 
physical  examinations  of  the  athlete  before 
any  of  the  students  are  given  grants-in-aid, 
to  lessen  the  potential  of  disqualification  at  a 
most  inopportune  time.  The  same  type  of 
thing  may  very  well  be  true  in  the  high 
school  but  possibly  with  less  impact. 

I would  like  to  reiterate  Dr.  Maxwell’s 
comment  that  “once  we  honestly  feel  that 
there  are  enough  physical  factors  involved 
that  would  make  active  sports-participation 
a danger  to  the  youngster,  one  should  stick 
to  his  guns.”  I believe  this  is  tremendously 
important,  not  only  for  our  moral  respon- 
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sibility  to  the  yongster,  but  also  in  a medical- 
legal  aspect.  In  the  event  that  we  find  a 
youngster  is  not  physically  qualified  to  play, 
yet  give  our  official  approval,  it  is  our  re- 
sponsibility from  then  on  and  not  that  of  the 
coach.  If  something  should  occur  directly 
related  to  the  disqualifying  defect  area,  you 
can  rest  assured  that  the  family  and  the 
youngster  concerned,  may  very  well  not  feel 
quite  as  kindly  and  may  seek  redress  in  some 
manner. 

It  is  my  firm  opinion  that  before  a physi- 
cian accepts  responsibility  for  examining  the 
athletes  and  if  he  is  to  be  the  “team  physi- 
cian” definite  steps  should  be  taken  so  that 
there  will  be  no  misunderstanding  between 
the  athletic  section  and  the  physician  as  to 
who  has  the  final  word  whether  or  not  a 
youngster  participates.  I think  the  question 
of  the  physical  ability  of  this  youngster  to 
play  or  not  rests  entirely  with  the  medical 
department  and  this  should  be  clearly  un- 
derstood. Divided  responsibility  in  this 
aspect  does  not  work. 

When  we  get  down  to  a more  specific  de- 
tail in  so  far  as  the  examination  of  the  ath- 
lete and  the  area  of  orthopaedics  is  con- 
cerned, there  are  several  things  that  we 
check  for  even  though  the  youngster  is  plan- 
ning to  participate  in  active  competitive 
sports  such  as  wrestling,  basketball  and  foot- 
ball. During  the  course  of  our  tenure  as  a 
team  physician  at  the  University  of  Nebras- 
ka (since  1948),  it  has  come  to  our  attention 
that  there  are  certain  areas  of  the  body 
apparently  more  vulnerable  than  others 
that  are  sometimes  over-looked.  The  area 
of  the  ivrist,  the  sJioulder,  the  back  and 
the  knee  appear  to  give  us  the  most  diffi- 
culty in  unrecognized  and  often  damaging 
deficiencies. 

Comment  frequently  made,  even  by  our 
own  medical  colleagues,  concerns  the  use  of 
X ray.  We  do  not  X ray  all  of  the  young- 
sters that  come  through  the  ranks  by  any 
means.  I am  sure  we  miss  some  that  actual- 
ly should  not  be  participating  but  we  make 
every  effort  to  cut  this  down  to  a minimum. 

One  of  the  nonlaboratory  means  that  we 
have,  and  I think  one  of  the  best  by  far. 


is  the  matter  of  personal  history.  It  is 
amazing  what  can  be  learned  from  patient, 
painstaking  history  taking.  I like  to  have 
the  youngster  himself  explain  his  problem 
rather  than  to  try  leading  questions.  The 
youngster  is  asked  if  he  has  had  any  diffi- 
culty with  the  head,  neck,  shoulder,  arm, 
elbow,  wrist,  hand,  fingers,  back,  hips,  knees, 
ankle,  feet  and  shin  splints.  He  is  advised 
that  it  is  for  his  own  welfare  to  answer  the 
questions  truthfully. 

One  of  the  common,  unrecognized  areas 
of  injury  is  the  wrist,  and  particularly 
aseptic  necrosis  of  the  navicular  bone. 
Fractures  of  the  navicular  are  not  uncom- 
mon in  football  and,  unfortunately,  too  com- 
monly missed.  This  last  occurs  for  varied 
reasons.  The  youngster  may  be  afraid  to 
tell  the  coach  that  he  has  this  “chronically 
sprained  wrist”  for  fear  that  he  will  not 
be  allowed  to  play;  thus,  it  may  be  that 
weeks  and  months  go  by  before  the  true  le- 
sion is  discovered.  The  optimum  time  for 
treating  a navicular  fracture  is  as  soon 
as  it  occurs  or  as  soon  thereafter  as  it  can 
be  practically  demonstrated.  If  one  sus- 
pects a navicular  fracture  and  cannot  prove 
it  by  clinical  or  X-ray  findings,  but  the  pa- 
tient has  a lot  of  pain  and  tenderness  in  the 
“snuff  box”  area  of  the  wrist,  I would  sug- 
gest that  this  wrist  be  casted  for  a period 
of  two  to  three  weeks.  At  the  end  of  that 
time,  if  a fracture  is  present,  it  will  show 
a definite  line.  Thus,  you  have  saved  the 
youngster  additional  difficulty  since  he  has 
been  maintained  in  casting  right  along  and 
he  can  continue  on  until  the  fracture  has 
healed.  This  may  take  an  interval  of  any- 
where from  three  to  twelve  months  or  long- 
er. If  by  good  chance,  it  turns  out  to  be 
negative  in  so  far  as  any  fracture  line  dem- 
onstration is  concerned,  you  certainly  have 
not  hurt  the  youngster,  and  he  is  free  to 
return  to  athletic  activities. 

In  our  examination,  we  ask  the  patient 
to  go  through  the  range  of  motion  of  his 
wrist.  Defects  can  be  picked  up  fairly  quick- 
ly. If  you  notice  a youngster  with  some  lim- 
itation, then  ask  him  to  put  the  palms  of  the 
hands  on  a desk  and  see  if  he  can  flex  it 
against  resistance.  If  you  find  he  cannot, 
then  additional  recheck  should  be  done,  in- 
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eluding  an  X-ray  examination.  It  is  our 
feeling  at  the  University  of  Nebraska,  if  a 
patient  has  a navicular  fracture  with  gross 
limitation  of  motion,  he  has  no  business 
playing  football,  wrestling  or  even  basketball 
until  this  situation  has  been  remedied.  The 
reason  for  this,  is  that  the  protracted  trauma 
of  this  segment  will  make  the  potential  of 
any  repair  increasingly  difficult.  Addition- 
ally, the  factor  of  having  the  navicular  frac- 
ture present  interferes  greatly  with  the  mo- 
tion of  the  wrist,  impairs  its  function,  and 
the  wrist  becomes  increasingly  symptomatic 
so  that  the  youngster  cannot  participate  be- 
cause of  pain.  Valuable  time  has  been  lost 
due  to  the  fact  that  the  youngster  has  taken 
up  the  time  and  effort  of  the  athletic  sec- 
tion when  some  other  more  physically  quali- 
fied person  could  have  played  in  his  stead. 

It  is  also  our  feeling  that  recurrent  dis- 
location of  the  shoulder  is  disqualifying  in 
the  fields  of  basketball,  football  and  wrest- 
ling. There  is  no  device  made  that  will  ef- 
fectively hold  the  shoulder  in  position  and 
still  allow  the  youngster  to  participate  in  the 
sport  of  his  choice  and  do  so  with  full  effect. 
All  of  the  shoulder  harnesses  that  we  have 
devised  will  do  a good  job  in  holding  the 
shoulder  but  will  do  so  by  restricting  and  re- 
straining the  function  and  use  of  the  shoul- 
der so  that  the  effectiveness  of  the  person 
is  consequently  limited  in  so  far  as  his  ath- 
letic ability  is  concerned.  Not  infrequently, 
after  a patient  has  been  put  in  one  of  these 
shoulder  harnesses,  he  finds  that  it  does  re- 
strict him  and  in  moments  of  desperation 
or  play  situation,  will  loosen  the  harness 
and  make  a “tackle  or  try  an  arm  tackle” 
and  the  shoulder  is  displaced.  He  is  then 
taken  out  of  the  field  of  action  for  a period 
of  several  weeks.  This  can  be  expected  to 
occur  from  then  on  with  monotonous  repeti- 
tion. Recurrent  dislocations  may  eventually 
precipitate  an  axillaiy  nerve  damage  which 
would  be  beyond  I’epair.  Operative  repair  of 
the  shoulder  can  be  successfully  done  but 
still  the  situation  should  be  reviewed  with 
the  patient  very  carefully  to  see  if  he  is 
really  qualified  or  wishes  to  go  through  this 
procedure  in  order  to  participate  in  the  fields 
we  have  mentioned.  He  might  possibly  get 
through  life  veiy  successfully  without  any 


added  shoulder  repair,  if  he  limits  his  activ-  J 
ities  accordingly.  I 

We  have  found  that  the  back  is  a vulner-  I 
able  spot  for  congenital  anomalies,  par-  ) 
ticularly  an  entity  that  is  called  “spondjdo-  ( 
listhesis  or  spondylolysis”  in  common  term-  | 
inologj"  “wandering  vertebra.”  In  trying  to  i . 
determine  this  appraisal,  again  we  revert 
back  to  our  history  taking.  We  ask  the  pa- 
tients, “have  you  ever  had  any  back  trou- 
ble?” Sometimes  they  will  say  no.  We  re- 
peat the  question  in  another  way,  “has  your 
back  ever  slipped  out?”  “Oh  yes,  several 
times.”  Have  you  had  any  treatment  med- 
ically? oftentimes  the  answer  is  No;  in  the 
same  patient  if  you  should  ask  him,  have  you 
had  any  chiropractic  treatment,  or  have  you 
ever  had  jmur  back  adjusted?,  and  it  is  sur- 
prising how  many  times  they  will  say  yes. 
\Mien  we  have  a lead  of  this  nature,  we  check 
it  further.  In  a clinical  evaluation  of  a pa- 
tient that  one  suspects  has  a spondylolis- 
thesis or  some  back  deformity  of  this  type, 
one  of  our  best  guides  is  a so-called  Steppe 
defect  that  occurs  in  the  level  of  the  defect. 

It  can  be  very  easily  picked  up.  It  may 
or  may  not  be  locally  tender  over  this  area. 

He  may  or  may  not  have  any  restriction  of 
motion  at  this  time.  The  very  intriguing 
and  unfortunate  “fly  in  the  ointment”  is  the 
fact  that  these  youngsters  will  go  through 
high  school  participation  without  much  dif- 
ficulty at  all.  It  is  hard  then  for  him  to 
understand  whj^  he  should  expect  any  diffi- 
culty later.  However,  competition  between 
high  school  level  and  that  of  the  college 
level,  is  certainly  vastly  different.  His 
chances  of  incurring  damaging  injury  is 
very  great  with  gross  instability  of  his  back 
and  it  is  our  feeling  that  very  definitely,  this 
individual  has  no  business  playing  active 
contact  sports  such  as  football.  Spinal  fu- 
sion can  be  done,  but  here  again,  this  is  a 
hazardous  procedure,  a lengthy  and  expen- 
sive one,  and  the  values  and  merits  of  sports 
participation  should  be  weighed  very  care- 
fully to  see  if  this  procedure  would  be  really 
worth  it. 

Another  area  to  which  we  pay  particular 
attention,  is  the  knee.  This  is  a common 
area  of  injury.  One  of  the  most  common  le- 
sions we  find  in  this  area  is  torn  cartillage. 
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either  medial  or  lateral.  In  our  experience, 
we  find  in  football  participation,  approxi- 
mately 12  injuries  of  the  medial  side  to  one 
of  the  lateral.  The  medial  side  seems  to  be 
more  damaged  in  football,  the  lateral  more 
common  in  basketball.  It  is  difficult  to  ex- 
plain the  particular  mechanism  in  these  two 
fields.  Theoretically,  in  football,  you  have 
your  foot  planted,  your  knee  is  abducted, 
usually  there  is  a rotational  force  and  if  one 
gets  “clipped”  from  the  side,  these  mechan- 
ical factors  have  a tendency  to  tear  the  me- 
dial cartillage  and  its  attending  ligaments. 
In  the  field  of  basketball,  there  is  a con- 
siderable amount  of  leg  work,  stopping  and 
starting  and  usually  the  youngster  is  a tall 
gangly  individual  possibly  making  the  lateral 
injury  and  lateral  strain  more  common  in 
basketball  than  in  football. 

The  examining  procedure  for  the  knee  is 
really  very  simple.  Having  the  patient  walk 
on  tip-toe  away  from  you.  In  this  manner 
one  checks  the  posterior  aspect  of  the  knee 
and  looks  for  several  other  things;  among 
them,  a Baker’s  cyst.  Have  the  patient 
walk  toward  you,  walking  on  his  heels.  If 
there  is  any  limitation  of  motion  of  the  knee, 
you  can  pick  this  up  very  quickly  in  this 
manner.  If  you  find  a youngster  that  can- 
not fully  extend  the  knee,  then  check  him 
more  closely.  Check  for  the  instability  of 
the  anterior,  posterior,  medial,  and  lateral 
ligaments  and  for  gross  crepitation.  Un- 
fortunately, once  a tear  of  either  the  medial 
or  lateral  meniscus  cartillage,  it  is  “always 
a tear.”  These  areas  do  not  heal  by  firm 
tissue  and  are  very  prone  to  progressive  and 
complete  tearing  until  the  knee  becomes  ab- 
solutely locked  or  bothers  the  youngster  so 
much  that  operative  intervention  is  neces- 
sary. Here  I would  like  to  plead  that  we  do 
not  procastinate  overly  long.  If  the  young- 
ster has  locking  knee,  unstable  medial  lateral 
meniscus,  and  wishes  to  participate  in  sports 
that  we  have  mentioned,  the  meniscus  should 
be  removed  before  offending  and  permanent- 
ly damaging  irritation  is  done  to  the  fine 
hyalin  cartillage  covering  over  the  medial 
femoral  condyles  of  the  tibia.  If  one  allows 
the  knee  to  get  to  this  desperate  state  where 
the  femoral  condyle  or  the  tibial  surfaces 
have  been  chewed  to  pieces,  then  removal  of 


the  offending  meniscus  is  but  a temporary 
procedure  and  the  patient  will  have  long  and 
protracted  difficulty  with  progressive  ar- 
thritic changes. 

Peculiarly,  one  area  of  difficulty  is  a “so- 
called  Osgood-Schlatter’s  disease,”  as  it  per- 
tains to  the  knee.  It  is  our  feeling  that  if  a 
youngster  has  an  active  Osgood-Schlatter’s 
disease  during  his  active  growth  period,  he 
should  not  participate  in  active  contact 
sports.  If  this  youngster  has  not  been  given 
a good  chance  to  get  this  epiphysitis  healed 
and  persists  in  having  symptomatology  and 
difficulty,  it  will  bother  him  not  only  during 
his  high  school  activity  but  will  continue  on 
through  college.  If  the  epiphysitis  is  allowed 
to  go  unchecked  and  continues  to  be  irritat- 
ed, it  enlarges  and  becomes  a very  promi- 
nent bump  on  the  front  part  of  the  knee.  If 
this  occurs,  then  every  time  the  youngster 
gets  down  on  his  knees  or  falls  on  the  knees, 
these  “bumps”  become  very  painful  and  limit 
the  ability  of  the  patient  to  participate.  If 
they  become  this  symptomatic,  it  is  best 
to  remove  them.  Better  than  that,  preven- 
tion is  by  far  the  better  course.  A patient 
with  an  active  Osgood-Schlatter’s  disease 
should  be  immobilized  in  some  manner  for 
an  interval  of  six  to  twelve  weeks  and 
should  remain  out  of  all  contact-sports-activ- 
ity for,  I would  judge,  a period  of  six 
months. 

Continuing  our  interview  with  the  pa- 
tient, we  often  ask  them  if  they  have  ever 
been  afflicted  with  “charley  horses.”  If  you 
should  ask  the  youngster  if  he  had  a hema- 
toma of  his  thigh,  he  would  not  understand 
what  you  are  talking  about.  If  asked  if  he 
had  a “charley  horse,”  he  says  “oh  yes,  I 
have  had  lots  of  them.”  I think  a person 
who  has  shown  a tendency  toward  having  a 
“charley  horse”  or  hematoma  of  the  thigh, 
or  other  areas,  should  be  closely  watched 
and  checked  for  a potential  calcification  of 
the  muscles  of  the  thigh.  Even  more  im- 
portant, we  have  found  that  a person  with 
this  type  of  difficulty  has  a peculiar  impair- 
ment of  blood  coagulation  or  a so-called 
“Factor-7”  deficiency.  Here,  expert  medical 
help  is  necessary  to  determine  this.  If  the 
youngster  has  this  “Factor  7”  deficiency, 
very  definitely,  I think  he  should  keep  away 
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from  contact  sports.  Imagine  what  could 
happen  to  this  young  man  if  he  should  get 
some  internal  bleeding  either  into  the  intra- 
cranial variety,  the  thoracic,  intra-abdom- 
inal or  kidney.  It  would  be  a fatal  thing. 
When  a youngster  shows  a lot  of  “bump- 
ing, bruising,”  and  undue  hematoma-forma- 
tion, again,  I stress  a careful  review  for  the 
potential  of  this  “factor  7”  deficiency.  If 
calcification  does  occur  in  the  thigh,  that 


young  man  is  a definitely  poor  candidate  for 
sports  participation.  This  area  is  frequent- 
ly very  easily  traumatized  with  recurring 
hemorrhage  in  the  area  and  the  thigh  be- 
comes swollen  and  painfully  limited.  Exci- 
sion of  this  boney  calcific  mass  is  not  an 
easy  thing  and  oftentimes,  even  after  remov- 
al, may  occur.  Here  again,  prevention  is  by 
far  better  than  any  treatment  that  we  can 
render  once  this  calcification  has  ensued. 


INCENTIVES  FOR  PRIVATE  ENTERPRISE  RESEARCH 
I have  seen  drugs  marketed  in  which  I have  had  little  faith. 
In  many  of  these  instances,  my  assessment  has  been  confiiTned  by 
the  subsequent  demise  of  such  drugs.  In  other  instances,  howev^er, 
proponents  of  the  drugs  have  proven  to  be  right.  In  a few  in- 
stances, such  products  have  been  outstandingly  successful.  I would 
not  even  rely  on  my  own  judgment  to  determine  what  should  or 
should  not  be  marketed.  Rather  I would  say  that  where  private 
enterprise  is  prepared  to  invest  its  funds  in  the  risky  research, 
development,  and  marketing  of  such  dimgs,  it  should  be  free  to 
proceed  and  should  have  all  the  incentives,  including  patents,  that 
can  be  provided.  — Lowell  T.  Coggeshall,  M.D.,  Vice  President, 
University  of  Chicago,  to  Senate  Subcommittee  on  Antitrust  and 
Monopoly. 
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A METHOD  of 


Anesthesia 
For  Children 

Endotracheal  anesthesia  in 
children  introduces  several 
problems  not  commonly  en- 
countered in  adults.  Children  are  unable 
to  cope  with  flutter  valves  and  dead  space 
associated  with  adult  anesthesia  apparatus 
and,  if  improperly  anesthetized,  develop 
respiratory  fatigue  and  carbon  dioxide  ac- 
cumulation. Pediatric  endotracheal  anes- 
thesia can  be  performed  in  these  several 
ways: 

1.  Ayre’s  technique.  A T-tube  is  insert- 
ed between  the  endotracheal  tube  and  a 
source  of  ether  and  oxygen.  The  open  end 
of  the  T-tube  substitutes  for  the  breathing 
bag.  When  necessary,  the  lungs  can  be  in- 
flated by  covering  the  opening  and  com- 
pressing a breathing  bag  previously  insert- 
ed into  the  circuit  or  merely  by  covering  the 
opening  and  allowing  the  oxygen  pressure 
itself  to  expand  the  chest. 

2.  Short  breathing  tubes.  These  serve 
to  adapt  the  apparatus  to  the  patient  by  re- 
ducing the  dead  space. 

3.  Small  anesthesia  machines.  Here  an  at- 
tempt is  made  to  reduce  the  size  of  the  en- 
tire gas  machine  in  proportion  to  the  size 
of  the  child. 

4.  Drop  ether.  If  tracheal  intubation  is 
indicated  because  of  a full  stomach  or  diffi- 
culty with  the  airway,  and  if  artificial  res- 
piration is  not  required,  open  drop  ether 
anesthesia  may  be  administered  after  a tube 
has  been  inserted  into  the  trachea. 
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Figure  1 


Controllable  Ether  — Oxygen  Device 


5.  Nonrebreathing  valves.  With  these 
de  ibices,  ether-oxygen  is  conducted  to  the 
patient’s  endotracheal  tube  with  a one-way 
valve  so  placed  that  exhalation  is  effortless 
and  is  directed  away  from  the  machine,  to 
the  outside  world.  The  patient’s  lungs  can 
be  inflated  by  momentarily  closing  the  valve 
and  compressing  the  breathing  bag. 

6.  The  apparatus  devised  by  the  author 
(shown  in  figure  1)  can  be  used  with  an 
Ayre’s  tube  as  an  easily  regulated  source 
of  ether.  It  consists  of  a jar  containing 


ether,  through  which  oxygen  is  passed;  a 
by-pass  is  incorporated,  together  with  a 
turnscrew,  so  that  the  ether  concentration 
can  be  varied.  A one-piece  stethoscope  tube 
(in  place  of  the  Ayre’s  tube)  can  be  em- 
ployed with  this  ether  bottle  and  endo- 
tracheal tube.i^'  ^ 

The  Method  Under  Discussion 

The  problem  seems  to  consist  essentially 
of  the  child’s  inability  to  deal  with  the 
closed  system,  and  solutions  have  generally 
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employed  technical  modification  of  conven- 
tional apparatus  in  the  direction  of  open- 
ing the  system,  so  as  to  eliminate  respira- 
tory fatigue  and  to  prevent  rebreathing; 
these  have  included  open  T-tubes  and  non- 
rebreathing valves.  Nonrebreathing,  effort- 
lessness, reduction  of  dead  space,  and  elim- 
ination of  carbon  dioxide  excess,  however, 
are  easily  accomplished  by  using  increased 
flowrates  and  opening  the  escape  valve. 
The  open  “pop-off”  valve  takes  the  place  of 
the  Ayre’s  T-tube  and  various  nonrebreath- 
ing devices,  since  with  flows  of  2000  to  4000 
cc.  per  minute  and  an  open  escape  valve, 
there  can  be  no  rebreathing;  the  infant 
simply  takes  what  he  wants  without  re- 
breathing and  without  effort  from  the  large 
volume  of  gas  flowing  rapidly  past  the  endo- 
tracheal tube. 

I have  in  the  past,  where  I had  a needle 
in  the  vein  or  a cut-down,  used  small  amounts 
of  thiopental  (0.10  to  0.25  cc.  at  a time) 
with  a one-to-one  mixture  of  nitrous  oxide 
and  oxygen,  to  which  I later  came  to  add 
cyclopropane.  High  rates  of  flow  were  em- 
ployed and  the  conventional  adult  gas  ma- 
chine was  always  used,  with  the  circle  sys- 
tem and  without  modification.  Since  an 
intravenous  infusion  is  not  always  to  be  had, 
I have  eliminated  the  thiopental  and  have 
added  ether,  and  I now  employ  the  following 
techniques  and  administer  this  mixture: 

Tracheal  intubation  is  performed  in  the 
newborn  without  anesthesia;  these  patients 
are  edentulous,  no  relaxation  is  required, 
and  dangerous  periods  of  anoxia  are  avoid- 
ed. From  one  month  to  ten  years,  intuba- 
tion is  accomplished  with  drop  ether.  In 
children  who  have  reached  their  tenth 


birthday  the  trachea  is  intubated  with  the 
use  of  thiopental  (12  to  20  cc.)  and  d-tubo- 
curarine  (1  to  2 cc.)  The  mixture  consists 
of  equal  parts  of  nitrous  oxide  and  oxygen 
(2000  cc./min.  of  each),  with  cyclopropane 
set  at  200  to  300  cc./min.  and  the  ether 
vaporizer  (Heidbrink  No.  8)  set  at  4 to  5. 
The  Aveak  and  strong  forms  of  the  mixture 
are  easily  remembered  as  2,2,2,4,  and 
2,2, 3,5  (or,  since  nitrous  oxide  and  oxygen 
are  always  set  at  2000  each,  as  the  24  and 
35  strengths  of  the  mixture)  and  are  shown 
in  table  1. 


% 
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An  approximate  analysis  of  the  weak 
form  of  the  mixture  would  be  46  per  cent 
each  of  nitrous  oxide  and  oxygen,  6 per  cent 
cyclopropane,  and  2 per  cent  ether ; the 
strong  form  of  the  mixture  is  judged  to  con- 
sist of  45  per  cent  each  of  nitrous  oxide 
and  oxygen,  7 per  cent  cyclopropane,  and 
3 per  cent  ether.  The  escape  valve  on  the 
gas  machine  is  opened  widely  if  no  pressure 
is  to  be  used,  and  just  enough  to  permit  safe 
pressure  if  artificial  respiration  is  required. 
If  pressure  is  employed,  the  ether  setting  is 
reduced.  From  time  to  time,  the  breathing 
bag  is  emptied  and  allowed  to  refill  with 
a fresh  mixture.  The  settings  need  not  be 
adhered  to  inflexibly.  The  cyclopropane  can 
be  varied  according  to  the  pulse  rate  (no 
arhythmia  has  been  noted  in  a hundred 
consecutive  cases,  nor  has  the  pulse  rate 
fallen  below  100  in  these  children),  and  the 
ether  setting  may  be  changed  in  relation 
to  the  apparent  depth  of  anesthesia. 

One  cc.  of  thiopental  was  sufficient  for  a 
three-hour  repair  of  tracheoesophageal  fis- 
tula and  gastrostomy  (with  equal  parts  of 
nitrous  oxide  and  oxygen),  while  the  dose 


TABLE  1 

SYSTEM  AND  MIXTURES  EMPLOYED  IN 
CHILDREN  AT  VARIOUS  AGES 

Anesthetic 

Agents  Semi-Open 

Closed 

newborn  to 

5 months  to 

7 years  and 

5 months 

7 years 

over 

Nitrous 

oxide. 

2,000  cc./min. 

2,000  cc./min. 

Oxygen  . 

2,000  cc./min. 

2,000  cc./min. 

adult 

Cyclopro- 

system 

pane  _ 

200  cc./min. 

300  cc./min. 

Ether 

setting 

4 

5 
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in  five  to  seven  year  olds  has  ranged  from 
2 to  30  cc.  The  amount  of  ether  vaporized 
with  these  large  rates  of  flow  and  an  open 
valve  is  very  nearly  one  cubic  centimeter 
per  minute. 

The  adult  or  closed  system  is  usually  em- 
ployed for  the  over-seven  child  who  has 
been  intubated.  In  the  unintubated  child, 
the  face  mask  is  generally  used  at  eight  or 
nine  years;  those  below  seven  are  given 
drop  ether.  Magill  tracheal  tube  sizes  are 
usually  half  the  child’s  age  in  years.i^’'* 
Artificial  respiration  is  not  used  unless  the 
chest  is  open.  Pupils  dilate  widely  during 
anesthesia,  but  constrict  quickly,  and  pupil- 
lary dilatation  during  anesthesia  has  not 
been  associated  with  prolonged  postanes- 
thesic  recovery  periods.  Toward  the  end  of 
the  operation,  the  ether  is  turned  off,  then 
the  cyclopropane,  and  finally,  as  the  dress- 
ing is  applied,  the  nitrous  oxide.  The 
breathing  bag  is  now  filled  with  oxygen  and 
the  child  almost  without  exception  recovers 
consciousness  before  being  brought  to  the 
postanesthesia  room.  For  thoracotomy, 
where  an  intravenous  infusion  is  always 
available,  small  amounts  of  thiopental  may 
be  used  in  place  of  the  ether.  There  is  no 
reason  why  a simple  ether-oxygen  mixture 
would  not  be  satisfactory;  this  is  the  most 
obvious  technique  and  instantly  converts  an 
adult  gas  machine  to  a nonrebreathing  sys- 
tem if  the  flowrate  is  high  and  a valve  is 
opened.  The  mixture  was  developed  in  steps 
(thiopental  and  nitrous  oxide  plus  oxygen, 
thiopental  with  nitrous  oxide  and  cyclopro- 
pane plus  oxygen,  and  finally  nitrous  oxide 
with  cyclopropane  and  ether  plus  oxygen) ; 
it  is  felt  to  be  far  superior  to  ether-oxygen 
because  the  cyclopropane  and  the  nitrous 
oxide  render  it  more  flexible  so  that  too 
light  anesthesia  is  easily  corrected,  and  par- 
ticularly because  these  patients  have  in- 
variably awakened  in  the  operating  room. 
While  this  study  has  been  applied  only  to 
children,  there  is  no  theoretical  reason  to 
suppose  that  it  would  not  produce  satisfac- 
tory anesthesia  in  adults,  and  that,  in  fact. 


this  mixture,  with  high  flow  rates  and  an 
open  valve,  could  not  constitute  a method 
of  anesthesia  for  people  of  all  ages. 

Discussion 

This  method  of  anesthesia  has  the  follow- 
ing advantages: 

1.  No  special  apparatus  is  required. 

2.  The  anesthesia  machine  does  not  need 
to  be  modified  in  any  way  and  is  al- 
ways ready  for  emergency  use. 

3.  The  same  apparatus  is  used  for  chil- 
dren and  for  adults. 

4.  The  same  method  is  applied  to  all 
children. 

5.  No  explosions  have  occurred. 

6.  A breathing  bag  is  always  available 
and  is,  in  fact,  incorporated  into  the 
circuit. 

7.  Patients  have  invariably  awakened  in 
the  operating  room. 

8.  There  have  been  no  deaths,  no  un- 
toward results,  and  no  difficulty  with 
the  anesthesia  in  125  consecutive 
cases. 

9.  The  essential  features  of  this  method 
include  (a)  a technique  by  means 
of  which  the  adult  anesthesia  ma- 
chine can  be  used  without  modifica- 
tion (it  is  not  even  necessary  to 
change  from  circle  to  to-and-fro  ab- 
sorber) for  endotracheal  anesthesia 
for  children  of  any  age,  even  includ- 
ing the  newborn;  and  (b)  a mixture 
that  is  applicable  to  all  children. 
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“.  . . creativity  cannot  flourish  within  the  confines  of  com- 
pulsion; research  cannot  flower  when  scientists  are  deprived  of 
intellectual  freedom  and  the  stimulation  that  comes  from  the  free 
exchange  of  ideas  in  an  unregimented  environment.”  (Shearon: 
Saskatchewan’s  Embattled  Physicians,  p.  31). 
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Critical  Norms  of  Development 

in  INFANTS  and  YOUNG  CHILDREN 


The  purpose  of  this  paper  is  to 
focus  attention  on  the  critical 
norms  of  development  in  infants 
and  young  children,  because  early  diagnosis 
and  management  offers  the  most  hope  to- 
day for  children  who  are  mentally  retarded. 
Mental  retardation  is  the  leading  chronic  dis- 
ease in  children  as  shown  in  table  1 and  be- 
comes manifest  when  certain  key  develop- 
mental stages  fail  to  develop  or  develop  ab- 
normally within  a given  period  of  time. 

TABLE  1 

COMPARISONS  OF  PERMANENT 
AFFLICTIONS 


of  each 

100,000 

Disease  Population 

Mental  Retardation  3, COO 

Rheumatic  Heart  Disease 700 

Cerebral  Palsy 350 

Polio  (Permanent)  300 

Blindness  200 


There  are  excellent  references  on  normal 
developmental  progress  which  need  no  elab- 
oration here.h  ^ 

The  critical  question  then  becomes : When 
do  certain  key  developmental  stages  become 
critical  and  justify  investigation?  The  Men- 
tal Retardation  Project*  at  the  Nebraska 
Psychiatric  Institute  has  been  evaluating 
infants  and  children  six  years  of  age  and 
under  referred  because  of  mental  retarda- 
tion, since  July  1958.  To  date,  over  500 
children  have  been  seen.  On  the  basis  of  this 
experience  the  following  is  a brief  listing 
of  indices  of  development  with  critical 
norms.  Should  an  infant  or  child  fail  to 
have  reached  the  stage  of  development  de- 
scribed below  by  the  chronological  age  men- 
tioned, the  family  physician  can  justifiably 
recommend  to  the  parents  that  the  child  have 
a complete  evaluation. 

♦Grant  No.  M-5075  (Cl).  Institute  of  Mental  Health.  United 
States  Public  Health  Service 
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Critical  Norms  of  Development 

1.  Head  Control:  If  the  infant  is  un- 

able to  hold  his  head  erect  and  steady 
without  support  by  four  months  of 
age. 

2.  Vision:  If  the  infant  does  not  follow 
objects  moving  across  his  line  of  vi- 
sion by  four  months. 

3.  Heaidng:  If  the  infant  does  not 

turn  in  the  direction  of  a loud  noise, 
that  is,  telephone,  bell,  voice,  by  sev- 
en months. 

4.  Grasping:  If  the  infant  does  not 

reach  out  to  grasp  objects,  retain 
them  for  several  minutes,  and/or 
transfer  them  from  one  hand  to  the 
other  by  seven  months. 

5.  Sitting:  If  the  infant  does  not  sit 

up  on  a flat  surface,  without  sup- 
port for  a few  minutes  by  ten  months. 

6.  Babbling:  If  the  infant  does  not 
make  recognizable  babbling  sounds 
of  two  syllables,  that  is,  “dada,  baba, 
mama,”  by  ten  months. 

7.  Prehension:  If  the  child  can  not 

grasp  small  objects  with  the  thumb 
and  index  finger  by  fifteen  months. 

8.  Feeding:  If  the  child  does  not  hold 
a glass  and  drink  from  it,  and  use 
spoon  to  feed  himself  by  eighteen 
months. 

9.  Walking:  If  the  child  does  not  take 
steps  across  the  room  without  sup- 
port and  without  falling  down  by 
eighteen  months. 
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10.  Speaking:  If  the  child  does  not  use 
several  words  spontaneously  and  ap- 
propriately, that  is,  saying  “milk” 
or  “ball”  upon  seeing  the  object  by 
eighteen  months.  Mama,  dada,  and 
vocalizations  that  are  intelligible  only 
to  the  parents  are  not  admissible. 

11.  Climbing:  Climbing  onto  chair,  bed, 
or  stair  and  off  by  tiventy  - foiir 
months. 

12.  Sentences:  If  child  does  not  speak 
in  sentences  by  three  years  of  age. 
A sentence  is  defined  here  as  two 
or  more  words  which  do  not  rontine- 
ly  go  together  in  a familiar  phrase, 
that  is,  “go  bye-bye”  is  a phrase  rath- 
er than  a sentence.  “Baby  wants 
ball”  is  a sentence. 

Most  normal  children  will  have  reached 


these  developmental  stages  before  the  time 
limit  given.  However,  should  an  infant  or 
child  fail  to  develop  by  the  above  indices, 
a complete  evaluation  can  and  should  be  rec- 
ommended. The  staff  of  the  Mental  Re- 
tardation Project  has  seen  many  children 
exposed  to  the  stresses  and  strains  of  nor- 
mal developmental  expectation  before  their 
deficiencies  and  weaknesses  have  been  iden- 
tified with  the  subsequent  development  of 
emotional,  behavioral  and  family  inter- 
relationship complications.  To  tell  a parent, 
“He’ll  outgrow  it,”  unless  you  are  certain 
that  there  is  no  developmental  deviation,  is 
fraught  with  hazards. 
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A FORTUNE  IS  SPENT,  BUT  NOBODY  IS  RICHER 
The  medically  needy  are  today  a minority  amid  a majority 
of  sufficiency  and  affluence.  Accordingly,  they  can  be  identified 
and  helped  on  the  local  level  with  success  and  thoroughness  never 
before  possible.  Nevertheless,  our  apostles  of  affluence  propose 
coast-to-coast  spending  schemes  that  offer  too  little  to  those  who 
need  it  and  a dividend  to  those  who  don’t.  This  is  very  much  like 
the  legend  of  the  eccentric  who  leaves  a million  dollars  to  be 
distributed  in  $1  bills  to  one  million  people.  A fortune  is  spent, 
but  nobody  is  richer.  When  the  fortune  spent  is  public  money, 
everybody  is  that  much  poorer.  — Austin  Smith,  M.D.,  to  Pharma- 
ceutical Manufacturers  Association’s  annual  eastern  regional  meet- 
ing. 
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Terminal  Aortic  Occlusion: 

A Significant  Physical  Sign 


IN  1955  (Nebraska  Med  J 40: 
205),  in  the  course  of  a paper 
dealing  with  thrombosis  of 
the  terminal  aorta,  I described,  briefly,  a 
murmur  that  seemed  significant.  Neither 
prior  to  that  time,  nor  since  have  I found 
any  reference  to  this  sign. 

Feeling  that  there  is  much  to  be  learned 
about  occlusion  of  the  terminal  aorta,  as 
well  as  the  common  iliac  arteries,  when 
this  sign  is  present,  I am  describing  it  in 
more  detail  and  setting  forth  certain  inter- 
pretations and  conclusions  which,  I feel, 
are  justified  by  its  presence. 

The  sign  of  which  I speak  is  a musical, 
systolic  murmur  heard  over  the  lumbar 
spine,  the  upper  portion  of  the  sacrum,  and 
occasionally  as  high  as  the  eleventh  and 
twelfth  thoracic  vertebrae.  In  the  previous 
description  I said  a murmur  heard  over  the 
abdominal  aorta  was  heard,  also,  over  the 
lumbar  spine.  This  is  not  true.  The  mur- 
mur of  which  I write  is  of  different  charac- 
ter than  that  heard  over  the  aorta  anterior- 
ly, and  is,  I believe,  a separate  murmur 
bearing  no  relationship  to  murmurs  not  in- 
frequently heard  anteriorly  in  relation  to 
the  aorta.  It  can  be  heard  with  the  patient 
either  sitting  or  lying  prone,  sometimes 
better  in  one  than  the  other  position.  It  is 
most  likely  to  be  heard  over  the  spinous 
processes  of  the  second,  third,  and  fourth 
lumbar  vertebrae.  It  will  be  heard  on 
downward  over  the  upper  part  of  the  sacrum 
a little  more  frequently  than  upward  over 
the  first  lumbar  and  lower  dorsal  spinous 
processes. 

Comparison  of  the  area  of  gi’eatest  inci- 
dence and  intensity  of  the  murmur  with  the 
position  of  the  anatomical  structures  within 
the  abdomen  shows  that  it  is  best  heard 
where  the  aorta  makes  its  nearest  approach 
to  the  bodies  of  the  lumbar  vertebrae.  One 
may  reason  that  the  sacrum  may  be  similar- 
ly related  to  the  common  iliac  arteries  and 
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that  this  relationship  has  to  do  with  the 
presence  of  the  murmur  over  the  sacrum. 

The  mechanism  of  production  of  the  mur- 
mur is  conjectural.  It  probably  results 
from  the  turbulence  set  up  in  the  blood 
stream  when  the  latter  suddenly  meets  a 
complete  obstruction  in  the  vessel.  It  is 
difficult  to  offer  a better  solution,  because 
the  murmurs  heard  anteriorly  over  a rough- 
ened aorta  are  of  a different  character  and 
are  not  transmitted.  The  musical  character 
of  the  murmur  is  quite  distinctive  when 
compared  with  those  of  vascular  origin. 

The  patient  in  whom  this  murmur  was 
first  detected  was  later  subjected  to  aortog- 
raphy and  suspected  association  of  the  mur- 
mur with  thrombosis  of  the  terminal  aorta 
was  proven.  Since  that  time,  a consider- 
able number  of  opportunities  have  presented 
themselves  to  detect  and  study  this  murmur 
and  to  study  the  patients  from  the  viewpoint 
of  other  symptoms  and  signs.  Some  of 
these  patients  have  been  subjected  to  aorto- 
graphic  studies  proving  either  occlusion  of 
the  terminal  aorta  or  of  both  common  iliac 
arteries.  Nothing  but  a complete  occlusion 
seems  to  produce  the  murmur,  and  occlu- 
sion below  the  level  of  the  common  iliac 
arteries,  such  as  bilateral  thrombosis  of 
the  femoral  arteries  will  not  produce  the 
murmur  described  above.  While  a murmur 
may  be  heard  just  above  the  occlusion  in  a 
femoral  artery  (just  above  Poupart’s  liga- 
ment) it  is  not  transmitted  any  place,  espe- 
cially to  the  back. 

The  presence  of  the  characteristic  mur- 
mur over  the  lumbar  spine  can  be  accepted 
as  significant  of  occlusion  of  the  terminal 
aorta  or  of  both  common  iliac  arteries.  This 
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information  is  valuable,  even  though  the  sur- 
geon feels  he  also  should  make  aortographic 
studies.  The  aortographic  study  may  show 
nothing  about  the  point  of  occlusion  or  its 
completeness  that  is  not  apparent  from  the 
presence  of  the  characteristic  murmur,  but 
it  usually  gives  information  as  to  the  ex- 
tent of  collateral  circulation  that  has  de- 
veloped and,  perhaps,  other  important  items. 
As  judged  from  the  current  literature,  it 
seems  that  aortography  is  being  used  less 
than  formerly,  and  reliance  is  being  placed 
on  other,  less  dangerous  and  discomfiting 
procedures  that  furnish  adequate  informa- 
tion. 

Summary 

In  complete  occlusion  of  the  terminal 
aorta  or  of  both  common  iliac  arteries  a 


systolic  murmur  of  distinctive  character 
usually  (probably  always)  can  be  heard 
over  the  spinous  processes  of  the  lumbar 
vertebrae.  It  usually  is  best  heard  over  the 
spinous  processes  of  the  lumbar  2,  3,  and  4 
but  also  may  be  detected  over  lumbar  5 and 
the  upper  sacrum,  as  well  as  over  dorsal  11, 
12,  and  lumbar  1. 

The  presence  of  this  musical  murmur  al- 
most certainly  signifies  complete  occlusion 
of  the  terminal  aorta  or  of  both  common 
iliac  arteries.  Knowing  this,  the  surgeon 
may  prefer  to  obtain  additional  information 
by  way  of  aortography  or  by  other  special 
studies;  but,  in  some  instances,  it  is  con- 
ceivable that  the  conclusions  drawn  from  the 
presence  of  this  murmur  may  be  adequate 
in  planning  future  therapy  or  management. 


“I  am  writing  this  because  the  NIH,  the  medical  schools,  and 
their  scientists  seem  to  be  heading  for  trouble.  It  is  time  to  discuss 
their  problems  openly.  It  comes  to  this:  Until  recently,  the  amount 

of  money  available  to  support  research  was  so  small  nobody  really 
cared  what  was  done  with  it.  Now,  considering  all  sources  of  sup- 
port, it  has  passed  the  billion  mark,  and  many  feel  great  concern. 
And  rightly  so.  It  is  true  that  insufficient  thought  has  been  given  to 
the  long-range  effects  of  this  amount  of  money  on  both  research 
and  medical  schools.  There  has,  for  example,  been  deep  concern 
that  medical  teaching  and  the  clinicians  are  being  swamped  by  re- 
search. This  was  predicted  as  a result  of  the  still-prevailing  notion 
that  all  medical  research  must,  of  necessity,  be  done  in  medical 
schools.”  (From  an  editorial  by  Irvine  H.  Page  in  Modern  Medicine, 
April  29,  1963,  pp.  69  ff). 
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WHAT'S  NEW  in 


Obstetrics  and  Gynecology* 


This  afternoon’s  discussion  of 
“What’s  New”  in  obstetrics  and 
gA’necologj'  will  be  limited  to 
several  major  advances  which  I feel  are  of 
vital  interest  to  the  general  practitioner. 

The  Incompetent  Cervix 

The  first  one  I shall  consider  is  known 
as  the  “Incompetent  Cervix.’’  Usually,  we 
think  of  abortion  as  occurring  within  the 
first  trimester  of  pregnancy.  There  has 
been  a gi*eat  deal  in  the  literature  for  many, 
many  years  regarding  the  treatment  for 
spontaneous  abortion.  However,  only  in  re- 
cent years  has  much  attention  been  turned 
to  the  problem  of  “late  abortion.’’  By  this 
we  mean  abortion  taking  place  during  the 
middle  trimester,  the  4th,  5th,  and  6th 
months.  It  is  with  this  latter  group  that 
we  are  concerned  in  the  present  discussion. 
The  patient  who  aborts  during  this  time 
will  usually  begin  with  a spontaneous  rup- 
ture of  the  membranes,  followed  within  a 
very  short  time  by  passage  of  a previable 
fetus.  Occasionally,  there  is  a feeling  of 
pressure  or  slight  vaginal  spotting  previous 
to  the  onset  of  ruptured  membranes. 

This  same  patient  may  give  a history  of 
having  been  able  to  carry  previous  preg- 
nancies up  to  the  middle  trimester  only  to 
have  lost  them  during  this  time.  The  pa- 
tient may  also  give  a history  of  having  had 
a previous  difficult  labor  so  that  some  in- 
jury resulted  to  the  cervix,  or  previous  his- 
tory of  one  or  more  curettings.  The  incom- 
petency of  the  cervix  can,  however,  be  from 
a congenital  weakness  in  the  area  of  the 
internal  os. 

An  incompetent  ceiwix  merely  means  that 
the  cervix  is  not  competent  enough  to  retain 
a pregnancy  to  term.  The  cervix  itself  is  so 
weak  that  the  increasing  weight  of  the 
pregnancy  forces  a continuous  effacement 
and  dilatation,  lacking  the  strength  to  hold 
the  enlarging  products  of  conception.  Hence, 
after  a certain  stage  of  pregnancy  is 
reached  the  cervix  gives  way  and  the  preg- 
nancy terminates. 

When  the  patient  is  not  pregnant,  an  in- 
sight into  this  condition  may  be  obtained  by 
the  ability  to  introduce  a Xo.  8 Hegar  Dila- 
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tor  into  the  cervix  vcithout  resistance.  Dur- 
ing pregnancy  (previous  to  the  onset  of 
spontaneous  rupture  of  the  membranes) 
this  condition  may  be  recognized  by  actual 
visualization  of  the  ceiwix,  noting  a dilata- 
tion with  a bulging  bag  of  waters.  Almost 
without  exception,  however,  the  physician 
is  not  aware  of  this  condition  unless  the  pa- 
tient has  experienced  previous  similar  diffi- 
culty. 

The  treatment  is  to  reinforce  the  area  of 
the  internal  os  by  means  of  a purse  string 
suture.  This  is  done  by  reflecting  the  blad- 
der superiorly  and  actually  placing  a IMer- 
silene  suture  around  the  cervix,  immedi- 
ately beneath  the  mucosa.  This  is  done  in 
the  hospital  under  either  general  or  local 
anesthesia.  The  tightening  of  the  suture 
automatically  closes  the  defect  in  the  ceiwix. 
The  patient  then  remains  in  the  hospital 
from  three  to  seven  days  at  bed  rest  in  order 
not  to  irritate  the  operative  site  any  more 
than  is  absolutely  necessary.  During  this 
time  the  patient  is  placed,  prophylactically, 
on  antibiotics  and  high  doses  of  progester- 
one. She  is  then  allowed  to  return  to  lim- 
ited activity  at  home  throughout  the  rest  of 
her  pregnancy.  Weekly  visits  are  recom- 
mended with  frequent  visualization  of  the 
cervix.  It  will  be  noted  on  examination  that 
the  presenting  part  of  the  infant  comes  to 
lie  directly  on  the  suture.  After  the  patient 
has  been  carried  to  approximately  38  weeks, 
cesarean  section  is  undeidaken  if  she  desires 
future  pregnancies.  In  the  event  that  no 
further  pregnancies  are  anticipated,  the  su- 
ture may  be  cut  and  removed  after  which 
the  patient  is  allowed  to  deliver  vaginally. 

The  Small  Baby  Syndrome 

I would  like  now  to  consider  another  en- 
tity which  is  receiving  more  and  more  atten- 
tion. This  is  the  “small  baby  syndrome” 
caused  by  placental  insufficiency.  We  have 

•Presented  before  Omaha  Mid-West  Clinical  Society,  29th 
Annual  Session,  November.  19C1. 
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, all  delivered  infants  whom  we  felt  certain 
' were  at  term  but  yet  were  classified  as  pre- 
I mature  at  the  time  of  delivery.  Our  obvi- 
! ous  reaction  was  a miscalculation  in  the  due 
I date.  However,  in  the  present  condition  a 
baby  may  be  delivered  which,  by  current 
I standards,  is  premature,  and  yet  by  actual 
! calculations  is  a full  term  infant.  Inasmuch 
, as  the  fetal  loss  with  this  condition  is  ap- 
: proximately  40  per  cent,  it  behooves  all  of 

us  to  be  aware  of  this  entity  for  its  recogni- 
zation,  and  adoption  of  the  altered  conduct 
of  labor  that  is  necessary,  which  may  in- 
crease the  infant  survival  rate.  This  condi- 
tion is  actually  caused  by  fibrosis  and  in- 
farction in  the  placenta  which  prevents  an 
I adequate  amount  of  nutrition  and  oxygen 
from  reaching  the  baby.  Hence  the  fetus 
develops,  but  at  a slower  rate  than  normal. 

I This  entity  may  first  be  noted  at  approxi- 
, mately  31  weeks  of  gestation.  The  height  of 
the  fundus  by  MacDonald  measurement  ap- 
pears to  stay  consistently  below  normal  for 
the  rest  of  the  gestation.  The  actual  growth 
: of  the  fundus  is  usually  within  normal  lim- 

' its  up  to  this  period.  This  is  the  prime  cri- 
' terion  by  which  we  may  suspect  this  entity. 

Approximately  one-third  of  these  patients 
j will  have  a toxemia  so  that  this  is  one  other 
1 reason  for  suspicion.  Actual  confinnation 
I of  this  condition  will  not  be  made  until 
; after  delivery  at  which  time  a baby  weigh- 
ing less  than  five  pounds  and  8 ounces  and 
a small  placenta  will  be  noted.  However, 
in  anticipation  of  this  the  importance  lies 
' in  the  conduct  of  labor.  The  following  is 
the  recommended  management  in  these  pa- 
^ tients : 

I 1.  The  labor  should  be  conducted  accord- 
ing to  the  general  principles  appro- 
I priate  for  a premature  baby. 

' 2.  The  fetal  heart  rate  should  be  ob- 

served every  15  minutes  and  any  fall 
in  the  rate  below  110,  or  rise  above 
160,  should  immediately  alert  the  ob- 
stetrician. The  mother  should  receive 
inhalations  of  oxygen  below  or  above 
these  levels. 

3.  Little  or  no  sedation  should  be  used 
during  labor. 

4.  The  delivery  should  be  conducted  un- 
der either  local  or  spinal  anesthesia  to 
protect  the  baby. 

5.  Cesarean  section  should  be  done  ac- 
cording to  true  obstetrical  reasons 
as  in  any  other  type  of  condition,  but 


careful  attention  paid  to  receiving 
preoperative  sedation.  If  these  babies 
survive,  a normal  development  may 
be  expected. 

Cancer 

I would  like  to  turn  now  to  a different 
field ; cancer  in  the  female.  During  the 
past  few  years  there  has  been  a very  marked 
emphasis  placed  on  routine  Papanicolaou 
screening  for  cervical  cancer.  Consequent- 
ly, there  has  been  a large  increase  in  the 
discovery  of  relatively  early  cervical  car- 
cinomas. Let  us  consider  the  group  known 
as  in-situ  carcinomas.  In-situ  cancer  is 
known  as  cancer  which  is  limited  to  the 
very  superficial  layer  of  the  epithelium. 
Here  there  is  no  invasion  beyond  the  base- 
ment membrane.  For  a good  many  years, 
adequate  treatment  was  considered  to  be 
one  of  a number,  so  that  the  practitioner 
could  actually  take  his  choice.  These  treat- 
ments consisted  of : ( 1 ) radical  hysterec- 
tomy, (2)  simple  total  hysterectomy,  (3) 
conization  of  the  cervix,  and  (4)  radium. 
Not  only  from  the  United  States  but  from 
the  entire  world  have  come  reports  of  recur- 
rence of  cervical  carcinoma  following  treat- 
ment limited  to  the  cervix.  By  local  Heat- 
ment,  I mean  cauterization  of  the  cervix, 
conization  of  the  cervix,  cervical  amputa- 
tion, and  so  forth.  The  rate  of  recurrence 
is  running  between  five  and  eight  per  cent. 
We  know  by  examining  the  uterus  after 
complete  hysterectomy  for  in-situ  cancer 
that  approximately  one-third  of  these  pa- 
tients show  minute  areas  of  invasion  be- 
neath the  basement  membrane.  Actually 
they  have  a true  invasive  cancer,  although 
biopsy  previously  had  shown  only  the  pres- 
ence of  an  in-situ  cancer.  Likewise,  it  has 
been  well  shown  that  in  approximately  six 
per  cent  of  the  patients  with  an  in-situ 
lesion,  there  is  a concurrent  in-situ  cancer 
of  the  vaginal  vault.  Hence  today,  the  treat- 
ment which  is  almost  universally  accepted 
is  total  abdominal  hysterectomy  with  a very 
adequate  removal  of  the  upper  vagina. 
Usually  we  think  of  in-situ  cancer  as  be- 
ing treated  by  “total  abdominal  hysterec- 
tomy.” I would  like  to  emphasize  that  this 
is  not  adequate  treatment  for  this  condition. 
The  original  work  of  TeLind,  at  Johns  Hop- 
kins University,  strongly  emphasized  that 
the  treatment  of  this  disease  should  include 
the  removal  of  the  upper  vagina.  However, 
physicians  quickly  dismissed  his  recommen- 
dations of  cuff  removal  and  merely  stated 
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(and  incidentally  still  do)  that  the  treatment 
of  this  disease  is  by  total  abdominal  hyster- 
ectomy. It  is  by  doing  merely  a total  hys- 
terectomy that  we  are  going  to  see  more  and 
more  recurrences  of  carcinoma  in  the 
vaginal  vault.  The  only  proper  treatment  is 
to  do  a more  radical  type  of  hysterectomy 
and  remove  at  least  the  upper  2 to  3 cm. 
of  vagina. 

There  are  certain  extenuating  circum- 
stances in  the  treatment  of  this  disease  that 
occasionally  come  into  play.  In  the  patient 
who  is  markedly  debilitated  and  a major 
abdominal  procedure  would  be  contraindi- 
cated, the  use  of  radium  without  any  ex- 
ternal X ray  would  be  perfectly  justifiable. 
Likewise  in  the  young  w'oman  w^ho  is  de- 
sirous of  future  pregnancies  a wide  coniza- 
tion would  be  perfectly  acceptable  treat- 
ment. It  must  be  emphasized  how^ever,  that 
the  patient  should  be  aware  of  the  risks  in- 
volved, and  likewise  the  attending  physician 
should  be  keenly  aw'are  of  his  responsibility 
for  a very  careful  followuip  at  regular  inter- 
vals, including  repeated  Papanicolaou 
smears. 

I wmuld  like  now'  to  turn  our  attention  to 
the  upper  part  of  the  uterus  and  consider 
primarily  the  present  day  treatment  of  endo- 
metrial cancer.  The  w'ell  established  treat- 
ment for  this  condition,  up  until  ten  years 
ago,  w'as  radium  and  X ray  follow'ed  in  six 
w’eeks  by  a pan-total  hysterectomy.  Begin- 
ning approximately  ten  years  ago,  and  cham- 
pioned primarily  by  McKelvey  at  Minnesota, 
the  treatment  of  this  disease  began  shifting 
to  surgery  alone  with  veiy  little  emphasis 
being  placed  on  pre-  or  postoperative  radia- 
tion. Finally,  therapy  is  now'  becoming 
more  or  less  equalized  to  the  point  w'here  it 
is  being  governed  primarily  upon  the  extent 
of  the  disease  rather  than  an  out  and  out 
statement  as  to  general  treatment.  At  this 
time  I w'ould  like  to  outline  for  you  our  ow'n 
treatment,  w'hich  w'e  think  reflects  the  con- 
sensus of  opinion  of  the  majority  of  gjme- 
cologists  throughout  the  country. 

First,  let  us  take  the  case  of  a patient 
having  a normal  sized  uterus;  by  this  W'e 
mean  it  is  noiTnal  by  pelvic  examination. 
Substantiation  of  the  size  of  the  utei’us 
should  be  obtained  by  sounding  the  uterine 
cavity.  It  should  sound  no  deeper  than  three 
inches,  w'hich  w'e  consider  nonnal  for  the 
average  w'oman.  There  is  no  evidence  of 
extension  of  disease  anyw'here  in  the  vaginal 
vault  or  beyond  the  primary  site.  In  other 


w'ords,  this  is  the  case  of  a patient  having 
endometrial  cancer  proven  by  dilatation 
and  curettage  but  having  a completely  nega- 
tive pelvic  examination.  Here,  adequate 
treatment  is  a total  abdominal  hysterectomy 
w'ith  bilateral  salpingo-oophorectomy.  There 
is  no  need  for  any  tj'pe  of  radiation  therapy. 

Let  us  next  take  the  case  of  a patient  W'ho 
has  an  enlarged  uterus.  The  degree  of  en- 
largement itself  is  relatively  unimportant 
as  regards  the  mode  of  treatment.  The  en- 
largement is  confirmed  by  sounding  the 
uterine  cavity  and  finding  it  to  be  of  great- 
er depth  than  considered  normal.  A frac- 
tional curetting  should  be  done.  By  this  W'e 
mean  that  the  endocervical  canal  is  curetted 
first.  These  curettings  are  sent  as  one 
specimen  to  the  pathologist.  The  endo- 
metrial cavity  is  then  curetted  and  sent  as  a 
separate  specimen.  In  this  patient  the 
pathological  report  should  confirm  the  fact 
that  the  cancer  does  not  involve  the  endo- 
cei’\’ical  canal.  In  this  patient  w'e  feel  that 
preoperative  radiation  should  be  given.  This 
irradiation  should  ahvays  include  radium 
and,  w'henever  possible,  X ray.  The  use  of 
X ray  is  governed  by  the  size  of  the  w'oman. 
If  she  is  relatively  thin,  every  effort  should 
be  made  to  utilize  external  therapy.  How'- 
ever,  endometrial  cancer  is  commonly  asso- 
ciated W'ith  obesity  and  the  addition  of  X ray 
here  offers  no  benefit.  The  dosage  of  X ray 
delivered  varies  inversely  as  the  square  of 
the  distance.  Hence,  in  any  patient,  as  the 
obesity  increases  only  slightly,  the  amount 
of  X rays  delivered  falls  off  quite  rapidly. 
Thus,  there  is  an  inability  to  deliver  a suffi- 
ciently high  dosage  of  X rays  to  the  cancer 
bearing  ai'ea  in  a large  w'oman.  The  avei'- 
age  w'oman  w'ill  measure  approximately  20 
cm.,  in  the  anterior-posterior  diameter  of 
the  pelvic  region.  It  is  a very  simple  matter 
to  measure  w'ith  calipers  this  diameter  in  a 
patient.  An  estimate  of  this  distance  can 
likew'ise  be  gained  w'ith  a regular  ruler. 
As  this  diameter  increases,  the  amount  of 
radiation  delivered  to  the  cancer  bearing 
area  bj'  X rays  diminishes.  Hence,  w^e  feel 
that  any  patient  having  a measurement 
greater  than  28  cm.  w'ould  not  receive  suffi- 
cient radiation  from  X rays  to  be  of  benefit. 
It  is  in  these  patients  that  w'e  dispense  w'ith 
X ray  and  depend  entirely  upon  radium, 
follow'ed  in  4 to  6 w'eeks  by  a pan-total  hys- 
terectomy. 

A third  type  of  patient  w'ould  be  similar 
to  the  above  w'ith  one  exception  — cancer 
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is  found  involving  the  endocervical  region. 
If  this  is  present,  even  though  cancer  or- 
iginated in  the  fundus  of  the  uterus,  we  be- 
lieve that  she  should  receive  treatment  sim- 
ilar to  that  given  for  a cervical  carcinoma. 
This  is  because  once  the  cancer  has  involved 
the  cervix  it  will  then  spread  similar  to  a 
ceiTical  cancer  in  addition  to  spread  as  an 
endometrial  cancer.  It  is  our  present  feel- 
ing that  in  treating  this  as  a cervical  can- 
cer, the  use  of  X ray  and  radium  itself  is 
inadequate  treatment.  These  patients,  in 
addition  to  this,  should  be  given  the  bene- 


fit of  a radical  hysterectomy  and  pelvic 
lymph  node  dissection. 
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We  need  to  improve  and  extend  research  in  every  area  and  at 
every  level.  In  particular  we  need  a strong  and  productive  phar- 
maceutical industiy  capable  of  producing  and  refining  drugs  that 
are  far  better  than  we  have  today.  We  need  to  extend  and  strengthen 
Government  regulation  of  the  industry  to  the  end  that  the  public 
be  more  fully  protected  against  dangerous  or  counterfeit  drugs, 
or  those  that  are  made  by  a fly-by-night  organization  in  unsanitary 
conditions  ...  We  also  need  to  support  strongly  those  industrial 
organizations  which  take  pride  in  their  reputations,  which  order 
their  relations  with  the  profession  on  a high  plane,  and  which 
do  the  main  heavy  job  of  translating  scientific  knowledge  into 
sound  and  useful  draigs.  — Dr.  Vannevar  Bush  to  Association  of 
Military  Surgeons. 
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SPECIAL  ARTICLE  : 


New  Standards  For  Admission 

to  the 

UNIVERSITY  OF  NEBRASKA  MEDICAL  COLLEGE 


Almost  a year  ago  the  Curricu- 
lum Commitee  invited  over 
thirty  members  of  the  faculty 
to  a special  two  day  meeting  to  evaluate 
the  goals  and  methods  of  education  at  the 
University  of  Nebraska  College  of  Medi- 
cine. Special  subcommittees  were  appoint- 
ed from  this  group  and  a central  steering 
committee^  was  designated.  These  commit- 
tees were  charged  with  exploring  and  bring- 
ing back  recommendations  in  these  five 
areas:  Premedical  Education,  Educational 
IMethods  and  Training,  Environment  for 
Learning,  Interdepartmental  Communication 
and  Curriculum  Analysis  in  Other  Medical 
Schools.  Twice  more  these  subjects  were  de- 
bated in  special  “retreats,”  the  last  includ- 
ing the  whole  faculty. 

Up  to  the  present  time,  only  one  of  the  re- 
ports of  these  subcommittees  has  been  adopt- 
ed formally  by  the  faculty.  The  report  which 
follows  will  become  effective  with  publica- 
tion of  the  new  Bulletin  of  the  college  in 
1963.  However,  a “lag  period”  for  adjust- 
ment over  the  next  three  or  four  years  will 
make  special  considerations  necessary  for 
each  candidate  during  that  time. 

The  major  changes  brought  about  are 
these.  In  the  general  considerations  in  plan- 
ning a medical  education,  the  position  is  tak- 
en that  the  educational  process  through  high 
school,  undergi’aduate  college,  medical  col- 
lege, postgraduate  education,  and  even  the 
“lifetime  of  learning”  shall  be  considered 
as  one  long  continuing  course.  Furthermore, 
the  faculty  has  set  forth  what  it  considers 
are  the  basic  goals  up  to  the  time  of  grad- 
uation from  medical  college.  The  prospec- 
tive medical  student  and  his  advisors  will 
do  well  to  read  these  considerations  carefully, 
for  each  idea  therein  has  been  thoughtfully 
debated  by  the  faculty. 

For  the  first  time,  requirements  for  spe- 
cific premedical  course  material  have  been 
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eliminated.  While  it  is  expected  that  pros- 
pective students  will  closely  follow  the  rec- 
ommendations in  their  high  school  and  col- 
lege course  choices,  the  Admissions  Commit- 
tee may  exercise  its  option  to  accept  students 
who  have  not  fully  complied  with  all  of  the 
suggested  courses. 

Assuredly  a student  who  has  creditably 
undertaken  these  courses  will  be  in  a better 
position  to  be  admitted  to  the  College  than 
one  who  has  not,  other  things  being  equal. 
Further,  the  Admissions  Committee  has  full 
authority  to  defer  admission  of  an  applicant 
when,  in  its  judgment,  he  should  take  some 
of  the  recommended  courses  which  he  has  so 
far  omitted.  A high  level  of  scholarship  is 
still  expected  but  no  specific  minimal  gi’ade 
point  level  has  been  designated. 

A second  major  suggestion  embodied  in 
these  recommendations  is  an  enlarged  oppor- 
tunity for  elective  courses.  This  is  in  keep- 
ing with  the  recognition  of  the  embryo 
physician’s  need  to  develop  judgment  and 
responsibility  for  his  own  learning. 

Of  even  greater  importance,  the  commit- 
tee believes  the  applicant  should  demonstrate 
ability  to  pursue  a subject  area  in  college 
intensively  so  that  he  may  be  excited  by  the 
love  of  scholarship  and  continue  to  deal  in 
depth  rather  than  superficially  with  his  ma- 
terial. 

Some  college  subjects  have  been  empha- 
sized over  those  formerly  listed  as  require- 
ments. These  are : English,  including  compo- 
sition, biology,  physics,  mathematics,  the  hu- 
manities and  behavioral  sciences.  The  fac- 
ulty has  done  this  in  recognition  of  the  gi'ow- 
ing  complexity  and  change  in  the  methodol- 
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ogy  of  scientific  medicine,  as  well  as  the  in- 
creasing significance  of  the  preventive  as- 
pects of  health  care,  the  development  of 
health  organizations  in  and  out  of  govern- 
ment, and  the  problems  of  increasing  lon- 
gevity in  our  patients. 

Other  subjects,  because  of  limitation  of 
time,  seem  to  have  been  deemphasized.  In- 
creasingly, language  courses  are  being  giv- 
en in  high  schools  at  a level  formerly 
achieved  only  in  college.  A college  student 
might  well  be  advised  to  pursue  a language 
in  depth,  which  he  had  already  begun  to 
study  in  high  school,  rather  than  gain  a 
smattering  knowledge  of  a new  foreign  lan- 
guage. The  recommendations  bear  the  in- 
junction that  the  student  must  not  forget 
that  foreign  language  study  is  still  a re- 
quirement for  most  bachelor’s  degrees  and 
for  entry  into  graduate  colleges  for  the  de- 
gree of  Doctor  of  Philosophy. 

Students  are  urged  to  consult  their  ad- 
visors so  that  they  do  not  duplicate  courses 
which  will  be  given  again  in  the  medical 
college.  In  case  of  doubt  the  advisor  may 
write  the  Medical  College  directly.  While  it 
is  possible  that  by  completig  such  courses, 
he  might  temporarily  compete  more  favor- 
ably with  his  medical  classmates,  experience 
has  often  shown  that  the  student  tends  to 
“coast  along”  the  second  time  in  the  course 
and  may  actually  accomplish  less.  More  im- 
portantly, however,  his  time  could  be  better 
spent  in  subjects  not  duplicated. 

A new  opportunity  is  open  to  the  exception- 
al or  brilliant  student  to  enter  medical  col- 
lege at  the  end  of  two  years.  Quite  often 
such  able,  well-motivated  students  will  have 
demonstrated  in  two  years  a level  of  knowl- 
edge and  maturity  that  others  may  not  have 
achieved,  even  in  four  years.  It  would  be 
hoped  that  this  unusual  student  might  con- 
tinue his  broad  education  in  the  summer  holi- 
days or  even  concurrently  with  his  medical 
courses.  This  “saving”  of  time  of  one,  two, 
or  more  years  should  allow  him  to  pursue 
additional  graduate  study  after  medical  col- 
lege, when  hopefully  he  could  contribute  in 
a major  way  to  the  body  of  scientific  knowl- 
edge. In  no  case  will  this  option  be  peiTnit- 
ted  simply  because  the  medical  college  appli- 


cant is  older  or  for  reason  of  financial  limi- 
tation. 

A brief  sentence  is  allotted  to  English  and 
composition  in  the  recommendations.  The 
faculty  has  emphasized  repeatedly  that  med- 
ical students  and  physicians  generally  do 
not  communicate  as  well  as  they  ought.  The 
ability  to  express  ideas  and  knowledge  clear- 
ly is  a mark  of  the  educated  man  and  is  es- 
sential to  the  scholarly  physician.  This  fail- 
ing on  the  part  of  the  medical  students  has 
been  more  often  the  source  of  complaint  by 
the  faculty  than  any  other  aspect  of  the  pre- 
medical college  preparation. 

The  following  general  considerations  and 
recommendations  are  printed  verbatim  from 
the  forthcoming  Bulletin. 

General  Considerations  in  Planning  a 
Medical  Education 

The  educational  program  leading  to  the 
degree  of  Doctor  of  Medicine  begins  before 
the  student  enters  medical  school.  The  con- 
tent and  quality  of  his  professional  training 
are  vital.  It  is  essential  that  the  student 
and  his  advisors  have  a clear  understand- 
ing of  the  objectives  which  are  sought: 

The  course  of  study  in  the  College  of 
Medicine  is  designed  to  produce  an  unspe- 
cialized physician,  soundly  grounded  in  mod- 
ern science,  who,  after  a variable  period  of 
postgraduate  education  and  training,  is  com- 
petent to  enter  his  chosen  field  of  medicine. 
In  broad  scope,  medical  education  has  three 
end-products.  The  first,  in  terms  of  num- 
bers, is  the  practicing  physician.  In  addi- 
tion, the  medical  investigator  and  the  medical 
teacher  are  products  of  the  same  educational 
process.  All  three  are  essential  to  the 
growth  and  application  of  knowledge  in  the 
field  of  medicine.  Two  of  these,  the  prac- 
ticing physician  and  the  medical  teacher, 
must  be  capable  both  of  practicing  an  art 
and  of  applying  the  natural  sciences  to  medi- 
cine. Furthermore,  relatively  few  medical 
investigators  will  do  research  without  some 
responsibility  in  the  teaching  or  practice  of 
medicine.  The  Doctor  of  Medicine,  whether 
he  embodies  one  or  all  three  of  these  prod- 
ucts, deals  with  people  as  individuals  and  as 
a society.  The  art  of  applying  scientific 
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methods  in  the  presei*\*ation  of  health  and  in 
the  treatment  of  the  ill  requires  that  the 
physician  not  only  be  well  trained  in  these 
methods  but  also  well  aware  of  their  limita- 
tions. 

The  growing  complexity  of  our  society 
makes  it  increasingly  necessary  that  the 
physician  be  well  founded  in  the  human- 
ities which  put  him  in  touch  with  his  so- 
ciety, not  only  to  recognize  health  needs 
and  to  be  informed  of  available  facilities, 
but  also  to  gain  an  understanding  and  com- 
passion which  are  basic  to  the  art  of  heal- 
ing. The  rapid  development  of  medicine  as 
an  applied  science,  requiring  quantitative 
precision  and  analytical  reasoning  in  diag- 
nostic and  therapeutic  procedures,  is  also 
placing  an  increasing  premium  upon  excel- 
lence of  preparation  in  these  areas.  The 
minimum  educational  requirements  of  the 
past  are  no  longer  adequate. 

While  it  should  be  recognized  that  there 
is  almost  no  knowledge  or  experience  which 
cannot  be  of  value  to  one  preparing  for  the 
practice  of  medicine,  it  is  very  clear  that 
the  optimum  use  of  one’s  time  in  such  prep- 
aration can  be  realized  only  when  wise 
choices  are  made  on  the  basis  of  relative 
value.  With  time  at  a premium,  the  fact 
that  there  are  directions  of  emphasis  which 
are  definitelj'  more  helpful  than  others  is 
reason  enough  for  listing  recommendations 
for  admission  to  the  College  of  IMedicine. 
This  is  only  a beginning,  however,  and  many 
choices  of  electives  must  be  made  in  high 
school  and  college  to  complete  a good  prep- 
aration for  the  study  of  medicine.  Recom- 
mendations here  are  intended  not  to  exclude 
any  field  of  major  interest  but  rather  to 
point  to  areas  in  which  the  limited  available 
time  can  be  spent  most  advantageously.  Not 
only  is  the  area  of  study  to  be  considered 
but  also  the  academic  level.  When  more 
than  one  course  in  the  same  subject  is  of- 
fered, the  student  is  strongly  advised  to 
choose  the  more  substantial  rather  than  the 
more  elementary  course.  Occasionally,  a 
choice  for  a given  course  is  wisely  made  on 
the  basis  of  the  excellent  quality  of  instruc- 
tion and  the  depth  of  scholarship  involved 
irrespective  of  the  area  of  study. 

The  following  specific  educational  recom- 


mendations have  been  chosen  in  recognition 
of  the  fact  that  medicine  is  progi’essively  be- 
coming more  of  a quantitative  science  and 
less  of  an  empirical  art ; to  follow  adequately 
and  to  use  these  current  developments  the 
student  must  be  facile  with  quantitative  and 
analytical  methods.  However,  the  physician 
still  must  minister  to  the  needs  of  the  whole 
patient,  and  he  must  be  prepared  to  assume 
an  important  role  in  his  society.  Thus,  it  is 
imperative  that  the  student  acquire  a suffi- 
ciently broad  experience  to  meet  these  de- 
mands. 

Specific  Education  Recommendations 
High  School:  This  should  be  a strong  col- 
lege preparatory  course.  It  is  recommended 
that  the  student  complete  two  years  of  study 
in  a foreign  language,  four  years  of  English, 
and  as  much  mathematics  and  science  as  pos- 
sible. 

College  or  University:  A minimum  of  90 
semester  hours  (three  years  of  college  work) 
in  an  accredited  college  is  normally  re- 
quired. In  exceptional  circumstances,  60 
semester  hours  may  be  accepted.  To  provide 
an  opportunity  for  scholarship  in  depth,  the 
completion  of  a college  major  is  strongly  rec- 
ommended. The  completion  of  a bachelor’s 
degi'ee  is  desirable.  In  most  instances,  prep- 
aration for  medical  school  can  best  be 
achieved  by  including  the  following  courses: 

Course  Sem.  Hrs. 

Minimum 

Chemistry  14 

The  recommendation  is  for  two  se- 
mesters of  general  or  inorganic 
chemistry,  (analytical  chemistry 
may  seiwe  as  part  of  this  require- 
ment), and  a two-semester,  com- 
plete course  in  organic  chemistry. 

Biologj' 12 

Unless  biology  is  chosen  as  the  col- 
lege major,  it  is  pointed  out  that  ad- 
ditional electives  in  this  field 
which  may  significantly  duplicate 
courses  given  in  medical  school  are 
less  advantageous  to  the  student 
than  other  electives. 
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Physics - 8 

This  should  include  a complete 
course  in  physics.  The  student 
should  register  for  the  course  which 
is  commensurate  with  his  mathe- 
matical background  if  more  than 


one  is  available. 

English  12 

This  must  include  at  least  one  year 
of  composition. 

Mathematics  9 


This  should  include  material 
through  introductory  calculus.  Fa- 
miliarity with  statistics  and  with 
the  principles  of  computers  is  de- 
sirable. If  advanced  mathematics 
has  been  completed  through  four 
years  in  high  school,  this  college 
recommendation  may  be  modified. 

Foreign  Language 

It  should  be  noted  that,  although  no 
college  foreign  language  is  required, 
this  is  considered  a valuable  elec- 
tive. Also,  it  should  be  understood 


that  this  is  required  by  the  College 
of  Arts  and  Sciences  of  the  Univer- 
sity of  Nebraska  as  well  as  by 
most  other  colleges  for  the  bache- 
lor’s degree.  It  is  also  required  for 
the  degree  of  Doctor  of  Philosophy 
and  should  be  anticipated  by  any 
student  who  is  considering  the  pos- 
sibility of  doing  graduate  work. 

Electives 

The  student  is  urged  to  select 
courses  from  the  general  field  of  the 
humanities  and  behavorial  sciences 
and  not  to  limit  his  training  to  the 
above  scientific  subjects. 
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“Nobody  ever  got  any  younger,  because  if  they  had  I would  have 
heard  of  it,  and  maybe  bought  some.  So  what  a man  has  got  to 
do  is  take  a little  time  off  as  he  grows  older,  and  devote  the  waste 
space  to  remembering  the  things  he  did  that  he  maybe  won’t  ever 
do  again.  That’s  how  you  get  your  muscles  back.  It’s  also  a fine 
preventive  against  the  nervous  indigestion.  And  when  you  get  tired 
of  thinking  about  all  you’ve  done,  you  can  always  use  the  time 
thinking  about  what  you’d  like  to  do  in  the  future  . . .”  (Robert 
Ruark  in  “The  Old  Man  and  the  Boy,”  p.  187). 
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SPECIAL  CONTRIBUTION 


NEUROLOGIC  MANIFESTATIONS  of 

Metazoan  Infestation 

(Roundworm,  Tapeworm,  Fluke) 


(Second  Installment) 


In  the  first  installment  (May,  1963),  the 
author  briefly  considered  the  general  subject  of 
worms  as  invaders  of  man  and  the  distribution 
of  these  pathogens  throughout  the  world.  He 
then  took  up  the  various  round  worms  that  ore 
parasitic  in  man  and  described  the  frequency, 
character,  symptoms  and  findings  incident  to  in- 
volvement of  the  nervous  system. 

In  this,  the  second  and  final  installment,  the 
author  gives  the  same  consideration  to  trema- 
todes  and  cestodes.  The  reader  will  be  im- 
pressed by  the  possibility  of  poring  over  a pa- 
tient whose  findings  point  almost  exclusively  to 
the  nervous  system  as  the  primary  seat  of  dis- 
ease but  whose  occult  pathogenic  agent  is,  in 
fact,  an  infestation  by  some  kind  of  worm. 

—EDITOR 

TREMATODES  (Flukes) 

OF  ten  or  more  species  of  flukes 
which  regularly  infest  man, 
only  a few  directly  implicate 
the  nervous  system  with  any  frequency, 
namely  the  schistosoma  group  and  para- 
gonimus. 

Schistosomiasis 

This  infestation,  at  least  in  its  oriental 
form  (S.  japonicum),  became  known  to 
American  neurologists  during  and  immedi- 
ately following  World  War  II.  The  imma- 
ture worm  (cercaria)  enters  the  human  per- 
cutaneously  from  drinking,  bathing  or  wad- 
ing in  infested  waters  which  harbor  certain 
species  of  snails  necessary  for  the  life  cycle 
of  the  schistosome.  The  cercarias  penetrate 
to  venules,  are  swept  to  the  lungs  and  there- 
after desseminate  widely.  Only  those  reach- 
ing certain  venous  sites  suiwive,  mature, 
propagate  and  desseminate  ova.  Worms  are 
reported  capable  of  living  25  years  in  hu- 
mans. 

A localized  dermatitis  may  appear  within 
36  hours  after  exposure.  In  the  next  few 
days,  transient  pulmonary  and  allergic 
symptoms  may  appear.  In  a few  weeks  to 
several  months  the  “incubation  period”  is 
over,  ova  extrusion  and  deposition  com- 
mence and  the  patient  now  has  “acute  schis- 
tosomiasis” with  diarrhea,  fever,  tender 
liver,  inflammation  and  ulceration  of  intest- 
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inal  tract  or  bladder.  This  phase  gi’adually 
merges  into  the  chronic  stage  which  may 
last  many  years. 

Schistosoma  japonicum  occurs  in  China, 
Japan,  the  Philippines  and  Celebes.  It  must 
reach  the  intrahepatic  portal  circulation 
where  it  will  mature,  migrate  into  mesen- 
teric (superior  particularly)  venules  to  de- 
posit ova  in  the  intestinal  submucosa  and 
mucosa.  Many  ova  are  sloughed  into  the 
intestinal  tract;  some  are  carried  back  into 
the  hepatic  portal  venules.  Occasional 
worms  find  their  way  into  vena  caval  tribu- 
taries or  paravertebral  veins,  depositing 
ova  here.  Liver  and  gastrointestinal  symp- 
toms become  prominent. 

Schistosoma  mansoni  occurs  in  the  Nile 
delta,  across  middle  Africa,  northeast  Bra- 
zil, the  northern  coast  of  South  America 
and  Caribbean  Islands.  A 10  per  cent  in- 
cidence is  reported  among  Puerto  Ricans. 

Schistosoma  haemotobium  occurs  in  wide 
portions  of  Africa,  Arabia,  southwest  Asia 
and  Madagascar.  It  is  quite  common  in  the 
Nile  valley.  Unlike  the  other  two  species, 
these  worms  grow  particularly  in  vesical 
and  pelvic  venous  plexuses,  occasionally  in 
portal  veins.  The  lower  urinary  tract  bears 
a great  deal  of  the  pathologic  alteration, 
with  sloughing  and  ulceration.  Thirty  to 
50  per  cent  of  autopsies  in  groups  of  Afri- 
cans disclosed  ova  in  brains.  Only  one  case 
however  was  known  to  have  cerebral  symp- 
toms. Few  or  scattered  ova  appear  to  re- 
sult in  no  clinical  changes. 

The  ova  of  schistosoma  spread  to  the 
brain  or  spinal  cord  in  small  but  regular  in- 
cidence. S.  japonicum  usually  features 
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cerebral  involvement,  S.  haematobium  is 
more  likely  to  spread  to  the  spinal  cord. 
Cerebral  or  cord  involvement  are  less  often 
seen  with  S.  mansoni,  cerebral  implication 
being  rare. 

The  overall  incidence  of  cerebral  schis- 
tosomiasis with  S.  japonicum  appears  to  be 
between  two  to  four  per  cent.  In  these  sta- 
tistics, however,  distinction  is  not  made  be- 
tween the  acute  stage  and  the  chronic  stage. 
The  acute  stage  occurs  typically  a few 
weeks  or  months  after  exposure  with  the 
initial  deposition  of  ova  from  the  newly  ma- 
tured worms.  As  the  host  accomodates 
somewhat  to  this  invasion,  the  c/^romc 
stage  appears,  several  months  or  even  sev- 
eral years  after  exposure.  (The  two 
“stages”  often  merge  imperceptibly). 

The  acute  symptomatology,  occurring 
with  initial  deposition  of  ova,  is  manifested 
by  diarrhea,  hepatosplenomegaly,  abdominal 
pain,  fever,  urticaria,  cough  and  eosino- 
philia.  A wide  range  of  cerebral  symptoms 
(“encephalitis”)  may  appear  at  this  time 
and  many  authorities  believe  the  involve- 
ment is  as  much  toxic  as  invasive.  Fever 
and  neurologic  features  usually  subside  in 
two  weeks. 

The  chronic  symptomatology  occurs  be- 
latedly, typically  four  months  to  four  years 
after  infection.  Without  heavy  infestation, 
the  individual  may  have  survived  the  hepatic 
and  intestinal  damage  — with  incomplete 
or  seemingly  complete  recovery  — only  to 
have  a deposition  of  ova  appear  in  the  brain. 
The  cerebral  involvement  is  focal  or  multi- 
focal. Headaches,  convulsions  (commonly 
focal)  and  various  cerebral  deficits  appear. 
Without  diagnostic  clues  or  suspicion,  the 
condition  is  often  thought  due  to  brain  tu- 
mor. 

Air  studies  or  arteriography  in  the  chron- 
ic stage  may  delineate  a single  mass,  multi- 
ple masses,  atrophy,  or  masses  plus  atrophy. 
The  EEG  tracing  often  discloses  more  than 
one  focus  of  abnormality.  Eosinophilia, 
ova  in  stools  and  spinal  fluid  findings  are 
often  lacking  at  this  stage.  Scrapings  or 
biopsy  from  sigmoidoscopic  examination  .are 
often  valuable.  Occasionally  a cerebral  bi- 
opsy is  necessary.  Skin  tests  and  comple- 
ment-fixation tests  are  available. 

Pathologic  study  demonstrates  marked  in- 
flammatory granulomatous  reaction  due  to 
egg  deposition.  Eosinophilic  abscesses, 
pseudotubercles,  granulomatous  masses,  fi- 


brosis and  gliosis  occur.  The  surrounding 
cerebral  edema  is  an  important  factor  in 
producing  clinical  symptoms.  Commonly, 
several  granulomatous  masses  are  seen  al- 
though only  one  may  have  been  outstand- 
ingly symptomatic.  Occasionally,  patches 
of  microgranulomas  are  prominent.  In- 
volvement is  chiefly  subcoidical  in  occipital, 
parietal  and  posterior  temporal  regions. 

There  has  been  some  evidence  to  suggest 
that  adult  worms  may  find  their  way  to 
cerebral  venous  sites  (Chang,  Faust). 

Spinal  schistosomasis  is  most  commonly 
due  to  S.  haematobium,  then  S.  mansoni  and 
least  commonly  due  to  S.  japonicum.  The 
dorsal  cord  is  most  commonly  involved,  lum- 
bar cord  or  cauda  equina  next  most  com- 
monly. An  intramedullary  granulomatous 
mass  is  found  in  most  instances.  Some  re- 
ports, however,  describe  a surgical  removal 
of  a subdural  (or  subarachnoid)  mass. 

Treatment  has  not  changed  over  many 
years:  fuadin  (Stibophen)  intramuscularly 
and  potassium  (or  sodium)  antimony  tar- 
trate intravenously.  Anticonvulsant  medi- 
cations are  used  for  seizures.  Reduction  of 
cerebral  edema  may  be  an  important  consid- 
eration. 

Unless  reinfestation  occurs,  these  patients 
often  make  remarkable  recoveries  with  early 
treatment. 

Paragonimiasis 

Infestation  with  Paragonimus  westermani 
is  common  in  the  Orient,  particularly  in 
Japan,  China,  Manchuria,  Formosa,  Korea, 
Philippine  Islands,  Southeast  Asia  and 
eastern  India.  It  may  be  found  through 
Malaya  and  the  East  Indies,  through  New 
Guinea  over  into  Samoa.  It  is  reported  also 
in  the  Congo,  Nigeria,  and  occasionally  in 
South  America  (Peru,  Ecuador).  In  some 
areas  it  provides  a major  public  health  prob- 
lem. It  is  transmitted  to  man  by  long  tra- 
ditional gastronomic  customs  in  these  lands 
which  consist  of  raw  (albeit  variously  salt- 
ed, soaked  or  “marinated”)  crab  or  crayfish 
(occasionally  other  crustaceans  or  fish). 
Drinking  water,  too,  may  be  contaminated 
with  the  fluke  or  one  of  its  developing 
forms. 

The  ingested  cysts  disintegrate  to  liberate 
the  embryonic  form  (metacercaria)  in  the 
duodenum.  The  intestinal  wall  is  penetrat- 
ed and  the  metacercarias  migrate  through 
the  peritoneal  cavity,  through  the  dia- 
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phragni  to  the  lungs  where  they  mature  into 
adult  worms.  Some  wonns  stray  “ectop- 
ically”  into  a wide  distribution,  including 
mesentery,  gi'oin,  pleura,  liver  or  brain. 
Several  weeks  are  required  for  migi*ation 
and  maturation.  Sjunptoms  commonly  are 
referable  to  lungs,  abdomen,  hunph  nodes 
and  central  neiwous  system.  Next  to  the 
lung,  the  brain  is  the  most  frequent  site  in- 
volved, with  an  incidence  cited  variously 
from  16  to  60  per  cent.  Excepting  for  the 
neurologic  involvement,  the  disease  is  usual- 
ly benign  though  chronic,  with  pulmonaiy 
manifestations  outstanding. 

Symptoms  do  not  appear  until  1-27 
months  following  infestation.  Pulmonary 
sjTnptoms  usually  appear  first,  with  hemop- 
tysis or  rust-colored  sputum  as  a typical 
manifestation.  (In  the  Orient,  combined  in- 
fection with  tuberculosis  or  ascariasis  is  not 
rare).  The  clinical  pulmonaiy  picture  may 
suggest  bronchopneumonia,  bronchiectasis, 
fungal  infection,  or  tuberculosis. 

While  transport  of  ova  (shed  by  mature 
worms)  from  lungs  to  brain  likely  occurs, 
the  migi'ation  of  at  least  one  mature  worm 
to  the  brain  may  be  far  more  damaging. 
It  appears  likely  that,  during  migi-ation, 
some  woiTns  pass  through  the  lungs,  thence 
invading  temporal  or  occiptal  lobe.  For- 
tunately, the  number  of  adult  worms  mi- 
grating to  the  brain  is  small  and  their  sur- 
vival is  not  long  in  this  site.  However,  by 
their  very  presence  and  their  deposition  of 
ova  there,  considerable  damage  may  be  ef- 
fected. 

The  usual  clinical  picture  is  that  of  a fo- 
cal or  multifocal  cerebral  involvement  vith 
headaches,  con\"ulsions  (commonly  foca.1), 
and  focal  deficits  outstanding. 

Increased  intracranial  pressure  appears  in 
approximately  one-half  of  the  cases  and 
papilledema  in  about  15  per  cent.  In  some, 
a more  diffuse  meningo-encephalitic  clinical 
picture  is  prominent  in  the  beginning.  Con- 
fusional-delirious  states,  organic  mental 
changes  or  dementia  and  cranial  nerve  defi- 
cits are  also  described. 

Examination  of  sputum  (bronchial  aspir- 
ate, gastric  lavage)  for  ova  is  diagnostic  in 
a high  per  cent  of  cases.  Pleural  effusion 
may  likewise  disclose  ova  or  adult  worms. 
X-ray  evidence  of  pulmonaiy  involvement  is 
also  quite  frequent.  Skull  X rays  will  show 
intracerebral  calcification  in  30-40  per  cent, 
coiTelating  with  duration  of  the  disease. 


Eosinophilia  is  variable,  more  frequent  in 
early  or  acute  stage,  often  absent  in  late 
or  chronic  stage. 

Skin  tests  and  complement-fixation  tests 
of  spinal  fluid  are  available.  The  spinal 
fluid  reveals  nonspecific  changes  in  early  or 
acute  stages  of  illness  only.  One  or  more 
of  the  following  may  appear : 

Increased  pressure. 

Protein  up  to  2.50  mg. '^lOO  ml. 

Cells  up  to  160,  lymphocytes  predominant;  oc- 
casionally eosinophilia. 

Occasionally  ova. 

Air  studies  and  arteriography  may  assist 
to  define  granulomatous  masses  and  subse- 
quent sites  of  atrophy.  Electroencephalo- 
gi-aphic  (EEC)  tracings,  reported  as  nor- 
mal in  50  per  cent  of  one  series  with  cere- 
bral symptoms,  appear  to  only  confiinn  the 
presence  of  cerebral  pathosis,  at  most. 

In  a chronic  case,  cerebral  biopsy  may  pro- 
vide the  only  means  to  diagnosis. 

Spinal  cord  involvement  appears  in  small 
incidence,  at  times  concomitant  with  cere- 
bral lesions,  at  times  alone.  Epidural  gran- 
uloma or  abscess  appeared  more  common  in 
recently  reported  gi’oups  than  did  subdural 
or  intramedullaiy  lesions. 

Pathologic  study  suggests  that  lesions  oc- 
cur more  frequently  in  temporal,  occipital 
or  panetal  lobes  than  in  frontal  lobes  or 
cerebellum.  Lesions  are  usually  multiple 
due  to  worm  migrations,  common  in  both 
hemispheres  or  including  cerebellum. 
Chronic  arachnoiditis,  granulomatous  reac- 
tion and  chronic  abscess  formation  surround 
the  worm’s  passage  or  trail  of  ova.  Three 
stages  are  disceraed : 

1.  Acute,  exudative  stage  associated  with  the 
active  worm.  Tissue  destruction  occurs  and 
the  inflammatory  reaction  may  be  diffuse. 
This  is  often  clinically  manifested  as  the 
meningo-encephalitic  stage,  with  or  with- 
out focal  features. 

2.  Stage  of  cyst  formation.  Caseous  and  sup- 
purative abscesses,  cystic  granulomas  form. 
As  mass  lesions  with  inflammatory  reaction 
persist,  these  may  lead  to  increased  intra- 
cranial pressure. 

3.  Organization  and  fibrosis  which  follow 
death  of  the  worm.  Atrophy,  scarring,  and 
calcification  of  granulomas  and  abscesses 
appear. 

Definitive  treatment  is  unknown  as  yet. 
Perhaps  most  cases  which  suiwive  do  so  be- 
cause they  burn  themselves  out  before  seri- 
ous complications  occur.  Emetine  hydro- 
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chloride  and  chloroquine  may  be  of  value 
in  the  acute  stage.  Means  to  reduce  severe 
increased  intracranial  pressure  may  be 
necessary.  Neurosurgical  extirpation  of  the 
worm  is  wished  for  but  its  localization  is  in- 
variably uncertain.  Neurosurgery  is  usual- 
ly limited  to  specific  indications  such  as  re- 
lieving the  patient  of  particularly  offending 
gi-anulomatous  or  abscess  masses. 

Heterophyes  heterophyes 

Rare  cases  of  neurologic  implication  with 
Heterophyes  keterophes  are  recorded.  Most 
common  in  the  Nile  delta,  it  also  has  been 
found  in  Japan,  Korea,  central  and  south 
China,  Formosa  and  the  Philippines. 

Man  is  infested  by  eating  raw  or  insuffi- 
ciently cooked  fish.  Worms  attach  to  in- 
testinal mucosa  and  cause  pain  and  diar- 
rhea. Ova  subsequently  may  invade  the 
brain  or  spinal  cord.  One  case,  surgically 
proven,  of  cerebral  cyst  with  adult  worm 
has  been  well  documented  (Gallais,  et  al.). 

Fasciola  hepatica 

It  is  possible  that  rarely  the  liver  fluke 
may  become  “aberrant”  and  stray  into  ec- 
topic sites,  including  the  brain.  However, 
most  documentation  appears  based  on  clin- 
ical presumptions.  This  worm  ocurs  world- 
wide, but  is  prevalent  in  sheep-raising  areas. 
It  is  transmitted  by  animal  (cattle,  sheep, 
goats,  hogs,  rabbits,  deer)  fecal  contamina- 
tion of  water.  A common  means  of  entry 
into  the  human  is  by  ingested  watercress  to 
which  immature  forms  of  the  worm  are  at- 
tached. Stools  and  biliary  drainage  usual- 
ly reveal  ova. 

Carbon  tetrachloride  and  emetine  hydro- 
chloride are  used  in  therapy. 

Metagonimus  yokogawai 

This  fluke,  whose  ova  also  rarely  invade 
the  brain,  is  common  in  China,  Japan  and 
coastal  Russia.  Ingested  in  uncooked,  fresh- 
water fish,  minute  worms  attach  to  intest- 
inal mucosa,  gi*ow  and  deposit  ova  in  the 
mucosa  and  submucosa.  These  infiltrate  to 
capillaries  and  lymphatics  and  may  dissem- 
inate widely.  Stool  examinations  disclose 
ova.  Tetrachlorethylene  is  used  in  treat- 
ment. 

Dicrocoelium  Dendriticum 
(or  Lanceolatum) 

This  fluke,  found  in  many  parts  of  the 
world,  has  been  reported  especially  in  Ger- 


many, Czechoslovakia,  Italy,  France,  Egypt, 
and  China.  Part  of  its  life  cycle  transpires 
in  snails  and  ants,  thence  to  sheep,  deer, 
and  other  herbivorous  or  omnivorous  ani- 
mals. One  case  of  clinically  presumed  cere- 
bral involvement  has  been  reported  in 
France. 

CESTODES  (tapeworm) 

Of  approximately  9 or  10  tapewonns 
which  regularly  infest  man,  several  demon- 
strate well-defined  neurologic  implication, 
namely : 

1.  Taenia  solium  (cysticercosis) 

2.  Echinococcus  granularis  (hydatid  disease) 

2.  Multiceps  multiceps  (Coenurus) 

Diphylobothrium  latum  may  demonstrate 
some  features  of  subacute  combined  degen- 
eration as  part  of  the  syndrome  of  perni- 
cious type  of  anemia  and  vitamin  B,.,  defi- 
ciency it  causes. 

Taenia  Solium  (Cysticercosis) 

Two  different  clinicopathologic  syn- 
dromes may  occur  in  man’s  encounters  with 
Taenia  solium,  the  pork  tapeworm.  On  in- 
gesting insufficiently  cooked  pork  contain- 
ing the  encysted  larvae  (cysticerci),  the  hu- 
man is  soon  inhabited  by  an  adult  tapeworm 
clinging  to  his  intestinal  tract. 

On  the  other  hand,  if  the  human  ingests 
ova,  an  altogether  different  process  occurs. 
Embryonic  forms  break  out  in  the  intestinal 
tract,  pierce  the  mucosa  and  metamorphose 
into  larvae  which  disseminate  widely  in 
hematogenous  channels.  This  may  take  GO- 
TO days.  They  have  a special  affinity  for 
skeletal  muscle,  subcutaneous  tissue,  eye, 
and  brain  — or  these  tissues  are  especially 
receptive  to  them.  Some  spread  also  to 
heart,  liver,  lungs,  and  abdominal  cavity 
but  these  seldom  make  themselves  known 
clinically.  At  these  sites  the  larvae  encyst, 
grow  for  awhile,  then  die  and  become  cal- 
cified. These  are  cysticerci. 

This  cysticercus  involvement  requires  fe- 
cal contamination  to  bring  ova  into  the 
gastrointestinal  tract.  The  individual  thus 
is  infested  from  others  who  are  harboring 
the  adult  worm  (including  animals)  or  from 
himself  by  regurgitation  or  unclean  hands, 
if  he  harbors  an  adult  worm. 

Cysticercosis  is  a common  problem  in 
Latin  America,  Spain,  Eastern  Europe,  the 
Far  East,  India  and  Africa.  Cases  dis- 
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cerned  in  the  United  States  are  almost  in- 
variably immigrants  or  someone  who  has 
lived  in  parts  of  the  world  cited.  The  rare 
indigenous  case  in  the  United  States  is  re- 
ported from  southern  states. 

The  central  nervous  system  is  commonly 
invaded  by  cysticerci,  particularly  the  brain, 
occasionally  the  spinal  cord.  The  presence 
of  cysticerci  elsewhere  is  seldom  externally 
manifested,  hence  most  cases  appear  with 
only  neurologic  symptoms  due  to  irritative 
masses  growing  in  the  cerebral  coidex  or 
meninges.  In  some  countries,  25-35  per  cent 
of  craniotomies  may  disclose  this  lesion. 

The  chief  lesions  consist  of  cysts  (few  or 
multiple)  or  racemose  growths.  Cysts  are 
more  common  in  younger  patients,  may 
gi’ow  to  considerable  size,  occur  in  the  ven- 
tricles (including  IV),  brainstem,  gray  mat- 
ter or  basal  ganglia.  Racemose  grou'ths  are 
most  frequently  observed  in  the  subarach- 
noid cisterns  and  about  the  brainstem.  Be- 
sides mechanical  compression,  inflammatory 
reaction  occurs  due  to  toxins  and  metabolites 
of  the  parasites.  Blood  vessels  near  these 
lesions  are  affected  with  endothelial  prolif- 
eration and  adventitial  infiltration,  thence  to 
obliterative  changes  which  may  lead  to  in- 
farction. Diffuse  cerebral  edema  may  oc- 
cur. \^entricular  obstruction  is  common  as 
are  internal  or  external  hydrocephalus. 

The  time  between  infestation  and  appear- 
ance of  cerebral  sjTnptoms  may  vary  from 
a few  months  to  30  years,  with  manifesta- 
tions in  most  cases  within  seven  years. 

The  clinical  picture  depends  on  size,  loca- 
tion and  number  of  lesions.  Obseiwed  com- 
monly are  one  or  more  of  the  following: 

A predominant  cyst,  or  several. 

Diffuse,  multiple  intracerebral  cysts. 

Chronic,  proliferative,  basilar  meningitis. 

Symptoms  consist  of  one  or  more  of  the 
following : 

Increased  intracranial  pressure. 

Convulsions  (often  focal,  at  least  at  first). 

-Mental  changes. 

Focal  cerebral  deficit. 

Recurrent  convulsions  may  comprise  the 
only  symptom  for  months,  occasionally 
years.  In  somewhat  over  half  of  the  cases, 
the  clinical  picture  bespeaks  mostly  supra- 
tentorial involvement.  In  about  40  per 
cent,  an  obstructive  posterior  fossa  syn- 
drome is  noted.  Multiple,  confluent  lesions 


may  present  a very  disseminated,  “enceph- 
alitic” picture.  A meningeal  reaction  may 
be  outstanding  in  occasional  cases  and  chi- 
asmatic-hypothalamic involvement  is  not 
rare.  The  cerebellum  is  rarely  invaded. 

Subcutaneous  or  skeletal  muscular  nodules 
may  be  palpable,  demonstrable  (calcified) 
on  X ray  or  available  for  biopsy.  An  X ray 
of  thigh  muscles  is  advised  and,  although  the 
average  incidence  of  findings  is  not  great 
early,  it  is  said  to  rise  to  80  per  cent  after 
five  years.  One  notes,  however,  that  this 
high  incidence  is  in  reference  to  adult  cases 
infested  in  India,  whereas  low  incidence  is 
inferred  among  young  patients  documented 
in  Latin  America. 

Spinal  fluid  changes  are  moderate  and 
common,  but  particular  clues  occur  if  there 
is  an  eosinophilia  of  spinal  fluid  cells  and 
the  complement-fixation  test  is  positive  on 
this  fluid.  The  glucose  content  is  described 
as  decreased. 

Calcified  cysts  on  skull  X ray  are  seen  in 
10-15  per  cent  of  cases.  It  is  said  that,  after 
10  years,  this  incidence  rises  to  30  per  cent. 

Air  studies  commonly  disclose  poor  filling 
of  basal  cisterns,  ventricular  enlargement 
or  dilatation.  EEC  tracings  reveal  nothing 
specific  , some  with  a single  focal  abnorm- 
ality, some  several  foci,  some  only  general- 
ized changes. 

Eosinophilia  of  blood  is  not  a dependable 
clue.  When  present,  it  suggests  an  infesta- 
tion but  it  is  absent  in  over  half  the  cases. 

Spinal  cord  involvement  occurs  uncom- 
monly. It  may  be  due  to  seeding  from  the 
RTh  ventricle.  Dorsal  and  cauda  equina  in- 
volvement, subdural  (or  subarachnoid)  in 
location  is  described.  The  cysts  appear  to 
be  easily  enucleated.  In  some  instances, 
these  are  the  only  cysticerci  discernible.  In 
othei’s,  cerebral  concomitants  are  evident. 

Treatment  requires  neurosurgical  at- 
tempts at  removal.  Corticosteroids  may  be 
valuable  to  allay  toxic-irritative  reactions. 
Quinacrine  is  used  as  an  antiparasitic  chem- 
otherapy. 

Echinococcus  granularis  (hydatid  disease) 

Although  there  are  two  species  of  echino- 
coccus, E.  granularis  and  E.  niidtilocularis, 
the  former  only  appears  (to  date)  to  be  of 
neurologic  concern.  This  disease  is  com- 
mon in : 
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South  America  (Uruguay,  Argentina,  Para- 
guay, Peru,  Chile,  southern  Brazil) 

Australia  (southern) 

New  Zealand 

Africa  (northern,  southern,  Tanganyika) 

Europe  (eastern,  southern) 

Eastern  Mediterranean  countries,  Arabia 
Siberia 

China  (northern),  Mongolia 
Japan 

Philippine  Islands 
India  (Punjab) 

Smaller  endemic  foci  appear  in  southern 
Wales,  Shetland,  Northwestern  Canada,  and 
Alaska.  Most  cases  appearing  in  the  United 
States  are  imports,  although  uncommon  in- 
diginous  cases  have  been  recorded  in  many 
states.  Seven  per  cent  of  one  large  series  in- 
volved native  - born,  native  - reared  Ameri- 
cans. 

Sheep  country  and  dogs  are  common 
sources  of  this  infestation.  Rural  and  stock- 
raising  sites  (including  cattle  and  hog 
raising)  as  well  as  wolf,  moose,  and  caribou 
country  also  provide  significant  infestations. 

Dogs,  consuming  viscera  of  infested  ani- 
mals (commonly  sheep),  become  infested, 
thereby  transmitting  ova  in  fecal  contam- 
ination to  humans.  Primitive  rural  hygiene, 
sheep  raising,  and  plentiful  dogs  are  com- 
mon to  the  transmission  of  this  disease  to 
man.  Children  are  most  frequently  infest- 
ed, possibly  because  of  their  more  intimate 
and  less  hygienic  association  with  dogs,  pos- 
sibly because  of  greater  susceptibility. 

Ova  hatch  in  the  duodenum  of  the  human 
host  and  the  embryonic  forms  burrow  into 
submucosa,  to  mesenteric  venules,  thence  to 
hematogenous  spread.  Liver  and  lungs  ap- 
pear to  harbor  them  best.  Many  embryos 
die.  The  few  that  do  not  will  slowly  form 
a cystic  cavity  which  is  commonly  unilocu- 
lar. These  cysts  may  require  5-20  years  in- 
sidious growth  before  they  become  clinical- 
ly significant.  It  is  stated  that  they  are 
usually  almost  as  old  as  their  host. 

In  approximately  five  per  cent  of  children 
and  one  per  cent  of  adults  infested,  a cere- 
bral cyst  develops  eventually.  These  are 
usually  single  and  may  or  may  not  (often 
not)  be  accompanied  by  clinically  evident 
liver  or  lung  cysts.  A cerebral  cyst  develops 
most  frequently  just  beneath  the  cortex,  in 
parietal  or  occipital  location,  often  the  size 
of  a golf  ball  to  a tennis  ball.  It  does  not 
invade  the  brain,  rather  it  compresses  it. 


Most  patients  with  cerebral  cysts  are 
children  or  adolescents  and  it  is  uncommon 
to  see  them  after  age  85. 

A small  incidence  of  cranial  or  epidural 
involvement  is  known.  If  craniul  bones  are 
directly  infested,  microcysts  develop.  These 
only  erode  bone,  with  considerable  thinning 
of  internal  and  external  tables  and  cavita- 
tion in  between.  The  mass  of  microcysts 
may  erode  externally  to  form  an  external 
swelling,  or  may  erode  inwardly  to  com- 
press the  brain  by  means  of  an  epidural 
mass.  Vertebral-spinal  involvement  also  oc- 
curs in  small  incidence  and  will  be  discussed 
in  detail  later. 

In  endemic  areas,  cerebral  echinococcus 
may  comprise  two  per  cent  of  all  intra- 
cranial expanding  lesions.  Symptoms  are 
those  of  an  insidious,  progressive  mass-le- 
sion disclosing  one  or  more  of  the  follow- 
ing: 

1.  Convulsions;  may  be  focal. 

2.  Focal  cerebral  deficit. 

Hemianopsia  is  common. 

Hemiparesis,  often  with  ataxia  or  tremor. 

Cortical  sensory  loss. 

3.  Increased  intracranial  pressure. 

X rays  of  skull  usually  reveal  little  unless 
high  intracranial  pressure  is  manifested 
therein.  In  an  older  patient,  pineal  shift  may 
appear.  Tangential  films  may  reveal  thin- 
ning of  cranial  bone  over  the  cyst.  Local 
bulging  rarely  appears.  Identifiable  calci- 
fication of  the  cyst  is  uncommon. 

Air  studies  pose  a major  risk  of  break- 
ing the  cyst  with  dissemination  of  fluid  and 
worm  elements  that  will  set  up  new  foci. 
Arteriography  is  the  procedure  of  choice, 
demonstrating  arteries  stretched  evenly 
about  the  avascular  cyst.  New,  abnormal 
or  tortuous  vessels  are  not  present.  An  even 
calibre  is  noteworthy,  rather  than  the  pro- 
gressive tapering  in  the  distal  vessels  about 
the  cyst  which  is  commonly  five  to  eight  cm. 
in  diameter.  It  is  acknowledged,  however, 
that  in  some  instances  air  studies  may  be 
necessary  to  define  a cyst  in  a ventricle  or 
posterior  fossa. 

EEC  tracings  have  not  been  of  any  par- 
ticular help  in  diagnosing  most  cases. 

Eosinophilia  is  present  in  only  20-2.5  per  cent. 

Spinal  fluid  commonly  reveals  little  more  than 
increased  pressure. 

Skin  and  complement-fixation  tests  are  si^ifi- 
cant  if  positive. 
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Identifiable  parasitic  forms  may  be  found  in 
cystic  discharges  or  aspirates  or  in  sections 
of  the  cyst  wall. 

Occasional  unusual  manifestations  are 
seen : 

Atypical  location:  frontal,  temporal,  intraven- 
tricular, cerebellar,  cerebello-pontine  angle, 
extradural. 

3Iultiple  cysts. 

Rupture  of  extracranial  cyst  into  vena  cava 
or  left  heart  with  cerebral  infarction  and 
anaphylaxis. 

Rupture  into  subarachnoid  space  or  ventricle 
with  violent  meningeal  reaction. 

Secondary  (pyogenic)  infection. 

Treatment  requires  neurosurgical  re- 
moval of  unruptured  cyst.  Steroids  may  al- 
lay allergic  reactions  to  cyst  fluid.  Biologic 
desensitization  of  the  host  has  been  ac- 
claimed in  South  America. 

Spinal  vertebral  echinococcus  occurs  in 
less  than  one  per  cent  of  patients  infested. 
■\"ertebrae  and  pelvis  are  the  most  common 
bones  involved.  These  boney  foci  are  “pri- 
maiy”  from  hematogenous  spread  and  not 
from  contiguous  sources.  In  these  sites  the 
lesions  are  microcystic,  infiltrative,  quietly 
destructive  with  minimal  reaction.  The  ver- 
tebral bodj^  is  a common  site  of  onset;  it 
may  become  a “hollow  shell.”  Involvement 
of  the  rest  of  the  vertebra,  nearby  ribs  or 
iliac  crest  is  not  unusual.  Rarely  are  more 
than  two  vertebrae  involved  and  the  inter- 
vertebral disc  is  conspicuously  spared.  Dor- 
sal and  sacral  segments  are  most  common- 
Ij'  implicated. 

Spinal  X rays  are  significant  in  most 
cases.  Laminogi-aphy  may  be  particularly 
definitive.  The  appearance  often  suggests 
myeloma,  hemangioma,  neurofibroma,  or 
tuberculosis. 

About  25  per  cent  of  patients  with  ver- 
tebral involvement  will  develop  spinal  cord 
compression.  Severe  kyphosis  or  gibbus  ap- 
pears in  about  ten  per  cent.  Epidural 
masses  are  commonly  at  fault.  Subdural  or 
subarachnoid  invasion  is  rare.  Paraverte- 
bral masses  may  form. 

Most  patients  are  in  their  twenties.  In 
endemic  areas,  echinococcal  vertebral  dis- 
ease may  cause  three  per  cent  of  lesions 
causing  compression  of  spinal  cord. 

Myelograms  reveal  block  and  spinal  fluid 
protein  is  often  elevated  with  presence  of 
epidural  masses.  If  echinococcus  is  suspect- 
ed, suboccipital  puncture  is  preferred  to 


lumbar  puncture  because  of  risk  of  sub- 
arachnoidal implantation  of  echinococcus 
should  one  pass  through  an  infested  site. 

Diphyllobothrium  latum  (fish  tapeworm) 

This  infestation  occurs  in  humans  prin- 
cipally in  Baltic  countries,  northern  Italy, 
Switzerland,  Rumania  and  Danube  delta  re- 
gions, Siberia,  northern  Manchuria,  Japan 
and  Israel.  Endemic  foci  are  known  in 
North  America,  principally  northern  Minne- 
sota and  Michigan,  southern  Winnipeg  and 
in  Eskimo  country.  However,  there  remains 
some  question  whether  the  North  American 
tapewoiTn  is  identical  to  the  European  and 
thus  far  no  indiginous  American  cases  are 
documented  which  reveal  anemia  or  neuro- 
logic features. 

Fish  infested  with  larvae  are  eaten,  in- 
sufficiently cooked.  The  laiwae  grow  into 
adult  worms  who  remain  and  grow  in  the 
human  intestine.  Their  absorption  of  vita- 
min Bi2  is  remarkable. 

Most  of  recent  studies  emanate  from  Fin- 
land, where  it  is  estimated  that  20  per  cent 
of  the  population  is  infested.  Most  persons 
harbor  the  parasite  asymptomatically.  Ap- 
proximately two  per  cent  are  found  to  have 
subclinical  vitamin  B,,  deficiency.  Between 
0. 1-0.2  per  cent  of  those  infested  develop 
anemia  which  is  remarkably  similar  to  Ad- 
disonian pernicious  anemia. 

Recent  literature  on  the  incidence  of  sub- 
acute combined  sclerosis  in  these  cases  is 
not  available.  One  observer  in  Finland  not- 
ed that  subacute  combined  sclerosis  of  pri- 
mary (Addisonian)  pernicious  anemia  is 
more  severe  but  not  more  common  than  with 
fish  tapeworm  anemia.  The  difference  may 
be  explained  as  due  to  patient’s  age  and 
chronicity  of  the  disease  which  would  be 
outstanding  factors  in  Addisonian  perni- 
cious anemia. 

One  group  of  statistics,  published  in  1951, 
disclosed  that  75  per  cent  of  patients  with 
tapewoi-m  anemia  had  neurologic  signs  or 
sjnnptoms,  one-third  had  some  degree  of 
neurologic  disability  and  about  two  per  cent 
had  severe  neurologic  disability. 

Patients  with  tapeworm  anemia  are  often 
in  their  20’s  or  30’s  and  free  hydrochloric 
acid  is  commonly  (not  invariably)  present 
on  gastric  analysis. 

Diagnosis  is  established  by  presence  of 
ova  in  stools.  With  anemia,  as  with  Addi- 
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sonian  pernicious  anemia,  serum  lactic  de- 
hydrogenase levels  are  elevated. 

Quinacrine  hydrochloride  is  the  drug  of 
choice  in  therapy. 

Multiceps  multiceps  (Coenurus) 

This  tapeworm  has  a worldwide  distribu- 
tion. Like  echinococcus,  it  is  more  common 
in  sheep  raising  areas.  Cases  have  been 
documented  from  many  countries  (including 
United  States)  but  the  African  continent 
appears  to  have  contributed  most  reports. 
The  incidence  of  infestation  is  not  known 
and  apparently  only  outstanding  (mostly 
cerebral  or  spinal  cord  involvement)  cases 
have  merited  documentation. 

Humans  are  infested  by  ingesting  ova 
which  are  passed  in  dogs’  feces.  The  adult 
parasite  inhabits  the  canine  intestine.  The 
dog,  in  turn,  was  infested  by  eating  flesh 
in  which  the  immature  worm  (coenurus)  is 
encysted.  Such  flesh  is  available  from 
sheep,  goats,  cattle,  horses,  pigs,  rabbits, 
and  a variety  of  wild  animals. 

Ingestion  of  eggs  releases  larval  forms  in 
the  intestine  of  man.  These  distribute 
hematogenously  and  appear  to  have  special 
predeliction  to  lodge  in  the  brain  or  spinal 
cord.  The  larva  then  encysts,  metamorphos- 
ing as  a coenurus.  Other  sites  of  encyst- 
ment  are  connective  tissues,  abdominal  or 
thoracic  wall,  pleura  or  pericardium  — sel- 
dom in  viscera.  Cerebral  and  peripheral 
cysts  are  not  commonly  found  together. 

Cysts  usually  occur  in  the  IV  ventricle 
and  basal  cisterns  where  they  are  smaller 
and  racemose.  Hydrocephalus  is  a com- 
mon complication.  Occasionally  a cerebral 
hemisphere  is  involved,  in  which  case  a uni- 
locular cyst  develops  which  may  grow  to 
golf  ball  or  hen’s  egg  proportions.  Multi- 
locular  or  multiple  cysts  are  not  rare. 

Most  patients  are  between  20  and  50  years 
of  age,  more  commonly  men.  Insidiously 
increasing  intracranial  pressure  (hydroce- 
phalus), papilledema  and  mental  changes  are 
usually  presented.  Cranial  nerve  and  pitui- 
tary-hypothalamic disturbances  may  ap- 
pear. In  the  occasional  case  with  a cyst  in 
a cerebral  hemisphere,  more  focal  cerebral 
features  occur.  Spinal  fluid  pressure  and 
protein  values  are  commonly  elevated,  with 
a cell  count  seldom  as  high  as  150,  predom- 
inantly lymphocytes.  Eosinophilia  may  or 
may  not  occur.  Stool  examinations  are 
negative. 


The  similarities  to  cysticercosis  are  note- 
worthy. 

Spinal  cor'd  involvement  has  been  report- 
ed on  occasion.  Intra-  or  extramedullary 
cystic  lesions  may  occur. 

Treatment  considerations  are  primarily 
neurosurgical. 

Sparganum 

This  infestation  is  caused  by  several 
species  of  DiphyllobothHum  common  par- 
ticularly to  the  Orient  (China,  Japan,  For- 
mosa, Korea  and  Southeastern  Asia  espe- 
cially). An  occasional  case  has  been  re- 
ported in  southern  United  States.  Man  is 
infested  by  ingestion  of  larvae  from  water 
or  insufficiently  cooked  flesh  of  infested 
amphibia,  reptiles,  birds,  or  mammals.  In- 
festation may  also  occur  from  the  local  cus- 
tom of  applying  poultices  of  flesh  (of  in- 
fested vertebrates)  to  skin,  conjunctiva  or 
vagina.  The  immature  forms  collect  in  sub- 
cutaneous tissues  and  intermuscular  fascias 
and  may  spread  widely  to  several  viscera 
and  even  the  brain. 

The  worms  tend  to  collect  as  a mass  of 
worms  which  becomes  inflamed.  When 
opened,  such  a mass  reveals  a shiney  or 
chylous  matrix  in  which  live  worms  are  en- 
tangled. At  times  they  are  found  degener- 
ated into  a caseous  mass  which  usually  pro- 
vokes a marked  local  inflammatory  reaction. 

Surgical  removal  and  intravenous  novar- 
senobenzol  are  important  considerations  in 
therapy. 

Hymenolepsis  nana 

This  tapeworm  is  known  in  southern 
Europe,  Russia,  India,  southern  United 
States  (including  Hawaii)  and  Latin  Ameri- 
ca. Human  to  human  infestation  occurs 
from  ova  in  fecal  contamination.  Larvae 
grow  in  the  small  intestine,  developing  into 
mature  worms  in  several  weeks. 

Children  are  chiefly  infested  and  an  inci- 
dence as  high  as  1 per  cent  has  been  cited 
in  the  southern  United  States.  Small  chil- 
dren with  heavy  (and  cumulative)  infesta- 
tion may  suffer  toxic-allergic  effects,  said 
to  include  “severe  nervous  manifestations 
. . . convulsions,  insommnia  and  dizziness.” 
Stool  examination  for  ova  is  diagnostic. 
Eosinophilia  of  8-16  per  cent  may  occur. 
Hexylresorcinol  or  quinacrine  are  employed 
in  therapy. 

(Refereices  available  from  author). 
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We  Shall  Remember 


RESOLUTION  ON 
MR.  MERRILL  C.  SMITH 

(From  House  of  Delegates,  NSMA) 

WHEREAS:  Mr.  Merrill  C.  Smith,  for- 
mer Executive  Secretary  of  the  Ne- 
braska State  Medical  Association 
for  26  years,  has  been  called  to  his 
reward  by  the  Great  Creator,  and 

WHEREAS:  He  served  the  medical 

profession  in  Nebraska  with  untiring 
efforts,  and 

WHEREAS:  All  physicians  will  long 
remember  his  contributions  to  or- 
ganized medicine; 

THEREFORE,  BE  IT  RESOLVED: 
That  the  officers.  House  of  Dele- 
gates and  members  of  the  Nebraska 
State  Medical  Association  in  due 
session  on  this  day  of  May  13, 
1963,  at  Omaha,  Nebraska,  express 
their  deep  regret  of  his  untimely 
passing,  to  his  beloved  wife  and 
daughter  in  their  hour  of  sorrow. 


Dear  Doctors  of  the  Nebraska 
State  Medical  Association: 

We  wish  to  extend  our  sincere  appre- 
ciation to  you  for  giving  our  beloved 
husband  and  father,  Merrill,  the  op- 
portunity of  working  with  you  to  vital- 
ize the  Nebraska  State  Medical  Asso- 
ciation. It  was  a challenge  for  him. 
He  found  a lifetime  of  enjoyment  in 
his  work,  because  of  your  fine  cooper- 
ation. We  shall  always  treasure  the 
many  friendships  acquired  through 
your  organization. 


We  thank  you  especially  for  the 
pleasure  and  honor  given  him  at  the 
twenty  - fifth  anniversary  celebration. 
This  was  a momentous  occasion  in  his 
life,  along  with  the  honorary  member- 
ship granted  him  in  your  organiza- 
tion. This  was  the  climax  of  his  career 
and  he  was  so  very  proud! 

It  was  not  easy  for  him  to  leave  his 
office  and  his  many  friends  in  the 
Association.  You  would  have  known 
just  how  much  it  meant  to  him  if  you 
had  seen  him  when  he  stood  looking  out 
the  w’est  window  giving  his  office  his 
last  farewell  that  evening  as  the  sun 
was  setting  in  all  its  glory. 

Merrill  never  lost  interest  in  your 
organization,  even  up  to  the  very  night 
of  his  passing;  in  fact,  we  discussed 
some  articles  in  the  newspaper  that 
evening.  He  felt  badly  at  missing  the 
annual  meeting  — the  first  one  he 
had  missed. 

Later  that  night  a call  came  for  him 
from  above,  and  again,  all  our  friends 
in  the  organization  came  forth  to  sup- 
port and  encourage  us  through  this  sad 
time. 

We  are  thankful  for  friends  like 
you,  and  will  never  forget  your  many 
kind  deeds  during  our  loved  one’s  ill- 
ness and  passing.  May  God  bless  all 
of  you. 

Sincerely, 

Ollie  Smith 

Ann  Jeanette  Bunten 

Johny  Bunten 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  13  — Chadron,  Elks  Club 

July  27  — North  Platte,  Senior  High 
School  Building 

August  10  — Broken  Bow  Elks  Club 

August  24  — Scottsbluff,  St.  Mary’s  Hos- 
pital 


SECOND  INTERNATIONAL  CONFER- 
ENCE ON  CONGENITAL  MALFORMA- 
TIONS— Americana  Hotel,  New  York, 
July  15-19,  1963;  sponsored  by  National 
Foundation-March  of  Dimes.  Secretary, 
Stanley  E.  Henwood,  120  Broadway,  New 
York  5. 


AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 


ANNUAL  MEETING  of  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation — August  26,  1963,  Shera- 
ton-Dallas  Hotel,  Dallas,  Texas.  Address: 
Doctor  Max  K.  Newman,  President,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 


NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — Annual 
convention,  November  22-25,  1963;  Pal- 
mer House,  Chicago. 


POSTGRADUATE  STUDY,  ACP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

Physicians  of  Supplemental  Skills — 

In  many  instances  it  is  necessary  that  the 
services  of  another  physician,  other  than  the 
attending  physician,  be  used  either  for  sur- 
gery or  for  diagnosis.  In  these  cases,  the 
attending  physician  should  state  on  his  re- 
port that  the  services  of  a consultant  or  a 
physician  of  supplemental  skills  was  re- 
quired and  give  the  name  of  the  physician 
called  upon.  In  turn,  the  consultant  should 
submit  a separate  claim  stating  he  was 
called  upon  by  the  attending  physician,  also 
giving  the  name  of  same. 

It  is  stated  in  the  Medicare  Manual  of 
Allowances  that  no  two  physicians  may  be 
paid  for  attendance  on  the  same  case  at  the 
same  time  unless  it  is  warranted  as  a physi- 
cian of  supplemental  skills.  When  a physi- 
cian feels  that  he  qualifies  as  a physician 
of  supplemental  skills,  he  should  submit  a 
letter  of  justification  with  his  report. 

Consultants,  anesthetists,  pathologists, 
radiologists,  and  physicians  of  supplemental 
skills  need  not  submit  a Medicare  nonavail- 
ability statement  with  their  reports  unless 
the  attending  or  the  referring  physician  is 
not  submitting  a report  for  his  services. 


THE  MONTH  IN  WASHINGTON 

Chairman  Wilbur  D.  Mills  (D.,  Ark.)  of 
the  House  Ways  and  Means  Committee  has 
made  clear  that  he  still  opposes  the  Ken- 
nedy Administration’s  legislation  that  would 
provide  social  security  hospitalization  for 
aged  persons. 

Mills  said  he  did  not  intend  to  permit  a 
social  security  bill  he  introduced  to  be  used 
as  a vehicle  for  Congressional  action  on  any 
version  of  President  Kennedy’s  disputed 
program. 

The  Mills  bill  would  make  the  first  $5,400 
in  annual  earnings  subject  to  the  social  se- 
curity tax.  It  is  $4,800  now.  Kennedy’s 
social  security  hospitalization  bill  would  in- 
crease the  tax  base  to  $5,200. 

The  objective  of  the  Mills  bill  is  to 
strengthen  the  social  security  trust  fund’s 
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financing  by  eliminating  most  of  the  long- 
range  deficit  now  in  prospect. 

“My  only  intention  in  introducing  the  bill 
is  to  get  the  fund  on  an  actuarially  sound 
basis  and  to  call  attention  to  the  fact  that 
it  is  not  actuarilly  sound  now,”  Mills  said. 

“I  assume  everybody  knows  that  I do  not 
support  the  enactment  of  medicare  under 
the  social  security  program. 

Another  Democrat  on  the  Ways  and 
Means  Committee,  Rep.  A.  Sidney  Herlong, 
Jr.,  of  Florida,  also  expressed  strong  oppo- 
sition to  the  Kennedy  legislation,  known  as 
the  King-Anderson  bill,  or  any  other  plan 
to  finance  health  care  through  social  secur- 
ity. 

This  position  by  Mills  and  Herlong  made 
it  unlikely  that  the  Ways  and  Means  Com- 
mittee, where  such  legislation  normally  is 
acted  upon  first  in  Congress,  would  approve 
any  health  care  plan  financed  through  so- 
cial security. 

However,  supporters  of  the  King-Ander- 
son bill  could  try  to  attach  it  as  a rider  to 
another  social  security  bill  on  the  Senate 
floor.  This  was  the  maneuver  they  at- 
tempted — unsuccessfully  — last  year. 

The  Senate  has  approved  the  Kennedy  Ad- 
ministration’s $848.5  million  mental  health 
bill  by  a vote  of  72  to  1.  Its  sponsors  were 
confident  of  House  passage  also. 

The  American  Medical  Association  had 
testified  in  support  of  the  legislation  when 
it  was  before  the  Senate  Labor  and  Public 
Welfare  Committee. 

The  bill  would  provide: 

— A four-year  program,  costing  $230,- 
000,000,  under  which  Federal  grants 
would  go  to  states  for  construction  of 
public  or  other  nonprofit  community 
mental  health  centers.  Funds  would  be 
allocated  on  the  basis  of  population 
and  need. 

— An  eight-year  program,  costing  $427,- 
000,000,  of  Federal  grants  to  states  for 
staffing  of  these  mental  health  centers. 
Federal  aid  would  gradually  decrease 
and  eventually  would  be  cut  off. 


— A five-year  program,  costing  $30,- 

000,000,  of  Federal  grants  to  public 
or  other  nonprofit  institutions  for  con- 
struction of  research  centers  and  fa- 
cilities for  the  mentally  retarded. 

— A five-year  program,  costing  $42,- 

500,000,  of  Federal  grants  for  con- 
structing college  or  university  facilities 
to  offer  services  to  the  mentally  re- 
tarded and  training  for  persons  deal- 
ing with  the  retarded. 

— A four-year  program,  costing  $67,- 

500,000,  of  Federal  grants  to  states  for 
constructing  facilities  for  the  mentally 
retarded.  Funds  would  be  allocated  on 
the  basis  of  population  and  need. 

— A three-year  program,  costing  $45,- 

500,000,  for  training  of  teachers  of  the 
mentally  retarded,  deaf,  emotionally  dis- 
turbed, crippled  and  other  handicapped 
children. 

— A three-year  program  of  research  and 
demonstration  projects  in  education  of 
the  handicapped. 

The  National  Cancer  Institute  says  that 
research  strongly  suggests  viruses  cause 
cancers  in  humans. 

Reviewing  medical  research  in  the  past 
year  before  a House  budget  subcommittee, 
a National  Institute  of  Health  official  said: 

“The  scientific  evidence  accumulated 
over  a number  of  years,  and  particu- 
larly in  the  last  half-dozen  years,  has 
demonstrated  that  viruses  cause  many 
forms  of  cancer  in  animals  under  ex- 
perimental conditions  . . . 

“The  large  volume  of  such  evidence, 
coming  from  a wide  variety  of  scien- 
tific disciplines,  is  so  strongly  sugges- 
tive of  a virus-cancer  relationship  in 
man  that  the  National  Cancer  Institute 
has  given  active  encouragement  to  re- 
search in  this  area.  To  date,  no  human 
cancer-causing  virus  has  been  found. 
However,  we  know  for  example  of  a 
group  of  human  viruses  that  have  not 
yet  been  linked  with  specific  disease, 
and  some  animal  viruses  that  cause 
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bizarre  changes  in  human  cells  growing 
in  tissue  culture  . . . 

“The  present  state  of  knowledge 
leaves  no  doubt  in  our  minds  that  vi- 
ruses must  be  studied  not  only  as  a 
single  possible  cause  of  cancer  in  man, 
but  in  the  whole  context  of  carcino- 
genesis. The  possible  interaction  of 
substances  in  the  total  environment  — 
such  as  radiation,  chemicals,  and  vi- 
ruses — in  giving  rise  to  cancer  in  the 
population  must  be  taken  into  account. 
Already  there  is  laboratory  evidence 
that  this  can  occur  in  animals.” 

Dr.  Kenneth  M.  Endicott,  Director  of  the 
National  Cancer  Institute,  told  the  subcom- 
mittee that  “there  is  no  doubt  left  in  my 
mind  that  there  is  very  strong  association 
between  excessive  smoking  and  high  inci- 
dence of  cancer  of  the  lung.” 

Endicott  said  it  appeared  people  would 
persist  in  smoking  despite  medical  findings 
and  legislative  action.  For  this  reason,  En- 
dicott said,  research  is  being  conducted  to 
eliminate  any  cancer-causing  factors  or  to 
counter  them  by  adding  chemicals. 

“I  think  one  of  the  really  fascinating 
problems,  a social  problem  more  than  a 
medical  one,  is  what  do  you  do  about  a 
situation  of  this  kind?”  the  physician  said. 

The  Public  Health  Service  Surgeon  Gen- 
eral’s Committee  on  Smoking  and  Health 
delayed  until  early  next  year  a report  deal- 
ing with  smoking  and  health  evidence.  The 
group  originally  was  supposed  to  have  issued 
its  initial  report  by  this  summer  but  the 
members  found  they  could  not  accomplish 
the  research  at  this  time.  (From  Washing- 
ton Office,  A.M.A.). 


PROCEEDINGS 
of  the 

BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 

First  Session  — May  13,  1963 
The  first  session  of  the  Board  of  Councilors  was 
held  Monday,  May  13,  1963  at  the  Sheraton-Fon- 
tenelle  Hotel,  Omaha,  Nebraska. 

The  meeting  was  called  to  order  by  Dr.  R.  E. 


Garlinghouse,  Secretary  of  the  Board  of  Councilors, 
in  the  absence  of  Dr.  Harold  Neu,  Chairman. 

Members  present  were  Drs.  R.  E.  Garlinghouse, 
W.  W.  Waddell,  George  Salter,  R.  C.  Reeder,  C.  L. 
Anderson,  H.  V.  Nuss,  Dan  Nye,  L.  S.  McNeill, 
Max  Raines,  C.  J.  Cornelius  and  R.  F.  Sievers,  Presi- 
dent of  N.S.M.A. 

Dr.  Garlinghouse  called  for  a motion  to  approve 
the  minutes  of  the  mid-winter  meeting  as  published 
in  the  May,  1963,  Journal.  The  motion  was  made 
by  Dr.  Reeder  to  accept  these  minutes.  Motion  was 
seconded  and  carried. 

Election  of  Officers  and  Committee  Members 

Nominations  were  called  for  a member  of  the 
Board  of  Trustees,  the  term  of  Dr.  C.  N.  Sorensen 
expiring  in  1963.  Dr.  Nuss  made  the  motion  that 
Dr.  Sorensen  be  re-elected  as  a member  of  the 
Board  of  Tnistees.  This  motion  was  seconded  and 
carried. 

Nominations  were  called  for  one  member  of  the 
Medicolegal  Advice  Committee,  the  term  of  Dr. 
John  Gilligan  expiring  in  1963.  The  motion  was 
made  and  seconded  to  re-elect  Dr.  Gilligan  to  this 
committee.  Motion  carried. 

Nominations  were  called  for  one  member  of  the 
Council  on  Professional  Ethics,  the  term  of  Dr. 
Leo  Heywood  expiring  in  1963.  The  motion  was 
made  by  Dr.  Nuss  that  Dr.  Heywood  be  re-elected 
to  this  Council.  Motion  was  seconded  and  carried. 

Nominations  for  secretary-treasurer  were  called 
for.  After  considerable  discussion.  Dr.  Garlinghouse 
asked  permission  of  the  Councilors  to  submit  the 
name  of  Dr.  H.  V.  Munger.  Dr.  Salter  moved  that 
Dr.  Munger  be  elected  as  secretary-treasurer.  Mo- 
tion was  seconded  and  carried. 

Dr.  Waddell  was  asked  to  report  for  the  ad  hoc 
committee  which  had  been  appointed  by  Dr.  Neu 
at  the  midwinter  meeting  relative  to  the  report 
of  the  Council  on  Professional  Ethics  concerning  the 
case  of  Dr.  Joseph  G.  Lopez.  The  following  re- 
port was  submitted  to  the  Councilors: 

On  April  10,  1963,  the  ad  hoc  committee  appointed 
by  Dr.  Harold  Neu  to  further  discuss  the  report 
of  the  Council  on  Professional  Ethics  concerning 
the  case  of  Dr.  Joseph  C.  Lopez,  met  at  the  offices 
of  the  Nebraska  State  Medical  Association.  Present 
were  the  following:  Drs.  C.  L.  Anderson,  Stroms- 
burg;  W.  W.  Waddell,  Beatrice;  R.  E.  Garling- 
house, Lincoln,  and  K.  S.  J.  Hohlen,  Lincoln,  Chair- 
man of  the  Council  on  Professional  Ethics. 

The  Committee  was  impressed  with  the  thorough- 
ness of  the  Council  on  Professional  Ethics  in  the 
investigation  of  this  case  and  of  the  vast  amount 
of  information  amassed  during  this  investigation. 
For  various  reasons  much  of  this  infoiTnation  can- 
not be  included  in  a written  report.  However,  cer- 
tain generalizations  can  be  made  w'hich  are  the 
direct  result  of  the  investigation  of  this  unfoi'tunate 
case. 

Neither  the  Council  on  Professional  Ethics  nor 
the  Nebraska  State  Medical  Association  has  any 
power  in  revocation  of  licenses.  Neither  one  should 
even  recommend  such  an  action  to  the  State  Board 
of  Medical  Examiners.  The  only  disciplinary  power 
that  the  state  medical  association,  the  county  so- 
ciety, or  the  Council  on  Professional  Ethics  has  is 
expulsion  or  suspension  from  the  county  and  state 
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association.  This  may,  on  occasion,  be  insufficient 
to  protect  the  public  from  a physician  who  may  be 
a menace  not  only  to  the  health  but  also  the  veiy 
life  of  the  patient.  It  is  definitely  the  recommenda- 
tion of  this  committee  that  after  the  rush  of  the 
present  session  of  the  Unicameral  the  Committee 
on  Medical  Seiwice  have  as  a project  a bill  for 
the  next  session  of  the  Unicameral  dealing  with 
the  matter  of  the  revocation  of  a license  on  advice 
of  the  Nebraska  State  Medical  Association.  This 
will  require  the  aid  of  the  Associations’  attorney  and 
perhaps  the  advice  and  aid  of  the  Nebraska  Bar 
Association. 

It  is  further  recommended  that  the  State  Board 
of  Medical  Examiners  exercise  great  care  in  the 
thorough  investigation  of  all  individuals  applying 
for  license  by  reciprocity.  No  license  should  ever  be 
granted  until  the  Board  of  Medical  Examiners  is 
completely  satisfied  that  there  is  nothing  in  the 
past  of  the  applicant  that  would  prevent  the  proper 
issuance  of  a license.  It  appears  that  it  is  much  less 
complicated  to  fail  to  gi'ant  a license  than  it  is 
to  revoke  a license  once  it  has  been  granted. 

Finally  this  committee  would  like  to  emphasize 
the  recommendation  of  the  Council  adopted  at  the 
midwinter  meeting  of  the  Board  of  Councilors  of 
the  Nebraska  State  Medical  Association.  This 
recommendation  is:  That  the  Board  of  Councilors 
request  the  State  Board  of  Medical  Examiners  to 
make  a complete  and  thorough  investigation  of  all 
phases  of  the  case  of  Dr.  Joseph  G.  Lopez. 

Respectfully  submitted, 

C.  L.  ANDERSON,  MD 
W.  W.  WADDELL,  MD 
R.  E.  GARLINGHOUSE,  MD 

At  this  point.  Dr.  Neu  joined  the  Council  and 
assumed  the  Chair. 

Considerable  discussion  followed  relative  to  the 
granting  of  licenses  by  reciprocity,  and  the  revoking 
of  licenses.  Dr.  Nye,  a member  of  the  Board  of 
Medical  Examiners,  informed  the  Councilors  that 
it  is  the  Department  of  Health,  and  not  the  Board 
of  Medical  Examiners,  that  grants  licenses  by  reci- 
procity and  also  revokes  licenses.  He  also  informed 
the  Councilors  that  they  cannot  make  recommenda- 
tions to  the  Department  of  Health. 

In  view  of  this  information,  it  was  the  concensus 
of  the  Board  of  Councilors  that  the  recommendations 
made  by  the  ad  hoc  committee  would  have  to  be 
changed  accordingly. 

It  was  moved  by  Dr.  McNeill  that  the  first  recom- 
mendation be  accepted  as  presented.  The  motion 
was  seconded  and  carried. 

After  discussion,  the  second  recommendation  was 
changed  to  read  as  follows:  “It  is  further  recom- 

mended that  the  Department  of  Health  exercise 
great  care  in  the  thorough  investigation  of  all  in- 
dividuals applying  for  license  by  reciprocity.  No 
license  should  ever  be  granted  until  the  Department 
of  Health  is  completely  satisfied  that  there  is  noth- 
ing in  the  past  of  the  applicant  that  would  prevent 
the  proper  issuance  of  a license.  It  appears  that 
it  is  much  less  complicated  to  fail  to  grant  a license 
than  it  is  to  revoke  a license  once  it  has  been 
granted.  Furthermore,  we  recommend  that  the 
Committee  on  Medical  Service  investigate  the  pres- 
ent laws  regarding  license  by  reciprocity.” 


The  motion  was  made  and  seconded  to  accept  this 
recommendation  as  amended.  Motion  carried. 

After  considerable  discussion  relative  to  the  third 
and  last  recommendation,  a motion  was  made  by 
Dr.  Salter  to  delete  this  recommendation.  Mo- 
tion was  seconded  and  carried. 

A motion  was  called  for  to  accept  this  committee 
report  as  a whole.  This  motion  was  made  by  Dr. 
Waddell,  seconded  and  carried. 

Discussion  followed  relative  to  notifying  Dr. 
Lopez  that  in  view  of  the  fact  that  he  had  been 
expelled  by  his  county  medical  society,  he  would 
no  longer  be  a member  of  the  state  association. 
The  motion  was  made  and  seconded  that  he  be  so 
notified.  Motion  carried. 

The  following  requests  for  Life  Membership 
were  read:  Drs.  Paul  Black  of  Lincoln,  Lancaster 
County;  and  Dr.  H.  D.  Runty  of  Dewitt,  Gage 
County.  The  motion  was  made  and  seconded  to  ap- 
prove these  Life  Memberships.  Motion  carried. 

Kenneth  Neff  was  called  on  to  discuss  communica- 
tions received  from  the  Department  of  Medicine 
and  Religion  of  the  A.M.A.,  which  is  a new  De- 
partment. Mr.  Neff  stated  that  the  sole  purpose 
of  this  department  of  the  A.M.A.  is  to  create 
the  proper  climate  for  communication  between  the 
physician  and  the  clergyman  that  will  lead  to  the 
most  effective  care  and  treatment  of  the  patient 
in  which  both  are  interested.  To  achieve  this  pur- 
pose this  department  is  working  through  physicians 
to  establish  contacts  with  the  clergy  and  is  direct- 
ing studies  in  areas  where  there  is  continuing  cor- 
relation involving  medicine  and  religion. 

After  discussion,  it  was  moved  that  this  be 
presented  to  the  House  of  Delegates  with  the  rec- 
ommendation that  an  interim  committee  be  appoint- 
ed by  the  president  to  study  this  matter  in  this 
state.  Motion  was  seconded,  and  carried. 

The  motion  was  made  to  adjourn  until  Wednes- 
day morning  in  view  of  the  fact  that  several  of  the 
members  of  the  Board  of  Councilors  would  like  to 
attend  the  funeral  of  Mr.  M.  C.  Smith  on  Tuesday 
morning.  Motion  was  seconded  and  carried. 

Dr.  Kostal  was  granted  permission  of  the  floor 
at  which  time  he  discussed  the  financial  situation 
of  the  Nebraska  State  Medical  Association.  He 
stated  that  the  Nebraska  State  Medical  Journal 
could  no  longer  provide  any  income  for  the  asso- 
ciation, at  least  for  the  present.  He  also  discussed 
the  increased  legislative  work  which  is  carried  on 
by  this  association.  He  stated  that  in  view  of  these 
facts,  he  would  like  to  recommend  a dues-increase 
starting  with  the  beginning  of  1964.  A motion  was 
made  by  Dr.  Anderson  that  the  Board  of  Councilors 
recommend  a $10.00  per  member  dues-increase  for 
the  year  1964,  to  the  House  of  Delegates.  The  mo- 
tion was  seconded  and  carried. 

The  motion  was  made  and  seconded  to  adjourn 
until  9:00  a.m.,  Wednesday,  May  15.  Motion  car- 
ried. 

Second  Session  — May  15,  1963 

The  second  session  of  the  Board  of  Councilors 
was  called  to  order  by  the  Chairman,  Dr.  Harold 
Neu,  on  Wednesday  morning.  May  15,  1963,  at  the 
Sheraton-Fontenelle  Hotel,  Omaha,  Nebraska. 

Members  present  were  Drs.  Neu,  Garlinghouse, 
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Waddell,  Salter,  Reeder,  Anderson,  Nuss,  McNeill, 
Raines  and  Cornelius. 

The  minutes  of  the  first  session  were  read  by 
Dr.  Neu,  and  approval  was  called  for. 

Dr.  Garlinghouse  recommended  that  the  portion 
of  these  minutes  which  refers  to  notifying  Dr.  Lopez 
that  he  is  no  longer  a member  of  the  state  asso- 
ciation, be  amended  to  include  the  following  quote 
from  the  By-Laws  of  this  Association  when  notifying 
Dr.  Lopez: 

Chapter  I,  Section  7 — A member  not  in  good 
standing,  expelled  or  suspended  from  his  component 
society,  shall  have  like  status  in  this  Association. 
The  right  of  appeal  to  the  Council  on  Professional 
Ethics  or  to  the  Board  of  Councilors  shall  not  be 
impaired,  nor  shall  an  appeal  which  is  pending 
pi-event  carrying  out  the  penalty  imposed  by  the 
component  society. 

A motion  was  made  by  Dr.  Anderson  to  accept 
these  minutes  with  this  recommended  amendment. 
Motion  was  seconded  and  carried. 

Dr.  Kostal  was  granted  permission  of  the  floor 
and  stated  that  the  House  of  Delegates  had  given 
their  approval  to  an  Honorary  Membership  in  this 
Association  to  Dr.  Walter  Judd. 

The  motion  was  made  by  Dr.  Garlinghouse  that 
the  Board  of  Councilors  also  approve  an  Honorary 
Membership  for  Dr.  Judd.  Motion  was  seconded 
and  carried. 

Dr.  Garlinghouse  stated  that  he  had  a report 
from  the  Council  on  Professional  Ethics  which  he 
had  been  asked  to  present  to  the  Board  of  Councilors. 

This  report  was  in  regard  to  furnishing  medical 
care  to  the  Naval  Ammunition  Depot  at  Hastings, 
Nebraska,  under  contract.  Dr.  Chas.  Landgraf  of 
Hastings  had  asked  the  Council  on  Professional 
Ethics  for  an  opinion  on  this  matter.  Dr.  Land- 
graf stated  that  he  and  other  physicians  in  the 
Hastings  area,  receive  once  a pear,  a letter  indicat- 
ing the  desire  that  a physician  furnish  medical  care 
under  contract  and  indicating  further  what  amount 
to  a fee  schedule  for  the  seiwices  rendered.  Dr. 
Landgraf  stated  that  he  would  receive  an  ordinary 
business  type  bid  form,  and  has  indicated  on  this 
form  that  seiwices  can  be  rendered  at  the  schedule 
suggested  by  the  Commanding  Officer.  Several 
times  over  the  past  years,  he  would  receive  a phone 
call  or  letter  from  the  Supply  Depot  at  Great  Lakes 
asking  whether  the  form  submitted  was  his  bid. 
Dr.  Landgraf  stated  that  he  would  indicate  that 
in  his  opinion  bidding  was  unethical,  and  it  was 
not  to  be  considered  a bid  but  merely  his  indica- 
tion that  the  free  schedule  suggested  by  the  Navy 
was  satisfactory.  He  was  told  that  it  had  to  be 
considered  a bid  and  that  the  contract  would  be 
awarded  probably  on  the  basis  of  the  lowest  cost 
estimate  based  on  the  bids  submitted. 

Dr.  Garlinghouse  informed  the  Board  of  Coun- 
cilors that  it  was  the  opinion  of  the  Council  on 
Professional  Ethics  that  bidding  for  professional 
sei-vices  was  unethical. 

After  discussion.  Dr.  Cornelius  moved  that  the 
Boaid  of  Councilors  accept  the  opinion  of  the  Coun- 
cil on  Professional  Ethics.  Motion  was  seconded 
by  Dr.  Anderson,  and  carried. 

Dr.  Coimelius  made  a motion  that  the  Board 
of  Councilors  hold  their  interim  session  in  Kearney. 
This  motion  was  seconded  and  carried. 


The  motion  was  made  and  duly  secondid  that 
this  session  be  adjourned.  Motion  carried. 

Third  Session  — May  15,  1963 

The  third  session  of  the  Board  of  Councilors  was 
called  to  order  by  the  Chairman,  Dr.  Harold  Neu. 

Members  present  were  Drs.  Neu,  Waddell,  Salter, 
Reeder,  Anderson,  Nuss,  McNeill,  Raines  and  Cor- 
nelius. 

The  motion  was  made  and  duly  seconded  to  ap- 
prove the  minutes  of  the  second  session.  Motion 
carried. 

The  Student  Loan  Fund  of  the  Nebraska  Medical 
Foundation  was  discussed.  Dr.  Neu  stated  that 
the  committee  had  not  yet  met  to  study  this  loan 
fund,  but  that  they  would  report  at  the  regular 
meeting. 

Dr.  Neu  presented  the  following  slate  of  Coun- 
cilors which  had  been  elected  by  the  House  of  Dele- 
gates : 

1st  District — John  T.  McGreer,  Jr.,  Lincoln 
2nd  District — Leroy  Lee,  Omaha 
3rd  District — W.  W.  Waddell,  Beatrice 
4th  District — George  Salter,  Norfolk 

There  being  no  further  business,  the  Board  of 
Councilors  were  adjourned. 


ROSTER  OF  HOUSE  OF  DELEGATES 

MAY  13,  14,  and  15,  1963 

May 

13  14  15 


ADAMS— 

Charles  Landgraf,  Hastings  (D)  P P P 

Geo.  Hoffmeister,  Hastings  (A)  P p 

ANTELOPE— 

D.  J.  Peetz,  Neligh  (D|  P P P 

F.  C.  McClanahan,  Neligh  (A)  

BOONE— 

W.  J.  Reeder,  Cedar  Bluffs  (D)  P P 


Gerald  Spethman,  Albion  (A)  

BOX  BUTTE— 

T.  D.  Fitzgerald,  Alliance  (D)  

R.  H.  Olson,  Alliance  (A)  

BUFFALO— 

Harold  V.  Smith.  Kearney  (D)  p p 

F.  L.  Richards,  Kearney  (A)  

BURT— 

I.  Lukens,  Tekamah  (D)  P p 

L.  E.  Sauer,  Tekamah  (A)  

BUTLER— 

W.  C.  Niehaus,  David  City  (D)  

L.  J.  Ekeler,  David  City  (A)  

CASS— 


R.  R.  Andersen.  Nehawka  (D)  P P P 

R.  F.  Brendel,  Plattsmouth  (A)  

FIVE  COUNTY— 

Henry  J.  Billerbeck,  Randolph  (D)  

G.  E.  Peters,  Randolph  (A)  P 

L.  T.  Gathman.  So.  Sioux  City  (D|  P P P 

C.  M.  Coe,  Wakefield  (A)  

R.  B.  Benthack.  Wayne  (D)  P P P 

C.  M.  Muffly,  Pender  (A)  

CHEYENNE.  KIMBALL.  DEUEL— 

C.  B.  Dorwart,  Sidney  (D)  P p 

CLAY— 

H.  V.  Nuss,  Sutton  (D)  P P P 


COLFAX— 

H.  Dey  Myers,  Schuyler  (D) 
J.  R.  O’Neal,  Clarkson  (A) 
CUMING— 

W.  D.  Hansen,  Wisner  (D)  _ 
R.  H.  Scherer,  West  Point  (A) 
CUSTER— 


Theo.  Koefoot,  Jr..  Broken  Bow  (D)  P p 

Ralph  Blair.  Broken  Bow  (A)  

DAWSON— 

P.  B.  Olsson,  Lexington  (D)  P p 

A.  W.  Anderson,  Lexington  (A)  p 

DODGE— 

Robert  Sorensen.  Fremont  (D)  P P P 

J.  Dyer,  North  Bend  (A)  
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FILLMORE— 

A.  A.  Ashby,  Geneva  (D)  P P P 

C.  F.  Ashby,  Geneva  (A)  

FRANKLIN— 

W.  A.  Doering.  Franklin  (D)  

C.  J.  Thomas,  Franklin  (A)  

FOUR  COUNTY— 


Otis  Miller.  Ord  (D)  P P P 

Roy  Cram.  Burwell  (A>  

GAGE— 

C.  R.  Brott,  Beatrice  (D)  

John  W.  Porter,  Beatrice  (A)  P 

GARDEN.  KEITH,  PERKINS— 

Donald  Marples.  Grant  (D)  P P 

E.  E.  Colglarier,  Grant  (A)  

HALL— 

Warren  G.  Bosley.  Grand  Island  (D)  P P P 

Pierce  T.  Sloss,  Grand  Island  (A)  

HAMILTON— 

H.  G.  Steenburg,  Aurora  (D1  P P P 


E.  A.  Steenburg.  Aurora  (A1 
HARLAN— 

Hiram  Walker,  Alma  ID)  

K.  C.  McGrew,  Orleans  (A)  . 
HOWARD— 

M.  D.  Mathews.  St.  Paul  (D) 
R.  W.  Hanisch,  St.  Paul  lA) 
JEFFERSON— 


K.  J.  Kenney,  Fairbur>-  P P P 

W.  P.  Yoachim.  Fairbuiy  (A)  

JOHNSON— 

KNOX— 

W.  D.  Wright,  Creighton  (D)  P P P 

R.  L.  Tollefson,  Wausa  (A)  

LANCASTER— 

M.  D.  Frazer.  Lincoln  (D)  

M.  P.  Brolsma,  Lincoln  <A)  P 

H.  V.  Munger,  Lincoln  (D)  P P P 

Paul  J.  Maxwell,  Lincoln  (A)  

D.  F.  Purvis.  Lincoln  (Dl  P P P 

Donald  Matthews.  Linco'n  (A)  

B.  F.  Wendt.  Lincoln  ( D I P P P 

P.  Goetowski.  Lincoln  (A)  

LINCOLN— 

Chas.  H.  Heider.  Sr.,  North  Platte  (D)  P P P 


E.  J.  Shaughnessy,  North  Platte  (A)  

HOLT  AND  NORTHWEST— 

J.  E.  Ramsay.  Atkinson  (D)  

Robert  Andersen,  Ainsworth  (A)  

MADISON— 

J.  H.  Dunlap.  Norfolk  (D)  P P P 

J.  D.  Pollack.  Norfolk  (A)  

MERRICK— 

E.  T.  Zikmund,  Central  City  (D)  

Kenneth  Treptow,  Central  City  (A)  

NEMAHA— 

Paul  M.  Scott,  Auburn  (D)  P 

Jackson  J.  Bence,  Auburn  (A)  

NORTHWEST  NEBRASKA— 

H.  V.  Crum.  Rushville  (D)  P P 

Allen  Alderman,  Chadron  (A)  

NUCKOLLS— 


Arnold  I.  Webman,  Superior  (D)  P P 

Claude  T.  Mason,  Superior  (A)  

OMAHA-DOUGLAS— 

Dwight  Burney,  Omaha  (D)  

Gilbert  Schreiner,  Omaha  (A)  

George  McMurtrey  .Omaha  (D)  P P P 

E.  L.  MacQuiddy,  Jr..  Omaha  (A)  

T.  J.  Gurnett.  Omaha  (D)  P P 

Perry  Williams.  Omaha  (A)  

Joseph  Borghoff.  Omaha  (D)  P 

Keith  McCormick.  Omaha  (A)  

Arnold  Lempka,  Omaha  (D)  P P 

J.  J.  Grier.  Omaha  (A)  

J.  R.  Schenken.  Omaha  (D)  P P P 

R.  D.  Smith,  Omaha  (A)  

R.  L.  Egan,  Omaha  (D)  P P P 

W.  E.  Kelley.  Omaha  (A)  

D.  J.  Bucholz,  Omaha  (D)  P 

A.  W.  Abts,  Omaha  (A)  

J.  D.  Coe.  Omaha  (D)  P P P 

C.  A.  McWhorter,  Omaha  (A)  

OTOE— 

T.  L.  Weekes,  Nebraska  City  (D)  P P P 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE— 

H.  C.  Stewart,  Pawnee  City  (D)  P P 

A.  B.  Anderson,  Pawnee  City  (A)  

p 

H.  A.  McConahay,  Holdrege  (D)  P P P 

Walter  M.  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Devers.  Pierce  (D)  P P 

A.  E.  Mailliard,  Osmond  (A)  

PLATTE— 

E.  G.  Brillhart.  Columbus  (D)  

H.  D.  Kuper,  Columbus  (A)  P P 


POLK— 

H.  S.  Eklund,  Osceola  (D)  p p 

J.  S.  Ca;^on,  Osceola  (A)  p 

RICHARDSON— 

Wm.  V.  Glenn,  Falls  City  (D)  P P p 

S.  D.  Cowan,  Falls  City  (A)  

SALINE— 

L.  W.  Forney,  Crete  (D)  p 

F.  G.  Travnicek,  Wilber  (A)  

SAUNDERS— 

R.  A.  Youngman,  Ceresco  (D)  P P p 

I.  M.  French,  Wahoo  (A)  

SCOTTS  BLUFF— 

Edwin  J.  Loeffel,  Mitchell  (D)  P P P 

Carl  L.  Frank,  Scottsbluff  (A)  

SEWARD— 

W.  Ray  Hill,  Seward  (A)  P P P 

R.  W.  Herpolsheimer,  Seward  (A)  

SOUTHWEST  NEBRASKA— 

F.  M.  Karrer,  McCook  ( D ) P P p 

THAYER— 

L.  G.  Bunting,  Hebron  (D)  p p 

R.  E.  Penry,  Hebron  (A)  

WASHINGTON— 

L.  I.  Grace,  Blair  (D)  P 

C.  C.  Howard,  Blair  (A)  

YORK— 

R.  E.  Harry,  York  (D)  P p 

H.  F.  Friesen,  Henderson  (A)  

Wm.  Nutzman,  Kearney, 

Speaker,  House  of  Delegates  P P P 

Harry  McFadden,  Jr.,  Omaha. 

Vice  Speaker,  House  of  Delegates P P P 


PROCEEDINGS 
of  the 

HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 

First  Session  — May  13,  1963 

The  first  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker  of  the  House,  Dr. 
Wm.  Nutzman,  at  8:15  a.m.,  Monday,  May  13,  1963, 
in  the  Sheraton  South  of  the  Sheraton-Fontenelle 
Hotel,  Omaha,  Nebraska. 

Dr.  Nutzman  stated  that  he  would  like  to  ask  the 
cooperation  of  those  present  who  are  not  the  au- 
thorized delegates  or  alternates  relative  to  discus- 
sion from  the  floor. 

The  Speaker  called  for  the  report  of  the  Creden- 
tials Committee.  Dr.  McGreer,  Chairman,  stated 
that  there  were  47  members  present.  Inasmuch 
as  a quorum  was  present,  the  House  of  Delegates 
was  declared  in  session. 

The  Speaker  read  a letter  from  Dr.  Frank  Wanek, 
President  of  Northwest  Nebraska  County  Medical 
Society,  asking  that  Dr.  H.  V.  Crum  be  seated 
as  delegate  from  this  county  society  in  the  ab- 
sence of  the  duly  elected  delegate  and  alternate. 
The  motion  was  made  and  seconded  to  seat  Dr. 
Crum.  Motion  carried. 

Dr.  Nutzman  called  for  approval  of  the  minutes 
of  the  1963  midwinter  meeting  as  published  in  the 
May,  1963,  Journal.  The  motion  was  made  to 
accept  these  minutes  as  published.  Motion  was 
seconded,  and  carried. 

The  Speaker  called  for  a recess  in  order  to  select 
the  Nominating  Committee. 

Upon  reconvening,  the  following  Nominating 
Committee  was  selected: 

1st  District — Geo.  McMurtrey,  Omaha 
2nd  District — T.  L.  Weekes,  Nebraska  City 
3rd  District — W.  V.  Glenn,  Falls  City 
4th  District — James  Dunlap,  Norfolk 
5th  District — Robt.  Sorensen,  Fremont 
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6th  District — H.  Steenburg,  Aurora 
7th  District — H.  V.  Nuss,  Sutton 
8th  District — 

9th  District — P.  B.  Olsson,  Lexington 
10th  District — Chas.  Landgraf,  Hastings 
11th  District — Donald  Mai-ples,  Grant 
12th  District — C.  B.  Dorsvart,  Sidney 

The  motion  was  made  and  seconded  to  accept  the 
members  of  the  Nominating  Committee  as  read. 
Motion  carried. 

Dr.  Nutzman  read  the  list  of  members  of  the 
various  Reference  Committees  that  would  seiwe 
during  the  Annual  Session.  The  motion  was  made 
and  seconded  to  accept  these  Reference  Committees 
as  read.  Motion  carried. 

There  being  no  unfinished  business,  Dr.  Nutzman 
stated  that  he  would  like  to  present  to  the  House 
of  Delegates  the  resolutions,  committee  reports,  and 
correspondence  which  had  been  received  in  the 
headquarters  office,  as  follows: 

Resolutions 

Resolution  No.  1 — E.  F.  Leininger,  Delegate 
to  A.M.A.  Referred  to  Reference  Committee  No.  7. 

WHEREAS,  the  trend  towards  specialization 
is  becoming  greater  every  year,  and 

WHEREAS,  all  branches  of  medicine,  even 
the  Academy  of  General  Practice  is  represent- 
ed among  the  various  Sections  of  the  American 
Medical  Association;  and 

WHEREAS,  as  a matter  of  expediency  and 
convenience  it  would  expedite  the  checking  of 
names  in  the  vaidous  sections; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Board  of  Trustees  of  the  American  Medical  As- 
sociation be  requested  to  have  the  next  Ameri- 
can Medical  Directory  printed  with  the  various 
sections  and  the  names  of  the  various  section 
members  listed  alphabetically  in  addition  to  the 
regular  listing  of  names. 

Resolution  No.  2 — Public  Health  Committee.  Re- 
ferred to  Refez’ence  Committee  No.  6. 

WHEREAS,  there  has  been  a marked  increase 
in  cigarette  smoking,  and 

WHEREAS,  extensive  laboratory,  roentgeno- 
logical, clinical,  pathological,  and  population 
studies  have  been  made  in  this  nation  and  in 
numerous  other  nations,  and 

WHEREAS,  the  elicited  scientific  evidence 
supports  the  thesis  that  there  is  an  etiological 
relationship  between  cigarette  smoking  and  va- 
rious serious  pulmonary  and  cardiovascular 
morbidities  and  probably  many  other  morbid- 
ities as  well, 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  supports  the  view  that 
the  smoking  of  cigarettes  is  harmful,  the  dan- 
ger rising  with  increase  in  consumption,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska State  Medical  Association,  in  considera- 
tion of  the  public  health  and  of  the  prevention 
of  illness,  distribute  to  school  superintendents, 
college  administrative  officials,  and  new's-dis- 
tributing  media  of  this  state  the  appended  sum- 
maiy  of  its  officially-endorsed  view. 


OFFICIALLY  AUTHORIZED  NEWS  RELEASE 
FROM  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 

During  recent  years  problems  related  to  the 
effects  of  cigarette  smoking  upon  human  health 
have  been  under  investigation  by  research 
workers  in  many  parts  of  the  world.  An  enor- 
mous body  of  medical  literature  reflecting 
laboratory  and  X-ray  finding,  prospective  and 
retrospective  demographic  studies,  and  clinical 
observations  has  accumulated.  The  accumulat- 
ing evidence  from  numerous  scientists,  numerous 
research  centers,  many  population  groups,  and 
many  nations  has  provided  ever-increasing 
support  for  the  thesis  that  cigarette  smoking 
is  harmful  to  health,  the  damaging  effects  in- 
creasing at  least  roughly  with  the  amount  of 
smoking.  This  evidence  indicates  that  the 
highest  toll  may  be  in  deaths  ascribed  to  cardio- 
vascular disease,  that  a substantial  share  of  the 
deaths  ascribed  to  primary  carcinoma  of  the 
lung,  w'hich  now'  are  as  numerous  as  those 
ascribed  to  motor  vehicle  accidents,  are  causa- 
tively  related  to  cigarette  smoking,  and  that 
many  other  serious  morbidities  are  to  some 
extent  causatively  related  to  such  smoking. 

The  balance  of  evidence  now'  so  strongly 
supports  the  case  against  cigarette  smoking 
that  the  Nebraska  State  Medical  Association 
calls  public  attention  through  official  resolu- 
tion to  the  health  hazard.  It  endorses  an  edu- 
cational approach  w'hich  lays  a foundation 
among  elementary  school  children,  and  provides 
sufficiently-embrasive  definitive  information  to 
the  adult  population.  It  believes  that  cigarette 
smoking  by  pai’ents  has  potent  effect  in  condi- 
tioning children  to  smoke.  It  further  believes 
that  high  school  and  college  students  are  key 
target  groups  of  those  w'ho  promote  cigarette 
smoking,  and  that,  because  usually  the  habit  is 
relinquished  only  w'ith  difficulty  if  once  ac- 
quired, a strong  campaign  of  education  should 
be  can-ied  on  among  these  students. 

Resolution  No.  3 — Received  from  the  Connecticut 
State  Medical  Society,  relative  to  Intern  Quotas  in 
Accredited  Hospitals  and  the  So-Called  “25%  Rule.” 
Referred  to  Reference  Committee  No.  7. 

Resolution  No.  4 — Received  from  the  Missouri 
State  Medical  Association  relative  to  Lifetime  Learn- 
ing for  Physicians.  Referred  to  Reference  Commit- 
tee No.  7. 

Resolution  No.  5 — Received  from  the  Missouri 
State  Medical  Association  relative  to  Interns  and 
Residents.  Referred  to  Reference  Committee  No.  5. 

Resolution  No.  6 — Adams  County  Medical  So- 
ciety. Referred  to  Reference  Committee  No.  2. 

WHREAS,  the  geography  and  population-dis- 
tribution of  the  State  of  Nebraska  are  such  that 
difficulty  arises  in  assuring  equitable  represen- 
tation of  constituents  in  their  governing  bodies; 
and, 

WHEREAS,  these  circumstances  obtain  in  the 
medical  community  of  the  State  of  Nebraska; 
and, 

WHEREAS,  some  groups  of  Nebraska  physi- 
cians are  unrepresented  at  the  State  Medical 
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Association  level  because  of  either  lack  of 
organization  at  the  county  level  or  failure  of 
their  delegates  to  carry  out  their  duties;  and, 
WHEREAS,  in  some  instances  one  individual 
may  represent  a few  physicians,  and,  in  other 
instances,  many  physicians  have  no  representa- 
tion; and, 

WHEREAS,  many  county  medical  societies 
are  inactive,  in  practice  if  not  in  theoiy,  and 
the  physician,  therefore,  is  deprived  of  the 
stimulation  and  education  of  meeting  with  his 
peers  and  of  having  influence  in  medical  affairs 
at  the  state  level;  now, 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  recognize 
that  these  circumstances  exist  and  are  undesir- 
able, and  proceed  to  study  the  resultant  prob- 
lems and  assist  in  solution  of  them;  and, 

BE  IT  FURTHER  RESOLVED,  that  this  mat- 
ter be  referred  to  an  appropriate  committee;  and, 
BE  IT  FURTHER  RESOLVED,  that  such 
committee  report  to  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  at 
its  Interim  Session,  1964,  specific  recommenda- 
tions and  its  progress  to  that  time. 

Resolution  No.  7 — Policy  Committee,  relative  to 
Kerr-Mills.  Referred  to  Reference  Committee  No. 

2. 

WHEREAS,  there  has  been  a demonstrated 
need  for  Kerr-Mills  type  of  legislation,  and 
WHEREAS,  twenty-eight  states,  which  in- 
clude 93%  of  the  nation’s  population,  have 
implemented  a Kerr-Mills  law  and  operating 
satisfactorily,  and 

WHEREAS,  the  great  majority  of  Nebraskans 
have  expressed  a desire  to  assume  their  share 
of  responsibility  on  a state  level  for  the  care 
of  the  near  needy  age  65  and  over; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  strongly 
urges  the  passage  of  LB  100  by  the  Nebraska 
Legislature  at  the  earliest  possible  date. 

Dr.  Nutzman  informed  the  House  of  Delegates 
that  this  resolution  had  been  sent  to  each  State 
Legislator  by  wire,  and  would  be  on  their  desk 
this  morning. 

Resolution  No.  8 — Resolution  to  Mrs.  M.  C. 
Smith.  Referred  to  Reference  Committee  No.  7. 

WHEREAS,  Mr.  Merrill  C.  Smith,  former  Ex- 
ecutive Secretai-y  of  the  Nebraska  State  Medical 
Association  for  26  years,  has  been  called  to  his 
reward  by  the  Great  Creator,  and 

WHEREAS,  he  seiwed  the  medical  profession 
in  Nebraska  with  untiring  efforts,  and 

WHEREAS,  all  physicians  will  long  remember 
his  contributions  to  organized  medicine; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
officers.  House  of  Delegates  and  members  of 
the  Nebraska  State  Medical  Association  in  due 
session  on  this  day  of  May  13,  1963,  at  Omaha, 
Nebraska,  express  their  deep  regret  at  his  un- 
timely passing  to  his  beloved  wife  and  daughter 
in  their  hour  of  sorrow. 

Dr.  Nutzman  infonned  the  House  of  Delegates 
that  this  resolution  had  been  delivered  to  Mi’s.  Smith 
this  morning. 


Resolution  No.  9 — Health  Education  Committee. 
Refen-ed  to  Reference  Committee  No.  1. 

WHEREAS,  there  is  an  obvious  need  for  up- 
grading of  health  instruction  in  public  schools, 
and 

WHEREAS,  educational  TV  is  the  medium  by 
which  health  education  for  public  schools  may 
be  rapidly  and  readily  brought  up  to  date,  and 
WHEREAS,  Educational  TV  may  be  extreme- 
ly helpful  in  other  courses  of  study  in  schools 
and  in  adult  education  programs; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  advocate 
a statewide  network  of  educational  TV  for  the 
schools  and  for  adult  education. 

COM.MITTEE  REPORTS: 

Report  No.  1 — Constitution  and  By-Laws  Com- 
mittee. Referred  to  Reference  Committee  No.  3 

The  Constitution  and  By-Laws  Committee 
submits  the  following  recommendations  for 
changes  to  the  House  of  Delegates: 

Constitution — 

Article  VI,  Section  3 — amended  to  read  as 
follows: 

“The  Council  on  Professional  Ethics  shall 
be  vested  with  the  judicial  powers  of  the  As- 
sociation, and  prescribed  in  the  By-Laws.” 

(This  simply  eliminates  the  word  “now”  in 
the  present  section). 

Article  VI,  Section  ? — amended  to  read  as 
follows : 

“The  Board  of  Trustees  shall  be  composed  of 
the  Secretai’y-Treasurer  and  four  members  elect- 
ed by  the  Board  of  Councilors,  each  for  a term 
of  four  years,  so  rotated  that  one  shall  be  elected 
each  year.  Members  of  the  Board  of  Tnistees 
shall  seiwe  not  more  than  two  consecutive  teiTns. 
Members  of  the  Board  of  Councilors  shall  not 
be  eligible  for  election  to  the  Board  of  Timstees.” 
(adds  the  word  “Consecutive.”) 

BY-LAWS: 

Chapter  XI,  Section  1 — amended  to  read  as 
follows : 

“The  Board  of  Councilors  shall  be  com- 
posed of  one  duly  elected  Councilor  from  each 
Councilor  District,  the  President,  the  President- 
elect, and  the  immediate  past  President  of  the 
Association.  The  Speaker  and  Vice  Speaker  of 
the  House  of  Delegates  shall  be  ex-officio  mem- 
bers without  the  right  to  vote.  The  Counciloi-s 
shall  be  elected  for  a term  of  three  years  each, 
so  rotated  that  one-third,  as  nearly  as  possible, 
shall  be  elected  each  year.  A Councilor  shall 
seiwe  not  more  than  two  consecutive  terms.” 

Chapter  XIII,  Section  1 — third  paragi’aph  be 
amended  to  read  as  follows: 

“A  councilor  district  medical  society  may  be 
organized  in  each  councilor  district.  Only  mem- 
bers of  chartered  component  societies  in  a dis- 
trict may  be  members  of  a councilor  district 
society.  Candidates  for  the  office  of  Councilor 
of  the  respective  councilor  districts  shall  be 
nominated  as  provided  in  Chapter  XI,  Section 
1,  of  the  By-Laws.” 

(Corrects  mistaken  reference). 
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Chapter  XIII,  Section  1 — fifth  paragraph  be 
amended  to  read  as  follows: 

“A  charter  of  a component  society  may  be 
revoked  by  the  Board  of  Councilors  as  prescribed 
in  Chapter  XI,  Section  2,  of  the  By-Laws.” 
(Corrects  mistaken  reference). 

OTHER  RECOMMENDATIONS  OF  THE 
COMMITTEE: 

1.  The  Committee  recommends  that  the  Volun- 
tary Health  Agency  Committee  be  deleted 
from  the  By-Laws,  as  approved  by  the  House 
of  Delegates  at  the  March  meeting. 

2.  The  Committee  recommends  that  the  Veteran’s 
Committee  be  deleted  fi’om  the  By-Laws,  as 
approved  by  the  House  of  Delegates  at  the 
March  meeting. 

3.  The  Committee  recommends  the  changing  of 
the  name  of  the  Unifonn  Fee  Schedule  Com- 
mittee to  the  Relative  Value  Study  Committee 
in  the  By-Laws,  as  approved  by  the  House  of 
Delegates. 

4.  The  Committee  recommends  that  the  Health 
Education  Committee  be  included  in  the  Stand- 
ing Committees  of  the  By-Laws,  as  approved 
by  the  House  of  Delegates  at  the  March  meet- 
ing. 

Report  No.  2 — Insurance  Committee.  Referred 
to  Reference  Committee  No.  2. 

On  May  2,  the  Insurance  Committee  met  to 
discuss  several  proposals  regarding  matters 
of  interest  to  the  Nebraska  State  Medical  As- 
sociation. 

A brochure  was  received  from  Standard  & 
Poor’s  Investment  Counsel  of  New  York  re- 
garding self-administered  mutual  funds  which 
take  advantage  of  the  recently  enacted  Keogh 
Bill.  Along  with  this  report,  we  are  enclosing 
one  of  the  brochures  sent  by  this  organization. 

In  discussing  this  matter,  it  was  the  sugges- 
tion of  the  committee  that  as  there  is  not  a 
statewide  proposal  other  than  the  one  which 
is  being  carried  on  by  the  American  Academy 
of  General  Practice,  that  it  might  be  feasible 
to  set  up  a suiwey  of  the  membership  to  indicate 
whether  or  not  they  would  be  interested  in 
the  state  association  entering  into  such  a plan. 

The  committee  decided  that  if  such  a plan 
was  to  be  considered,  then  the  statewide  suiwey 
should  determine  such  acceptance  of  such  a 
plan,  and  the  following  suggested  questions 
might  be  included  in  the  survey.  They  are  as 
follows: 

1.  Would  you  be  interested  in  such  a plan? 

2.  Do  you  want  further  information  regarding 
such  a plan? 

3.  Are  you  already  in  such  a plan? 

4.  Do  you  have  facilities  in  your  area  to  handle 
any  plan  you  undertake? 

5.  Should  the  state  medical  association  take 
an  active  interest  in  such  a plan? 

These  five  questions  would  be  preceded  by  a 
descriptive  paragraph  of  the  plan  of  the  Nas- 
sau County  Medical  Society  in  New  York 
which  currently  has  such  a program  in  opera- 
tion. 


This  report  is  being  submitted  to  the  House 
of  Delegates  for  their  consideration  and  ap- 
proval of  such  a survey.  If  the  House  approves 
such  a suiwey,  it  will  be  undertaken  shortly 
after  the  completion  of  the  Annual  Session. 

Respectively  submitted, 

Edmond  M.  Walsh,  M.D., 
Chairman,  Insurance 
Committee. 

Correspondence 

The  following  letter  has  been  received  from  Dr. 
G.  E.  Stafford,  Medical  Director,  Nebraska  Seiwices 
for  Crippled  Children: 

Mr.  Kenneth  Neff 

Nebraska  State  Medical  Association 
1315  Sharp  Building 
Lincoln,  Nebraska 

Dear  Mr.  Neff: 

Members  of  our  Crippled  Children’s  Advisory 
Committee  have  become  concerned  about  the 
inadequacy  of  the  crippled  children  enumeration 
which  comes  under  the  school  census  laws.  A 
spot  comparison  revealed  that  59  per  cent  of 
the  children  receiving  services  under  our  pro- 
gram were  not  listed  on  the  special  enumera- 
tion as  crippled. 

Our  Agency  has  been  asked  to  consult  with 
the  Nebraska  State  Medical  Association,  hence 
this  letter.  Presumably  an  index  of  handicapped 
children  would  be  useful  in  program  planning 
in  our  agency.  Also  private  agencies  (Crippled 
Children’s  Society,  etc.)  have  expressed  inter- 
est in  our  having  such  an  index. 

Some  laymen  of  the  committee  passed  a reso- 
lution that  we  confer  with  your  group  on  the 
feasibility  of  having  physicians  register  handi- 
capped children.  This,  they  felt,  should  be  in- 
corporated into  the  laws  in  lieu  of  the  special 
school  census  enumeration. 

We  request  that  your  House  of  Delegates 
consider  and  recommend  a plan  for  compiling 
this  information.  Some  members  of  our  com- 
mittee, including  Mrs.  Ben  Dowdery,  our  Chair- 
man, recognized  the  infeasibility  of  manditory 
registration  by  the  medical  profession. 

Sincerely, 

G.  E.  Stafford,  M.D.,  Medical  Director, 
Nebraska  Seiwices  for  Crippled  Children 

The  Speaker  referred  this  letter  to  Reference  Com- 
mittee No.  4 . 

The  Speaker  then  called  for  resolutions  from  the 
floor,  and  the  following  resolutions  were  presented: 

Resolution  No.  10  — Dr.  Geo.  McMurtrey  intro- 
duced a resolution  from  the  Omaha-Douglas  County 
Medical  Society  relative  to  the  use  of  animals 
in  medical  research. 

This  resolution  was  referred  to  Reference 
Committee  No.  5. 

Resolution  No.  11  — Introduced  by  Dr.  McMur- 
trey from  the  Omaha-Douglas  County  Medical  So- 
ciety relative  to  the  Dryar  Report. 

This  resolution  was  referred  to  Reference 
Committee  No.  7. 
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Resolution  Xo.  12  — Introduced  by  Dr.  McMur- 
trey  from  the  Omaha-Douglas  County  Medical  So- 
ciety relative  to  hospital-physician  relations. 

This  resolution  was  referred  to  Reference 
Committee  No.  3. 

Resolution  Xo.  13  — Introduced  by  Dr.  Donald 
Marples  from  the  Garden-Keith-Perkins  County  Med- 
ical Society  relative  to  the  appointment  of  a chiro- 
practor as  chaiiTTian  of  their  local  Heart  Fund. 

This  resolution  was  referred  to  Reference 
Committee  No.  1. 

Resolution  Xo.  14  — Introduced  by  Dr.  T.  J.  Gur- 
nett  from  the  Omaha-Douglas  County  Medical  So- 
ciety relative  to  those  persons  attending  the  House 
of  Delegates  who  are  not  official  delegates  or  alter- 
nates, asking  permission  of  the  floor  and  being 
introduced  by  the  Speaker  of  the  House  of  Dele- 
gates. 

This  resolution  was  referred  to  Reference 
Committee  No.  4. 

Resolution  Xo.  15  — Introduced  by  Dr.  Chas. 
Landgraf  from  the  Adams  County  Medical  Society 
relative  to  requesting  the  Governor  to  consult 
with  the  Nebraska  State  Board  of  Health,  Nebraska 
State  Medical  Association  and  the  Hospital  Associa- 
tion. 

This  resolution  was  referred  to  Reference 
Committee  No.  1. 

Thei’e  being  no  new  business.  Dr.  Nutzman  read 
the  room  assignments  for  the  Reference  Committees. 

Doctor  Kostal  was  asked  to  introduce  Dr.  George 
Fister,  President  of  the  American  Medical  Associa- 
tion, to  say  a few  words  to  the  House  of  Dele- 
gates. 

The  motion  was  made  and  seconded  to  adjourn 
until  8:00  a.m.,  Tuesday,  May  14.  Motion  was  car- 
ried. 

Second  Session  — May  14,  1963 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Hariy 
McFadden,  at  8:10  a.m.,  Tuesday,  May  14,  1963. 

The  report  of  the  Credentials  Committee  showed 
43  delegates  present.  Inasmuch  as  20  members 
constitute  a quorum,  the  House  was  declared  in  ses- 
sion. 

After  the  reading  of  the  minutes  of  the  first 
session.  Dr.  McFadden  asked  for  a motion  of  ap- 
proval. 

Dr.  Schenken  was  granted  pennission  of  the 
floor  and  stated  that  the  resolutions  presented  by 
Dr.  McMurtrey  were  not  resolutions  from  the 
Omaha-Douglas  County  Medical  Society,  but  were 
resolutions  from  Dr.  McMurtrey  as  a delegate,  and 
that  the  minutes  should  be  amended  accordingly. 
These  were  resolutions  number  10,  11  and  12. 

Dr.  Landgraf  was  granted  permission  of  the 
floor  and  stated  that  resolution  No.  15,  which  he 
had  presented  at  the  first  session,  was  also  pre- 
sented by  him  as  delegate,  and  not  from  the  Adams 
County  Medical  Society. 

The  motion  was  made  to  accept  these  minutes 
with  the  amendments  as  stated  above.  Motion  was 
seconded  and  carried. 


X"ew  Business 

Dr.  Loeffel  was  granted  permission  of  the  floor 
and  asked  that  the  House  of  Delegates  consider  the 
possibility  of  holding  the  interim  session  out-state, 
rather  than  in  Lincoln.  After  discussion,  the  Speak- 
er called  for  a show  of  hand  vote  for  this  recom- 
mendation which  showed  approval. 

Dr.  Smith  extended  an  invitation  to  the  House  of 
Delegates  to  hold  the  1964  interim  session  in  Kear- 
ney. A motion  was  made  by  Dr.  Schenken  to  ac- 
cept this  invitation.  Motion  was  seconded  and 
carried. 

Dr.  Nutzman  presented  the  requests  for  Life  Mem- 
berships from  Dr.  Paul  Black  of  Lincoln,  and  Dr. 
H.  D.  Runty  of  DeWitt,  which  had  been  approved 
by  the  Board  of  Councilors.  The  motion  was  made 
by  Dr.  Weekes  to  accept  these  requests  for  Life 
Membership.  Motion  was  seconded  and  carried. 

Dr.  Nutzman  read  the  following  letter  from  Dr. 
Otis  Miller: 

Dear  Doctor: 

At  a meeting  held  in  Kearney,  Nebraska,  11 
April,  1963,  the  future  of  the  University  of  Ne- 
braska College  of  Medicine  was  discussed. 
Physicians  present  included  Otis  W.  Miller, 
Warren  A.  Bosley,  Royal  A.  Jester,  Dan  A. 
Nye,  and  R.  C.  Rosenlof. 

From  the  standpoint  of  private  physicians 
practicing  outside  of  Omaha,  it  was  considered 
that  there  were  three  objectives  w'hich  such 
practitioners  might  support.  These  include  the 
support  of  an  increased  budget  for  the  Univer- 
sity of  Nebraska  College  of  Medicine  to  be 
divided  into  thi’ee  different  phases  to  include 
adequate  funds  for  (a)  Building,  (b)  Educa- 
tion, and  (c)  Patient  care.  A second  objec- 
tive was  felt  to  be  that  of  the  implementation 
of  care  and  services  of  the  needy  citizens  of 
Nebraska.  It  is  pointed  out  that  such  care  is 
being  given  whether  or  not  the  patient  is  taken 
care  of  in  University  Hospital  or  not.  Such 
care  would  necessarily  encompass  a wider  se- 
lection of  patients,  and  would  perhaps  lead 
to  a more  acute  type  of  case  being  presented 
to  the  medical  students.  A third  objective  is 
the  implementation  of  the  clinical  teaching  pro- 
gram. It  is  the  feeling  of  this  group  that  the 
accent  ought  to  be  more  on  total  patient  care, 
and  that  the  patient  be  seen  as  a whole,  rather 
than  a group  of  diseases  supported  by  bones 
and  enclosed  in  skin. 

It  is  believed  that  a primary  aim  is  to  train 
physicians  for  the  care  of  citizens  of  the  State 
of  Nebraska.  To  this  end,  then,  it  is  recom- 
mended that  the  preceptorship  pi’ogram  be  re- 
instituted inasmuch  as  fewer  medical  students 
are  now  interested  in  general  practice  than 
previously,  in  spite  of  great  demand,  and  few- 
er have  gone  into  general  practice  since  the 
preceptorship  program  has  been  stopped.  It 
is  suggested  that  a committee  be  fonned  to 
implement  this  program,  such  a committee  to 
include  members  of  the  AAGP  and  administra- 
tive members  from  the  College  of  Medicine  to 
include  a member  from  basic  science  as  well 
as  a member  from  the  clinical  science  field.  It 
is  also  suggested  that  younger  practitioners  be 
selected  as  the  preceptor,  and  in  this  regard, 
study  of  the  program  in  Kansas  is  recommended. 


412 


Nebraska  S.  M.  J. 


There  was  held  recently  in  Omaha,  a sym- 
posium on  the  Medical  School  curricula.  Prac- 
tically all  of  the  members  making  up  this  sym- 
posium were  those  closely  connected  with  the 
medical  school  and  praticing  in  a Metropolitan 
area.  The  difficulties  of  private  practice  in  a 
small  community  may  be  somewhat  different 
than  in  a metropolitan  community,  and  espe- 
cially is  this  so  in  regard  to  ancillary  and  para- 
medical facilities. 

We  would  also  hope  that  the  post-graduate 
program  might  be  expanded,  and  that  inasmuch 
as  post-graduate  programs  have  not  been  fan- 
tastically successful,  that  a different  approach 
might  be  taken.  In  this  regard,  the  geography 
of  Nebraska  does  not  make  it  feasible  to  at- 
tend post-graduate  courses  as  often  as  many  of 
the  out-state  practicing  physicians  might  like 
to  take  advantage  of.  Consideration  of  moving 
these  courses  about  the  state  in  several  geo- 
graphic areas  is  recommended. 

This  committee  is  not  in  the  least  “agin”  in- 
vestigative medicine,  and  research,  if  it  is 
done  in  conjunction  with,  and  not  at  the  ex- 
clusion of  an  adequate  teaching  program  to 
produce  an  “undifferentiated”  medical  student 
who  can  further  differentiate  in  his  post- 
graduate period  along  several  lines  with  equal 
facility. 

Sincerely, 

Dr.  Wagner 
Dr.  Miller 
Dr.  Bosley 
Dr.  Yost 
Dr.  Jester 
Dr.  Nye 
Dr.  Reiner 
Dr.  Raines 
Dr.  Landgraf 
Dr.  Long 

A motion  was  made  by  Dr.  Schenken  that  this 
letter  be  sent  to  a reference  committee.  The  mo- 
tion was  seconded  and  carried.  Dr.  Nutzman  re- 
ferred this  letter  to  reference  Committee  No.  6. 

A communication  was  received  from  Dr.  Young- 
man  relative  to  the  resolution  of  the  Allied  Pro- 
fessions Committee  regarding  “lay  laboratories,” 
which  was  approved  at  the  interim  session  of  the 
House  of  Delegates.  Dr.  Schenken  moved  that 
this  communication  be  considered  as  information 
for  the  House  of  Delegates,  and  that  no  action 
would  be  necessary.  Motion  was  seconded  and  car- 
ried. 

Reports  of  Reference  Committees 

Reference  Committee  No.  2 — H.  Steenburg, 
Chairman,  made  the  following  report: 

Other  members  of  this  committee  were  Drs. 
Dorwart  and  McMurtrey. 

We  were  asked  to  consider  the  resolution 
on  Kerr-Mills  legislation. 

The  committee  suggests  approval  of  this  reso- 
lution. I so  move.  Motion  was  seconded  and 
carried. 

We  were  asked  to  consider  the  report  of  the 
Insurance  Committee.  The  committee  ap- 
proves this  report  and  that  such  a survey  be 


carried  out  provided  that  there  is  no  expendi- 
ture of  funds  of  the  state  association. 

I so  move. 

After  discussion  regarding  the  expenditure  of 
funds  for  this  sui-vey,  the  motion  was  made  to 
amend  the  recommendation  of  the  Reference  Com- 
mittee, and  that  the  portion  regarding  no  expendi- 
ture of  Association  funds  be  deleted.  Dr.  Steen- 
burg stated  that  this  would  be  acceptable  to  the 
Reference  Committee.  The  motion  was  seconded 
and  carried. 

The  motion  was  made  and  duly  seconded  to  accept 
the  report  of  the  Insurance  Committee.  Motion 
carried. 

We  were  asked  to  consider  the  resolution  No. 
6 from  the  Adams  County  Medical  Society. 
The  committee  recommends  that  this  resolu- 
tion be  referred  to  the  Policy  Committee  for 
further  study  and  action.  I so  move. 

This  motion  was  seconded  and  carried. 

I move  that  the  report  of  Reference  Commit- 
tee No.  2,  as  amended,  be  accepted  as  a whole. 

The  motion  was  seconded  and  carried. 

Reference  Committee  No.  3 — Dr.  H.  D.  Kuper, 
Chairman,  made  the  following  report: 

Other  members  of  this  committee  were  Drs. 
Heider  and  Weekes. 

We  were  asked  to  consider  the  proposed 
changes  in  the  Constitution  and  By-Laws.  This 
committee  recommends  that  these  changes  be 
adopted.  I so  move.  The  motion  was  second- 
ed and  carried. 

We  were  asked  to  consider  the  following  reso- 
lution No.  12,  introduced  by  Dr.  McMurtrey: 
WHEREAS,  the  principles  of  medical  ethics 
of  the  American  Medical  Association  were 
adopted  to  assure  the  highest  quality  of  medical 
care  to  individual  patients,  and 

WHEREAS,  other  guides  and  policies  adopted 
by  the  House  of  Delegates  of  the  American 
Medical  Association,  including  “Guides  for  Con- 
duct of  Physicians  in  Relationship  with  Institu- 
tions” have  a like  pui-pose,  and 

WHEREAS,  the  standards  in  medical  educa- 
tion must  include  by  precept  as  well  as  prin- 
ciple the  obtainment  of  these  ethical  goals  of 
the  American  Medical  Association; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  a hospital  which  requires  hospital  physician 
relationships  that  prevent  or  interfere  with  a 
physician’s  adherence  to  the  principles  of  med- 
ical ethics  and  to  the  “Guides  for  Conduct  of 
Physicians  in  Relationship  with  Institutions,” 
while  practicing  as  a member  of  its  medical 
staff,  such  hospitals  shall  not  be  approved  for 
the  training  of  intems  or  residents,  and 

BE  IT  FURTHER  RESOLVED,  that  this 
resolution  be  introduced  for  adoption  by  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  annual  meeting  in  June  of 
1963. 

We  recommend  the  approval  of  this  resolution. 
I so  move. 

This  motion  was  seconded  and  carried. 

Dr.  McFadden  informed  the  House  of  Delegates 
that  the  changes  in  the  By-Laws  could  be  made  at 
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this  time;  however,  changes  in  the  Constitution 
must  lay  over  for  one  year. 

The  motion  was  made  and  seconded  that  the  re- 
port of  Reference  Committee  No.  3 be  accepted  as  a 
whole.  Motion  carried. 

Reference  Committee  Xo.  5 — Dr.  H.  V.  Munger, 
ChaiiTuan,  made  the  following  report: 

Other  membei’s  of  this  committee  were  Drs. 
Porter  and  Loeffel. 

We  were  asked  to  consider  the  following 
resolution  Xo.  10,  introduced  by  Dr.  McMurtrey: 
WHEREAS,  humane  care  of  vertebrate  ani- 
mals used  in  medical  and  biological  research 
is  essential  for  the  proper  conduct  of  experi- 
mental studies  leading  to  new  methods  of  pre- 
vention and  treatment  of  human  disease,  and 
WHEREAS,  there  now  exist  several  profes- 
sional agencies  such  as  the  animal  care  panel 
and  the  Institute  of  Laboratorj*  Research  Coun- 
cil which  have  established  widely  followed 
standards  for  care  of  laboratory-  animals  used 
for  research  into  animal  and  human  disease, 
and 

WHEREAS,  more  humane  care  of  experimen- 
tal animals  can  best  be  achieved  through  fur- 
ther improvements  in  animal  care  facilities 
throughout  the  nation,  and  by  improved  sup- 
port of  training  of  personnel  responsible  for 
their  day  to  day  care; 

BE  IT  RESOLVED,  that  the  Xebraska  State 
Medical  Association  in  keeping  with  its  tradi- 
tional concern  for  the  continued  progress  of 
medical  science  which  can  be  applied  to  the 
future  health  of  the  citizens  of  this  state,  shall 
go  on  record  as  opposing  unnecessaiy  Federal 
regulation  of  the  care  and  use  of  animals  for 
medical  research,  as  proposed  in 

S 533 — (Clark  Xeuberger  Young  Bill) 

HR  4620— (Ashley  Bill) 

HR  4856 — (Randall  Bill) 

Your  committee  recommends  the  approval  of  this 
resolution,  and  suggests  that  copies  of  this  resolu- 
tion be  sent  to  our  Senators  and  Congressmen,  to 
all  state  medical  societies,  and  that  our  delegates 
to  the  A.M.A.  be  directed  to  submit  this  resolution 
to  the  House  of  Delegates  of  the  A.M.A.  at  their 
next  session. 

I so  move. 

Motion  was  seconded  and  cairied. 

We  were  asked  to  consider  the  resolution  of  the 
Missouri  State  Medical  Association  relative  to  the 
reports  on  compensation  of  interns  and  residents 
submitted  by  the  A.M.A.  Council  on  Medical  Educa- 
tion and  Hospitals  and  Council  on  Medical  Seiwice. 

Your  reference  committee  recommends  that  the 
Missouri  resolution  be  supported  by  our  delegates 
at  the  next  session  of  the  A.M.A.  House  of  Dele- 
gates. We  further  suggest  that  our  support  of  this 
resolution  be  made  known  to  each  state  medical  as- 
sociation. I so  move. 

Motion  was  seconded  and  carried. 

I move  that  the  entire  report  of  Reference  Com- 
mittee Xo.  5 be  approved.  Motion  was  seconded 
and  carried. 

Reference  Committee  Xo.  1 — Dr.  H.  V.  Smith, 
Chairman  made  the  following  report: 


Other  members  of  this  committee  were  Drs. 
Egan  and  Hill. 

We  were  asked  to  consider  the  following  reso- 
lution Xo.  15,  presented  by  Dr.  Landgraf: 

WHEREAS,  the  American  Medical  Associa- 
tion and  the  Federal  Government  have  imple- 
mented programs  acting  in  support  of  the  re- 
port of  the  Joint  Commission  on  Mental  Illness 
and  Health,  and, 

WHEREAS,  Federal  legislation  will  provide 
850,000.00  for  the  fiscal  year,  1963,  to  the  State 
of  Xebraska  for  a preliminai-j-  plan  in  this  re- 
gal'd, providing  such  plan  is  approved  by  the 
Federal  Govemment,  and, 

WHEREAS,  it  is  generally  agi'eed  that  the 
matter  of  mental  illness  and  health  is  a medical 
problem,  primarily,  and, 

WHEREAS,  such  a plan,  created  by  the  con- 
sultant on  mental  health  to  the  Director  of  the 
Xebraska  State  Department  of  Health  at  the 
request  of  said  Director,  has  been  submitted  to 
the  Govemor  for  his  approval  (without  the 
prior  consultation  of  the  Xebraska  State  Board 
of  Health,  nor  of  the  Xebraska  State  Medical 
Association),  and, 

WHEREAS,  the  entire  program  has  implica- 
tions of  vast  medical  and  social  importance; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Governor  of  Xebraska  be  requested  to  submit 
this  plan  to  the  Xebraska  State  Board  of 
Health,  and  the  Xebraska  State  Medical  Asso- 
ciation for  examination  and  approval  by  these 
bodies  before  he  announces  his  approval  of 
said  plan  and  before  said  plan  is  submitted  to 
the  Federal  Government  in  application  for 
funds  to  support  its  implementation. 

Testimony  developed  that  events  had  transpired 
which  rendered  this  resolution  academic.  Conse- 
quently, we  recommend  that  this  resolution  be  with- 
drawn. I so  move. 

Motion  was  seconded  and  carried. 

We  were  asked  to  consider  the  communication  from 
Garden-Keith-Perkins  County  Medical  Society  re- 
gai'ding  the  appointment  of  a chiropractor  as  chair- 
man of  a Heai-t  Fund  drive. 

Testimony  from  a representative  of  the  Xebraska 
Heart  Association  regarding  this  appointment  was 
heard.  Error  was  acknowledged  and  steps  have 
been  taken  to  prevent  a recurrence. 

We  were  asked  to  consider  the  resolution  Xo.  9 
from  the  Health  Education  Committee  relative  to 
educational  TV.  This  resolution  was  approved  by 
the  committee,  and  I move  that  this  be  adopted  by 
the  House  of  Delegates.  The  motion  was  seconded, 
and  after  discussion,  was  carried. 

I move  that  the  report  of  the  Reference  Commit- 
tee Xo.  1 be  adopted  as  a whole. 

Motion  was  seconded  and  can-ied. 

Dr.  Landgraf  asked  pei'mission  of  the  floor  to 
explain  the  reasons  for  the  resolution  Xo.  15,  that 
was  considered  by  Reference  Committee  Xo.  1. 

A motion  was  made  by  Dr.  Landgraf  that  the 
Xebraska  State  Medical  Association  write  the  De- 
partment of  Health  requesting  copies  of  the  plan 
referred  to  in  this  resolution,  by  May  22,  1963. 
That  this  then  be  reviewed  by  the  appropriate 
committee  of  the  association  as  soon  as  possible. 
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and  that  the  Policy  Committee  of  the  association 
express  the  sentiment  of  the  association  with  regard 
to  this  plan. 

Dr.  Schenken  moved  that  this  recommendation 
be  refen-ed  to  a Reference  Committee  for  their  con- 
sideration. The  motion  was  seconded  and  earned. 
This  was  referred  to  Reference  Committee  No.  4. 

The  Speaker  stated  that  Dr.  Floyd  Shiffermiller 
was  present  from  District  8,  and  could  represent 
his  district  on  the  Nominating  Committee.  The 
motion  was  made  and  seconded  to  place  Dr.  Shif- 
fenniller  on  this  committee.  Motion  carried. 

The  Speaker  also  asked  for  a replacement  for 
Di’.  Glenn  on  the  Nominating  Committee.  A mo- 
tion was  made  and  seconded  to  place  Dr.  Stewart 
on  this  committee.  The  motion  carried. 

Dr.  Nutzman  read  the  minutes  of  the  first  ses- 
sion of  the  Board  of  Councilors. 

Dr.  Kostal  was  granted  permission  of  the  floor 
to  explain  to  the  House  of  Delegates  more  fully  the 
need  of  the  dues  increase. 

Dr.  Fay  Smith  was  gi-anted  permission  of  the 
floor.  He  stated  that  Mrs.  M.  C.  Smith  had  asked 
him  to  convey  her  thanks  to  the  Nebraska  State 
Medical  Association  for  all  they  have  done  for  her 
and  her  family.  Mrs.  Smith  has  requested  that 
all  memorials  be  given  to  the  Nebraska  Medical 
Foundation,  Inc. 

Dr.  Smith  stated  that  he  would  also  like  to  have 
the  House  of  Delegates  consider  the  possibility  of 
carrying  our  own  malpractice  insurance.  Dr. 
Smith  suggested  that  a special  committee  be  ap- 
pointed for  consideration  of  this,  along  with  the 
legal  counsel  of  the  Association. 

Dr.  Nutzman  asked  that  the  matter  of  malpractice 
insurance  be  taken  up  at  the  Wednesday  session. 

Dr.  Nutzman  asked  for  a motion  on  the  recom- 
mendation of  the  dues  increase  from  the  Board  of 
Councilors.  Dr.  Weekes  moved  that  the  action  of 
the  Board  of  Councilors  be  accepted  and  that  the 
dues  be  raised  $10.00  per  member  beginning  in 
1964.  Dr.  Miller  seconded  this  motion,  and  the 
motion  carried. 

The  motion  was  made  and  duly  seconded  to  ac- 
cept the  report  of  the  Board  of  Councilors  as  a 
whole.  Motion  carried. 

The  Speaker  declared  that  this  session  would 
stand  adjourned  until  Wednesday  morning. 

Third  Session  — May  1.5,  1963 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker,  Dr.  Nutzman,  at 
8:15  a.m.,  Wednesday,  May  15,  1963. 

A report  of  the  Credentials  Committee  showed 
41  members  present.  Inasmuch  as  20  members  con- 
stitute a quorum,  the  House  was  declared  in  session. 

Dr.  Nutzman  read  the  minutes  of  the  second  ses- 
sion of  the  House  of  Delegates.  A motion  was  made 
by  Dr.  McMurtrey  to  accept  the  minutes  as  read. 
Motion  was  seconded,  and  carried. 

The  Speaker  called  for  the  report  of  the  Nominat- 
ing Committee: 

Nominating  Committee  Report  — Dr.  H.  V.  Nuss, 
Chairman,  presented  the  following  slate  of  officers: 
President-elect — Richard  E.  Garlinghouse,  Lin- 
coln 


Vice  President — Robert  E.  Harry,  York 
Councilors: 

1st  District — Leroy  Lee,  Omaha 
2nd  District — John  T.  McGreer,  Jr.,  Lincoln 
3rd  District — W.  W.  Waddell,  Beatrice 
4th  District — George  Salter,  Norfolk 
Delegate  to  A.M. A. — Earl  F.  Leininger,  McCook 
Alternate  to  A.M. A. — W.  C.  Kenner,  Nebraska 
City 

Board  of  Directors,  Nebraska  Medical  Service: 

1.  E.  W.  Bantin,  Omaha 

2.  W.  W.  Carveth,  Lincoln 

3.  John  T.  McGreer,  Jr.,  Lincoln 

4.  J.  J.  O’Neil,  Omaha 

Delegate,  North  Central  Conference — Paul  J. 
Maxwell,  Lincoln 

The  Speaker  called  for  other  nominations.  Dr. 
Schenken  moved  that  a unanimous  ballot  be  cast 
for  the  slate  of  officers  presented  by  the  Nomin- 
ating Committee.  . The  motion  was  seconded  and 
carried. 

Dr.  R.  E.  Garlinghouse,  president-elect,  and  Dr. 
R.  E.  Hai-ry,  vice  president,  were  introduced  to  the 
House  of  Delegates. 

Reports  of  Reference  Committees  were  called 
for  by  the  Speaker. 

Reference  Committee  No.  4 — Dr.  Wm.  Glenn, 
Chairman,  gave  the  following  report: 

Other  members  of  this  committee  were  Drs. 
Dunlap  and  Bosley. 

We  were  asked  to  consider  the  letter  from 
Dr.  G.  E.  Staffoi’d,  Medical  Director,  Nebraska 
Services  for  Crippled  Children. 

It  is  the  opinion  of  Reference  Com.mittee  No. 
4 that  we  recognize  the  problem  as  it  exists. 
We  also  feel  that  the  search  and  registration 
of  these  crippled  children  is  not  a proper  func- 
tion of  the  medical  profession  but  of  the 
school  census  and  other  agencies  concerned  with 
services  to  handicapped  children.  We  recom- 
mend that  the  Executive  Secretaiy  transfer 
this  information  to  Dr.  Stafford.  I so  move. 
This  motion  was  seconded. 

Dr.  Schenken  moved  that  this  particular  portion 
of  the  report  be  amended  to  include  information 
in  the  letter  to  Dr.  Stafford  as  to  the  reasons  we 
do  not  feel  this  is  a proper  function  of  the  Associa- 
tion, that  this  is  due  to  the  fact  that  it  is  a 
violation  of  the  patient  relationship.  The  motion 
was  seconded  and  carried. 

We  were  asked  to  consider  the  following  reso- 
lution introduced  by  Dr.  Gurnett: 

WHEREAS,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  is  con- 
stituted of  duly  appointed,  active  officers, 
delegates  and  alternates,  and 

WHEREAS,  the  business  of  the  Association 
is  carried  on  by  these  appointed  officers,  dele- 
gates and  alternates,  and 

WHEREAS,  any  items  of  importance  should 
be  brought  to  the  floor  by  duly  appointed  offi- 
cers, delegates  or  alternates; 

BE  IT  RESOLVED,  that  any  speaker  on  the 
floor  be  introduced  and  be  allowed  to  speak 
only  after  favorable  acceptance  by  the  House 
of  Delegates. 
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This  Reference  Committee  recommends  that 
the  last  portion  of  this  resolution  be  changed 
as  follows: 

BE  IT  RESOLVED,  that  any  speaker,  not  an 
active  member  of  the  House  of  Delegates,  be 
introduced  by  an  active  member  of  the  House 
of  Delegates,  and  be  allowed  to  speak  only 
after  favorable  acceptance  by  the  House  of 
Delegates. 

We  recommend  that  this  resolution  as  amended, 
be  adopted.  I so  move.  Motion  was  seconded  and 
carried. 

We  were  asked  to  consider  the  following  motion 
made  by  Dr.  Landgraf  at  the  second  session  of  the 
House  of  Delegates: 

“Move  that  N.S.M.A.  request  the  Nebraska 
State  Department  of  Health  furnish  N.S.M.A. 
a copy  of  the  plan  submitted  to  the  Federal 
Government  for  initial  implementation  of 
A.M.A.’s  attack  on  mental  illness,  this  copy  to 
be  received  not  later  than  May  22,  1963;  that 
it  be  reviewed  by  the  appropriate  committee  at 
the  soonest  possible  time,  and  that  said  com- 
mittee express  to  the  Nebraska  State  Depait- 
ment  of  Health  a critique  of  the  plan  and  the 
displeasure  of  N.S.M.A.  at  the  manner  in 
which  this  plan  was  created  and  submitted 
to  the  Federal  Government.” 

We  recommend  that  this  be  adopted.  I so 
move. 

Motion  was  seconded  and  earned. 

I request  the  report  of  this  reference  com- 
mittee be  adopted  as  presented. 

Motion  was  seconded  and  carried. 

Reference  Committee  No.  6 — Dr.  H.  V.  Nuss, 
ChaiiTnan,  made  the  following  report: 

Other  members  of  this  committee  were  Drs. 
Peetz  and  Bumey, 

This  committee  was  asked  to  consider  the 
resolution  and  the  news  release  submitted  by 
the  Public  Health  Committee  of  the  Associa- 
tion. Our  recommendation  is  that  this  be  ac- 
cepted. I so  move. 

The  motion  was  seconded. 

After  considerable  discussion.  Dr.  Schenken 
moved  that  the  principles  and  objectives  embodied 
in  this  resolution  be  carried  out  in  individual  doc- 
tors’ offices  by  reproducing  this  report  and  sending 
it  to  each  physician  so  that  they  might  use  it  as  a 
contact  with  patients,  if  they  so  desired.  The  mo- 
tion was  seconded. 

After  discussion,  this  motion  was  lost. 

Dr.  Nutzman  asked  for  a hand  vote  as  to 
whether  or  not  this  resolution  should  be  accepted. 
This  resolution  was  opposed  by  a vote  of  10  “for” 
and  25  “against.” 

This  committee  was  asked  to  consider  the  letter 
from  the  group  of  Kearney  doctors.  This  refer- 
ence committee  recommends  that  the  thought-stim- 
ulating letter  be  referred  to  a committee  for  im- 
plementation with  those  puiTJOses  in  mind: 

1.  To  increase  funds  to  the  University'  for  the 
purposes  in  mind: 

a.  To  continue  the  building  program. 

b.  To  improve  the  education-program  of 
the  medical  student. 


c.  To  provide  adequate  and  improving 
care  of  the  indigent  patient. 

2.  To  continue  and  improve  the  postgi'aduate 
training  programs  both  in  Omaha  and  at 
various  centers  out-state. 

3.  To  increase  the  Association’s  participation 
in  the  training  of  the  young  physician,  em- 
phasizing that  part  of  training  which  will 
orient  and  encourage  more  doctors  toward 
private  practice,  especially  that  of  general 
practice.  We  strongly  support  a return 
of  the  preceptorship  progi’am. 

We  recommend  the  acceptance  of  this  report. 

The  motion  was  seconded. 

After  discussion.  Dr.  Schenken  was  asked  to  read 
the  following  letter  which  is  a report  from  Clifford 
M.  Hardin,  Chancellor,  to  the  Chainnan  of  the 
Legislative  Budget  Committee,  presenting  College 
of  Medicine  requests  for  a new  hospital: 

May  9,  1963 

Senator  Richard  D.  Marvel 
Nebraska  State  Legislature 
State  Capitol 
Lincoln,  Nebraska 

Dear  Senator  Maiwel: 

At  the  recent  hearing  concerning  proposed 
improvement  of  facilities  on  the  College 
of  Medicine  campus,  you  requested  details 
about  the  functions  to  be  housed  in  the  new 
constraction,  as  well  as  related  costs. 

The  appended  sheet  shows  the  estimated 
square  footages  for  the  hospital  to  provide  ap- 
proximately 200  beds  arranged  to  support  the 
teaching  programs  in  medicine,  nursing,  and 
related  technical  fields. 

Section  A describes  the  functional  ai’eas 
proposed  and  square  footages  with  estimated 
costs  which  we  believe  will  prevail  by  the 
time  engineering  and  architectural  studies  can 
be  completed,  and  the  plans  and  specifications 
developed  to  allow  bids.  This  assumes  constnic- 
tion  in  conjunction  with  present  Unit  III. 
H.R.  12,  presently  in  the  Congress  and  passed 
by  the  House  of  Representatives,  may  provide 
matching  funds  for  all  or  a substantial  portion 
of  hospital  constraction. 

Section  B shows  estimated  operating  costs. 
This  is  based  on  projections  of  salaries,  wages, 
and  material  costs  at  the  time  we  believe  the 
building  will  be  completed — approximately  Jan- 
uaiy  1,  1966. 

Section  C refers  to  architectural  planning 
which  should  proceed  concuiTently  with  plan- 
ning for  the  hospital. 

We  also  respectfully  request  allocation  of 
funds  so  that  planning  may  proceed  and  pre- 
liminary architectural  and  engineering  plans 
may  be  developed  for  the  renovation  and  addi- 
tion to  North  Laboratory  Building.  For  this 
pui-pose,  $30,000.00  will  permit  presentation  of 
a detailed  estimate  of  cost  for  this  necessaiy 
next  step  at  the  next  session  of  the  Legislature. 

Planning  should  start  on  the  rerision  of 
Units  I and  II  for  eventual  use  as  student  study 
and  classroom  areas,  departmental  offices, 
employee  locker  and  dressing  rooms,  and  such 
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supporting  activities.  We  respectfully  re- 
quest the  ’sum  of  $10,000.00  to  prepare  the  pre- 
liminaiy  plans  and  cost  estimates  for  the 
Legislature’s  infoi-mation  at  the  next  session. 

Sincerely, 

Clifford  M.  Hardin, 
Chancellor. 


Estimated  Building  Operational  and 
Maintenance  Costs  of  Additional 
Facilities 


HOSPITAL  AND  CLINIC 


1962- 1963 

1963- 1964 

1964- 1965 

1965- 1966* 

1966- 1967** 


$1,376,438.00 
. 1,859,580.00 

1,964,800.00 

1,964,800.00 
. 2,231,840.00 


BUILDINGS  AND  GROUNDS 


1962- 1963 

1963- 1964 

1964- 1965 

1965- 1966* 

1966- 1967** 


.$  425,035.00 

546.180.00 

579.880.00 

579.880.00 

748.880.00 


TOTAL 

1962- 1963  $1,801,573.00 

1963- 1964  2,405,760.00 

1964- 1965  2,544,680.00 

1965- 1966*  2,544,680.00 

1966- 1966**  2,980,720.00 

*These  figures  are  based  on  amounts  re- 
quested for  1964-1965.  The  amount  to 
be  requested  as  a part  of  the  1965-1967 
biennial  budget  will  be  determined  by 
then  prevailing  price  levels. 

**These  figures  are  based  on  amounts  re- 
quested for  1964-1965  adjusted  to  reflect 
the  operation  in  the  new  200  bed  hospital. 

The  amount  requested  as  a part  of  the 
1965-1967  biennial  budget  will  be  deter- 
mined by  then  prevailing  price  levels. 

C.  Summary  of  Requests  for  Facilities  Other 

Than  Hospital 

1.  Request  for  architectural  services 

to  draw  preliminary  plans  and 
specifications  for  North  Laboratory 
renovation  and  addition  $30,000.00 

2.  Request  for  authorization  to  make 

survey  study  and  cost  estimate  for 
relocation  of  departments  in  North 
Laboratory  to  temporaiy  quar- 
ters in  Unit  I 5,000.00 

3.  Request  for  preliminary  architec- 

tural and  engineering  suiweys  to 
develop  costs  and  feasibility  of 
modernization  of  Units  I and  II 10,000.00 


PRESENTATION  OF  FACILITY 
REQUESTS 

A.  Areas  Proposed  for  New  Hospital  Construction 

Sq.  Feet 


Bed  Units  60,000 

Clinic  20,000 

Operating  Room  — Recovery  and 
Intermediate  Care  24,000 


Central  Sterile  Supply 6,000 

Dietary  28,000 

Kitchen  7,500 

Dining  8,200 

Supply  7,000 

Office  — Teaching 3,000 

Canteen  2,300 

Delivery  Room 5,500 

Nursery  and  Premature  3,300 

Records  and  Business  Area 2,800 

Miscellaneous  Service  Areas  6,000 


Total  Square  Feet 155,600 

155,600  Square  Feet  at  $29.00  $4,512,400.00 

Power  Plant  220,000.00 

Equipment  670,000.00 


Total  $5,402,400.00 


After  further  discussion,  a motion  was  made  by 
Dr.  Nuss  and  seconded  by  Dr.  Landgraf  that  this 
report  read  by  Dr.  Schenken  be  accepted.  Motion 
carried. 

Dr.  Landgraf  moved  that  the  report  of  Reference 
Committee  No.  6 be  accepted  as  a whole.  Motion 
seconded  and  carried. 

It  was  recommended  by  Dr.  Landgraf  that  the 
report  given  by  Dr.  Schenken  be  supported  by 
the  House  of  Delegates.  A motion  was  made  by 
Dr.  Nuss  that  this  recommendation  be  considered 
as  part  of  the  report  of  Reference  Committee  No. 
6.  Motion  was  seconded  and  carried.  It  was  the 
recommendation  of  Dr.  Sievers  that  Budget  Com- 
mittee should  have  a copy  of  this  action  of  the 
House  of  Delegates. 

Reference  Committee  No.  7 — Dr.  John  Coe, 
Chairman,  made  the  following  report: 

Other  members  of  this  committee  were  Drs. 
Purvis  and  Landgraf. 

We  were  asked  to  consider  the  resolution  on 
Merrill  C.  Smith.  We  recommend  its  approval. 
I so  move. 

Motion  was  seconded  and  carried. 

We  were  asked  to  consider  the  resolution 
of  Dr.  Leininger.  It  was  recommended  that  it 
be  adopted  by  the  House  of  Delegates,  amended 
as  follows: 

WHEREAS,  the  trend  toward  specialization 
is  becoming  greater  eveiy  year,  and 

WHEREAS,  all  branches  of  medicine  includ- 
ing the  Academy  of  General  Practice  is  rep- 
resented among  the  various  Sections  of  the 
the  American  Medical  Association,  and 

WHEREAS,  registration  at  the  various  Sec- 
tion meetings  of  the  American  Medical  Associa- 
tion would  be  facilitated  by  having  a printed 
roster  of  each  section; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Board  of  Tiustees  of  the  American  Medical 
Association  be  requested  to  formulate  the  next 
A.M.A.  directoiy  to  include  an  alphabetical 
listing  of  the  members  of  each  Section  in  ad- 
dition to  the  regular  listing  of  members;  and 

FURTHER  BE  IT  RESOLVED,  that  the  Ne- 
braska delegates  to  the  American  Medical  As- 
sociation submit  this  resolution  at  the  next 
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meeting  of  the  House  of  Delegates  of  the 
Amencan  Medical  Association. 

I so  move  its  acceptance. 

Motion  was  seconded  and  carried. 

We  were  asked  to  consider  the  resolution 
from  the  Missouri  State  Medical  Association. 
We  endorse  in  theory  this  resolution;  however, 
we  felt  that  no  action  was  required,  in  view 
of  the  following  resolution  which  was  intro- 
duced by  Dr.  McMurti-ey: 

WHEREAS,  the  primaiy  function  of  the 
American  Medical  Association  is  to  promote 
the  standards  of  medical  education  and  im- 
prove the  practice  of  medicine  in  the  United 
States,  and 

WHEREAS,  at  the  November,  1962,  Clinical 
Session,  of  the  House  of  Delegates  of  the 
American  Medical  Association,  an  infonna- 
tional  report  on  the  document  “Lifetime  Learn- 
ing for  Physicians”  which  is  to  be  used  as  a 
guide  for  a national  program  of  continuing 
education,  was  approved,  and 

WHEREAS,  said  document,  known  as  the 
Dryar  Report,  having  been  carefully  examined 
since  the  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association,  does  place 
undue  emphasis  on  electronic  means  of  com- 
munication together  with  other  commonly 
used  means  of  communication  in  education  and 
pays  only  passing  tribute  to  the  many  present 
areas  of  postgraduate  education  now  planned, 
developed  and  implemented  by  the  efforts  of 
the  various  specialty  groups,  national  and  sec- 
tional; the  various  clinical  societies,  the  Amer- 
ican Academy  of  General  Practice,  and  the 
State  and  County  Medical  Societies,  all  of 
which  are  outstanding  in  their  efforts  to  pro- 
vide v'aried  and  continuing  programs  of  medi- 
cal education, 

THEREFORE,  BE  IT  RESOLVED,  that  all 
of  the  above  organizations  be  encouraged  and 
where  ever  possible  assisted  by  the  House  of 
Delegates  of  the  Nebraska  State  Medical  As- 
sociation at  its  annual  session  to  continue  their 
efforts  in  postgraduate  education,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  at  its  annual  session  go 
on  record  requesting  that  the  action  of  the 
House  of  Delegates  of  the  American  Medical 
Association  concerning  the  document  “Life- 
time Learning  for  Physicians”  as  a guide  for 
a program  for  continuing  education,  be  critical- 
ly reconsidered,  and 

BE  IT  FURTHER  RESOLVED,  that  copies 
of  this  resolution  be  distributed  to  all  Dele- 
gates of  the  American  Medical  Association 
together  with  elected  officers  of  that  organiza- 
tion and  that  the  Delegates  to  the  American 
Medical  Association  from  the  Nebraska  State 
Medical  Association  be  instructed  to  introduce 
this  resolution  for  adoption  by  the  American 
Medical  Association,  House  of  Delegates  at  its 
annual  meeting  in  June,  1963. 

This  reference  Committee  recommends  the 
adoption  of  this  resolution.  I so  move. 

The  motion  was  seconded  and  carried. 


This  reference  committee  was  asked  to  study  the 
resolution  from  the  Connecticut  State  Medical  So- 
ciety regarding  the  “25%  i-ule.”  We  felt  that  this 
resolution  should  be  rejected.  I so  move. 

Motion  was  seconded  and  carried. 

I move  that  the  entire  report  of  Reference  Com- 
mittee No.  7 be  accepted.  Motion  was  seconded 
and  carried. 

Dr.  Landgraf  was  granted  pennission  of  the 
floor,  and  moved  that  the  i-ules  be  suspended  to 
consider  resolutions  on  support  of  medical  educa- 
tion and  LB  665.  Motion  was  seconded  and  carried. 

The  following  two  I’esolutions  were  introduced  by 

Dr.  McMurtrey: 

No.  1 . . . 

WHEREAS,  education  of  young  men  and 
women  in  medicine  and  related  fields  is  basic 
to  maintaining  adequate  health  care,  and 

WHEREAS,  Creighton  University  is  contrib- 
uting to  the  education  of  young  people,  be  it 
therefore 

RESOLVED,  that  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  urge 
its  members  to  support  the  Creighton  Univer- 
sity and  its  campaign  for  funds  to  provide 
better  educational  opportunities  for  the  young 
people  in  this  region. 

No.  2 . . . 

WHEREAS,  education  of  young  men  and 
women  in  medicine  and  related  fields  is  basic 
to  maintaining  adequate  health  care,  and 
WHEREAS,  the  University  of  Nebraska  is 
contributing  to  the  education  of  our  young 
people,  be  it  therefore 

RESOLVED,  that  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association 
urge  the  State  Legislature  to  provide  adequate 
support  for  the  University  of  Nebraska,  its 
College  of  Medicine,  and  the  University  Hos- 
pital. 

The  motion  was  made  and  duly  seconded  to  ac- 
cept these  two  resolutions.  Motion  carried. 

Dr.  Kostal  was  asked  to  discuss  the  stand  of 
this  Association  on  LB  665.  Dr.  Kostal  stated 
that  the  Association  should  make  a statement  as 
to  the  specific  reasons  why  we  as  an  Association 
are  opposed  to  this  bill. 

Following  discussion,  the  Speaker  called  for  a 
motion  that  the  Nebraska  State  Medical  Asso- 
ciation go  on  record  as  being  unanimously  opposed 
to  this  Osteopath  Bill  LB  665,  and  further  that  Dr. 
Frank  Tanner  be  requested  by  this  Association  to 
draw  up  a statement  stating  the  specific  reasons 
why  we  as  an  Association  are  opposed  to  this  bill, 
and  that  such  a statement  be  given  to  eveiy  State 
Legislator  and  the  various  news  media  as  soon 
as  possible. 

This  motion  was  made,  seconded,  and  carried. 

Dr.  Schenken  moved  that  the  rules  again  be 
suspended  in  order  that  Dr.  Kostal  might  present 
a recommendation.  Motion  was  seconded  and  car- 
ried. 

Dr.  Kostal  read  the  portion  of  the  Constitution 
regarding  Honorary  Membership  in  this  Associa- 
tion. He  then  requested  that  the  House  of  Dele- 
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gates  grant  an  Honorary  Membership  in  the  Ne- 
braska State  Medical  Association  to  Dr.  Walter 
Judd. 

A motion  was  made  by  Dr.  Webman  to  grant 
this  Honorary  Membership  to  Dr.  Judd.  Motion 
was  seconded  and  carried. 

Dr.  Offennan  was  granted  permission  of  the 
floor  to  discuss  the  Kerr-Mills  Bill.  Dr.  Offer- 
man  urged  suppoi’t  of  this  bill,  LB  100,  as  it  was 
originally  introduced.  Discussion  followed  as  to 
financing  of  this  bill;  however,  it  was  the  concensus 
of  the  House  of  Delegates  that  this  Association 
should  make  no  statement  regarding  the  financing. 

Dr.  Youngman  w’as  granted  pennission  of  the 
floor,  and  stated  that  he  would  like  to  make  a 
motion  regarding  malpractice  insurance  which  was 
brought  before  the  House  Tuesday  morning  by 
Dr.  Fay  Smith.  Dr.  Youngman  made  a motion 
that  a special  committee  of  three  members  be  ap- 
pointed to  investigate  the  matter  of  provision  of 
malpractice  insurance  by  the  Nebraska  State  Medi- 
cal Association  through  a system  of  self-insurance, 
said  committee  to  have: 

1.  Legal  Counsel 

2.  Funds  to  make  adequate  study 

3.  Term  of  one  year 

4.  Report  at  next  annual  meeting  of  Nebraska 
State  Medical  Association 

This  motion  was  seconded  and  carried. 

Dr.  Purvis  was  granted  pennission  of  the  floor, 
and  extended  an  invitation  to  the  Nebraska  State 
Medical  Association  to  hold  the  1964  Annual  Ses- 
sion in  Lincoln.  The  motion  was  made  and  seconded 
to  accept  this  invitation  to  hold  the  1964  Annual 
Session  in  Lincoln.  Motion  carried. 

Dr.  Nutzman  asked  for  a motion  for  letters  of 
appreciation  to  be  sent  to  the  Omaha  Chamber  of 
Commerce,  Sheraton-Fontenelle  Hotel,  and  the 
Omaha-Douglas  County  Medical  Society.  The  mo- 
tion to  send  these  letters  of  appreciation  was  made 
and  seconded.  Motion  carried. 

Dr.  Nutzman  stated  that  before  the  House  of 
Delegates  adjourned,  he  would  like  to  express  his 
appreciation  to  Dr.  Kostal,  Kenneth  Neff,  Delegates 
and  others  who  helped  during  the  1963  Annual 
Session. 

The  meeting  was  adjourned. 


Doctors  and  Medicine  in  the  News 

Flying  Doctors — 

We  see  in  the  Franklin  County  Sentinel 
that  the  late  Dr.  Frank  A.  Brewster  of 
Holdrege  was  “profiled”  on  Nebraska  tele- 
vision on  Sunday,  May  12th,  as  the  “world’s 
first  flying  doctor.” 

The  story  is  about  a flight  from  Holdrege 
to  Herndon,  Kansas,  in  an  old  WW  I,  sur- 
plus Curtis-Wright  JN  40,  to  render  aid 
to  an  injured  oil  worker,  and  the  probable 
saving  of  a life. 


Honorary  Degree  to  Doctor  Hartford — 

The  University  of  Nebraska  will  honor  a 
native  Nebraskan  at  the  College  of  Medi- 
cine commencement  in  Omaha,  June  9. 

Dr.  Thomas  James  Hartford,  a native  of 
Valley,  Nebraska  (born  December  27,  1901, 
son  of  Thomas  L.  and  Mamie  Gladwin  Hart- 
ford) and  a 1925  graduate  of  the  College  of 
Medicine  will  receive  the  honorary  degree 
of  Doctor  of  Science. 

Doctor  Hartford  has  distinguished  him- 
self by  his  outstanding  career  in  military 
medicine,  entering  the  service  in  1931  as  a 
1st  Lt.  in  the  Medical  Corps  of  the  Army, 
and  rising  to  the  rank  of  Major  General. 
Upon  his  retirement  from  the  service  in 
1962,  Dr.  Hartford  was  Deputy  Surgeon 
General  of  the  Army. 

During  his  period  of  active  service.  Dr. 
Hartford  served  with  distinction  in  this 
country  and  abroad.  He  served  in  both  the 
European  and  Pacific  Theaters  of  Operation 
during  and  after  World  War  II.  His  serv- 
ices won  him  the  Legion  of  Merit,  The 
Bronze  Star  with  oak  leaf  cluster.  The 
Commendation  Ribbon  with  metal  pendant. 
The  Legion  of  Honor  and  the  Croix  de 
Guerre. 

Doctor  Hartford  has  continued  his  serv- 
ice to  medicine  since  his  retirement  from 
the  military  in  his  civilian  post  of  Director 
of  Hospitals  and  Institutions  for  the  City 
of  Newark,  New  Jersey. 

Doctor  Hartford  is  married  to  the  for- 
mer Anne  Neary  (November  1,  1923).  The 
Hartfords  have  one  son,  Thomas  James,  Jr. 


Human  Interest  Tales 

The  University  of  Nebraska  College  of 
Medicine  will  admit  85  freshman  students 
next  fall. 

The  Creighton  University  School  of  Medi- 
cine will  admit  seventy-six  freshman  stu- 
dents next  fall. 

Mrs.  Helen  Cook  Rogers,  wife  of  the  late 
Dr.  Floyd  Rogers  of  Lincoln,  died  suddenly, 
at  her  home,  on  May  3rd,  1963. 
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IN  MEMOR  Y of  OUR  DECEASED 


R.  B.  Adams  .Lincoln,  Nebraska... ....November  27,  1962 

M.  0.  Arnold  ..Grand  Island,  Nebraska September  7,  1962 

Robert  Byers  Fremont,  Nebraska June  22,  1962 

Blaine  Carey  Norfolk,  Nebraska October  20,  1962 

Henry  DeLong  Omaha,  Nebraska November  3,  1962 

Stanley  Drasky North  Platte,  Nebraska April  10,  1963 

N.  J.  Everitt  Omaha,  Nebraska July  5,  1962 

C.  L.  Fahnestock  .Lincoln,  Nebraska ...April  18,  1963 

W.  F.  Finley  O’Neill,  Nebraska  ... December  7,  1962 

John  C.  Follman  ..Omaha,  Nebraska September  28,  1962 

J.  P.  Hahn  .....Hartington,  Nebraska.... October  24,  1962 

C.  B.  Hayes  Lyons,  Nebraska.. January  5,  1963 

A.  H.  Holm  Wolbach,  Nebraska November,  1962 

J.  C.  Hubenbecker North  Bend,  Nebraska... ....November  9,  1962 

Sven  Isacson  Omaha,  Nebraska.. May  9,  1962 

J.  M.  Lynch  Fairbury,  Nebraska.... July  28,  1962 

J.  I.  McGirr Los  Angeles,  California October  8,  1962 

H.  L.  McLeay  ...Omaha,  Nebraska April  29,  1962 

P.  0.  Marvel  Giltner,  Nebraska October  26,  1962 

Edward  C.  Nemec ...Omaha,  Nebraska August  10,  1962 

H.  G.  Penner  Beatrice,  Nebraska March  6,  1963 

W.  H.  Quigley Omaha,  Nebraska May  28,  1962 

J.  D.  Reid  Pilger,  Nebraska November  14,  1962 

N.  D.  Render Norfolk,  Nebraska June  25,  1962 

E.  \V.  Rowe  .Lincoln,  Nebraska January  6,  1963 

R.  O.  Ruch  Omaha,  Nebraska November  14,  1962 

Claude  Selby  Sinton,  Texas June  20,  1962 

Wm.  Shepherd  Falls  City,  Nebraska Januaiy  10,  1963 

Earl  Slaughter Norfolk,  Nebraska July  4,  1962 

J.  J.  Smith  Heartwell,  Nebraska January  1.  1963 

W.  R.  Strickland  ...Omaha,  Nebraska November  11,  1962 

G.  R.  Taylor  Hebron,  Nebraska ....March  11,  1963 

Chester  Q.  Thompson  Omaha,  Nebraska April  24,  1963 

Warren  Thompson  Omaha,  Nebraska.. July  12,  1962 

J.  E.  M.  Thomson. ..Rancho  Sante  Fe,  Califomia May  24,  1962 

J.  A.  Trowbridge  Superior,  Nebraska March  14,  1963 

C.  D.  Williams  Genoa,  Nebraska February  22,  1963 

J.  B.  Williams  Glendale,  California ....March  26,  1963 

M.  C.  Smith  (Honorary  Member)  ..Lincoln,  Nebraska May  11,  1963 
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Doctor  L.  D.  Lane,  Kearney,  spoke  on 
“Pills  and  Politics”  at  a luncheon  of  the 
Republican  Women  at  Kearney  in  April. 

Doctor  J.  D.  Lutton  opened  an  office  in 
Laurel  during  April,  having  practiced  in 
Sioux  City,  Iowa,  for  the  past  few  years. 

Dr.  James  I.  Wax  will  become  associated 
with  Drs.  Gedgoud,  Oberst,  and  Glow,  on 
July  1st,  at  304  South  42nd  Street,  Omaha. 

Doctor  John  B.  Davis,  Omaha,  will  head 
the  University  of  Nebraska  College  of  Medi- 
cine Alumni  Association  during  the  coming 
year. 

The  Four-County  Medical  Society  met  in 
April  at  Loup  City  with  a social  hour  at  the 
home  of  Doctor  and  Mrs.  John  Bogle  fol- 
lowed by  dinner  at  the  Fredrick  Hotel. 

Mrs.  Henry  Lehnhoff,  wife  of  the  late  Dr. 
Henry  J.  Lehnhoff,  Sr.  of  Lincoln,  died 
April  29th,  1963.  Mrs.  Lehnhoff  was  the 
mother  of  Dr.  Henry  J.  Lehnhoff,  Jr.,  of 
Omaha. 

An  all-day  symposium  on  body  fluids  and 
electrol3d;es  was  sponsored  by  the  Nebraska 
Academy  of  General  Practice  and  the  Lan- 
caster County  Medical  Society  during  April, 
in  Lincoln. 

Doctor  Paul  M.  G.  St.  Aubin,  Boston, 
Massachusetts,  has  been  named  Professor 
and  Chairman  of  the  Department  of  Radi- 
ology at  the  University  of  Nebraska  College 
of  Medicine. 


Announcements 

Seminar  on  Medical  Aspects  of 
Competitive  Athletics — 

The  second  annual  seminar  on  the  Medical 
Aspects  of  Competitive  Athletics  will  be  held 
August  16-17,  1963  at  the  Nebraska  Center 
for  Continuing  Education  located  on  the 
College  of  Agriculture  Campus,  University 
of  Nebraska,  33rd  and  Holdrege,  Lincoln, 
Nebraska. 

The  program  is  as  follows: 

FRIDAY,  AUGUST  16,  1963 
Morning 

8:00  Registration,  2nd  Floor  Lobby 
Presiding,  Robert  W.  Gillespie 


8:30  Welcome,  William  H.  “Tippy”  Dye,  Director 
of  Athletics,  University  of  Nebraska 

8:45  “A  Program  of  Care  of  Athletic  Injuries 
in  the  North  Platte  Secondary  School  Sys- 
tem, Max  Beyersdorf 

9:15  “Game  and  Practice  Session  Injuries  . . . 

Field  Decisions  and  Emergency  Care,” 
By  the  Trainer  — George  F.  Sullivan 
By  the  Physician  — Lynn  O.  Litton 
Question  and  Answer  Period  to  follow  dis- 
cussion 

10:15  Coffee  Break 

10:30  “The  Psychologic  Impact  of  Competitive 
Athletics  on  the  Pre-teen  Athlete  and 
His  Family,”  Thomas  E.  Shaffer 

11:15  “Shoulder  Injuries,”  Lynn  0.  Litton 

12:00  No  Host  Luncheon  — Lincoln  Room 
Afternoon 

1:15  “The  Responsibility  of  News  Media  in  Re- 
porting Athletic  Injuries” 

Moderator — R.  W.  Gillespie 
Panel — 

Donald  W.  Bryant 
Wally  B.  Provost 
Thomas  E.  Shaffer 

2:30  “Detection  of  Pre-existing  Defects  and  De- 
velopment of  Medical  Standard” 

Bruce  F.  Claussen,  Moderator 
“The  Pre-season  History  and  System  of 
Adequate  Examination  by  the  Singular 
Physician,”  John  G.  Yost 
“Heart  Murmurs,”  Thomas  E.  Shaffer 
“Thoraco  Abdominal  Injuries,”  Max  M. 
Raines 

“Genito  Urinary  Injuries,”  Horace  V.  Mun- 
ger 

“Epilepsy  and  Other  Neurologic  Manifesta- 
tions,” Louis  J.  Gogela 
“Musculoskeletal  Injuries,”  Lynn  O.  Litton 

3:45  Coffee  Break 

4:00  Open  Discussion 

Subject:  “Medical  Guides  for  Coaches  and 

Physicians  in  Determining  Athletic  Fit- 
ness” 

Moderator  — Paul  E.  Hodgson 
Panel — 

Lynn  0.  Litton 
Thomas  E.  Shaffer 
George  F.  Sllivan 
Robert  W.  Gillespie 

5 :00  Adjourn 

6:00  “Meet  Bob  Devaney” 

No  Host  Dinner  and  Evening,  Hotel  Com- 
husker.  Registrants  and  Wives  Invited 

8:00  “The  Cornhuskers  in  ’62  and  ’63,”  Robert 
Devaney,  Head  Football  Coach,  University 
of  Nebraska 

SATURDAY,  AUGUST  17,  1963 
Morning 

8:30  “Lower  Extremity  Injuries”  — Protective 
Wrapping  Workshop 
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Team  No.  1 — John  G.  Yost,  Paul  Goe- 
towski,  George  F.  Sullivan 
Team  2 — Bruce  F.  Claussen,  Frank  P. 

Stone,  Paul  J.  Schneider 
(Registrants  will  be  divided  into  t^vo 
groups.  A brief  discussion  and  demon- 
stration will  be  followed  by  group  par- 
ticipation in  taping  procedures). 

9:45  Coffee  Break 

10:00  “Upper  Extremity  Injuries”  — Protective 
Wrapping  Workshop 

(Registrants  will  rejoin  their  prior 
groups  for  upper  extremity  protective 
wrapping  and  group  participation). 

11:15  “Errors  in  Protective  Wrapping” 

Discussion — 

John  G.  Yost 
Bruce  F.  Claussen 
George  F.  Sullivan 

12:00  Adjourn 

Acceptable  for  eight  hours 
Categoi-y  I ci-edit 
by  the 

American  Academy 
of  General  Practice 

GENERAL  INFORMATION 
LOCATION  — The  seminar  will  be  held  at  the 
Nebraska  Center  for  Continuing  Education.  The 
Center  is  located  on  the  campus  of  the  College  of 
Agriculture,  33rd  and  Holdrege  Streets,  Lincoln, 
Nebraska. 

COST  — A $15.00  fee  for  practicing  physicians 
covers  registration  and  tuition.  There  is  only  a 
$3.00  fee  for  interns  and  residents. 

MEALS  — Breakfast,  luncheon  and  dinner  are 
serv’ed  daily  in  the  Lincoln  Room  at  the  Center. 
Complete  meals  or  a la  carte  seiwice  are  avail- 
able. 

Breakfast  7:00  to  9:00 

Luncheon  11:30  to  2:00 

Dinner  5:30  to  8:00 

HOUSING  — Beautifully  appointed  single  and 
twin  bedrooms  are  available  in  the  Center.  They 
are  complete  with  private  bath,  I’adio  and  tele- 
phone. The  cost  per  night  is  $7.50  for  single,  and 
$5.00  per  person  for  double  occupancy.  Wives  are 
welcome  at  the  Center.  The  housing  desk  and 
switchboard  are  in  operation  24  hours  a day. 

PARKING  — Ample  and  convenient  parking  is 
available  on  the  Center  grounds,  free  of  charge. 

Course  in  Sources  and  Use  of 
Toxicological  Information — 

A five-day  course  in  “Sources  and  Use 
of  Toxicological  Information”  will  be  pre- 
sented by  the  Institute  of  Industrial  Medi- 
cine, New  York  University  Medical  Center, 
in  cooperation  with  the  American  Industrial 
Hygiene  Association  on  October  14  through 
18,  1963.  The  course  will  be  given  at  the 


Onchiota  Conference  Center,  Tuxedo,  New 
York,  near  the  new  University  Valley  cam- 
pus of  New  York  University. 

Inquiries  for  additional  information 
should  be  addressed  to;  Institute  of  Indus- 
trial Medicine,  New  York  University  Medi- 
cal Center,  550  First  Avenue,  New  York  16, 

N.Y. 


News  and  Views 

Eppley  Cancer  Research  Institute 
Formally  Opened — 

Monday,  June  10,  saw  the  beginning  of 
educational  efforts  of  the  Eugene  C.  Eppley 
Institute  for  Research  in  Cancer  and  Allied 
Diseases  on  the  campus  of  the  University 
of  Nebraska  College  of  Medicine  in  Omaha. 

The  First  Eugene  C.  Eppley  Scientific 
Symposium  brought  leading  cancer  experts 
from  all  parts  of  the  United  States  to  the 
latest  medical  research  unit  of  the  Univer- 
stiy.  The  building  was  dedicated  Sunday 
afternoon  following  the  College  of  Medicine 
Commencement  Exercises. 

Among  the  outstanding  visiting  lecturei’s 
at  the  Symposium  were  Robert  J.  Huebner, 
MD,  Chief,  Laboratory  of  Infectious  Dis- 
eases, National  Institute  of  Allergy  and  In- 
fectious Diseases,  National  Institutes  of 
Health;  Roy  Hertz,  MD,  PhD,  Chief,  En- 
docrinology' Branch,  National  Cancer  Insti- 
tute, National  Institutes  of  Health;  Sidney 
Farber,  MD,  Director,  Children’s  Cancer 
Research  Foundation,  Professor  of  Pathol- 
ogy, Harvard  Medical  School ; M.  Lois 
IMurphy,  MD,  Sloan-Kettering  Institute  for 
Cancer  Research,  Associate  Professor  of 
Pediatrics,  Cornell  University  Medical  Col- 
lege; T.  R.  Pfundt,  MD,  Professor  and 
Chairman,  Department  of  Pediatrics, 
Creighton  University  School  of  Medicine, 
Director,  Birth  Defects  Clinic,  Childrens  Me- 
morial Hospital. 

Raymond  M.  Rice,  MD,  vice  president  for 
Medical  Affairs,  Eli  Lilly  and  Company; 
Monto  Ho,  MD,  Associate  Professor  of  Mi- 
crobiology, Graduate  School  of  Public 
Health,  University  of  Pittsburgh;  and  Igor 
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Tamm,  MD,  Associate  Professor,  Rocke- 
feller Institute. 

Dr.  Rice  and  Dr.  Murphy  are  graduates 
of  the  College  of  Medicine. 

The  Institute  was  made  possible  by  a $2,- 
500,000  grant  from  the  Eugene  C.  Eppley 
Foundation,  the  largest  grant  yet  made  by 
that  group.  Of  that  amount,  $650,000  was 
designated  for  the  construction  of  the  build- 
ing with  the  remaining  portion  of  the  grant 
to  be  used  in  endowing  the  staff  of  the  In- 
stitute. 

The  building  cost  of  $1,800,00  was 
shared  by  the  Federal  Government  with  a 
grant  of  $800,000  and  the  College  of  Medi- 
cine building  levy  which  contributed  $350,- 
000. 

It  is  expected  that  about  150  people  will 
be  employed  at  the  Institution  when  its  va- 
rious research  activities  are  in  full  swing. 

The  Institute  is  an  integral  part  of  the 
College  of  Medicine.  The  Institute  Director, 
Dr.  Henry  M.  Lemon,  also  holds  the  titles 
of  assistant  dean  for  research  and  profes- 
sor of  medicine.  The  staff  of  the  Institute 
will  hold  appointments  in  College  depart- 
ments appropriate  to  their  training. 

A dedicatory  banquet  was  held  at  6 :00 
p.m.,  Monday,  June  10.  The  featured  speak- 
er was  Dr.  Farber.  His  topic  was  “The 
Promise  of  Cancer  Research.” 

Safflower  Oil  . . . Food  or  Medicine?  — 

A few  years  ago  the  production  of  saf- 
flower oil  promised  to  become  a boone  to 
medicine  as  well  as  to  the  agriculturist  who 
raised  the  plant.  It  was  introduced  into  Ne- 
braska with  considerable  publicity.  This 
viewpoint  coincided  with  the  peak  of  cer- 
tainty (?)  that  atherosclerosis,  saturated 
fats,  and  unsaturated  fats  in  the  diet  were 
undoubtedly  related,  and  that  perhaps  the 
diet  high  in  saturated  fats  was  the  main 
etiological  factor  in  the  production  of  the 
arteriolar  changes;  furthermore,  it  seemed 
reasonable  to  assume  that  the  eating  of  un- 
saturated fats  might  have  a salutory  effect 
on  the  atherosclerotic  person. 

With  the  growth  of  some  uncertainty  as 


to  the  etiologic  effect  of  the  dietary  fats  in 
production  of  atherosclerosis,  those  interest- 
ed in  production  of  safflower  oil  find  that 
this  product  has  grown  in  popularity  as  a 
cooking  and  salad  oil,  but  imply  that  medical 
use  for  it  has  been  disappointing.  To  search 
for  the  truth  in  this  matter  a Scientific  Ad- 
visory Committee  has  been  formed  to  co- 
operate “more  directly  with  those  working 
in  basic  research  in  human  nutrition,”  espe- 
cially as  to  relationship  of  diet  with  heart 
disease.  (The  Safflower  Council  of  the  Na- 
tional Institute  of  Oilseed  Products;  a news 
release ) . 

Hepatitis — 

There  is  a continuing  fall  in  the  number 
of  reported  cases  of  hepatitis  in  Nebraska. 
For  the  first  four  months  in  1961,  there 
were  312;  in  1962,  100;  in  1963,  56.  For 
the  month  of  April,  1961,  84  cases  were 
reported;  in  1962,  46;  and  in  1963,  11  cases. 
During  April,  Douglas  County  reported 
eight  cases ; Lancaster,  two,  and  Richardson, 
one.  The  epidemic  has  definitely  subsided. 


News  from  Our  Medical  Schools 

Study  of  Progestin  Chemotherapy — 

The  Department  of  Obstetrics  and  Gyne- 
cology at  the  University  of  Nebraska  Col- 
lege of  Medicine  is  undertaking  a study  of 
Progestin  chemotherapy  in  addition  to 
routine  therapeutic  measures  for  adeno- 
carcinoma of  the  endometrium.  There  are 
no  known  side  reactions  nor  will  this  treat- 
ment in  any  way  affect  standard  manage- 
ment of  the  disease.  We  are  anxious  to  have 
[all  patients  with  adenocarcinoma  of  the 
endometrium  who  would  be  eligible  for  care 
at  the  University  of  Nebraska  Hospital  re- 
ferred to  us. 

Creighton’s  Alumnus  Returns  to 
Alma  Mater — 

Dr.  Charles  M.  Wilhelm j,  Jr.,  has  been 
named  to  the  Creighton  University  of  Medi- 
cine faculty,  it  was  announced  by  Dr.  Rich- 
ard L.  Egan,  Dean. 

He  will  hold  the  rank  of  instructor  in 
dermatology. 
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The  son  of  a former  dean  of  the  Creigh- 
ton School  of  Medicine,  the  younger  Dr. 
Wilmhelmj  took  his  residency  in  derma- 
tology' at  the  Mayo  Clinic  and  in  1961  earned 
the  American  Dermatological  Society 
Award  for  the  best  original  research  of  the 
year  in  dermatology.  His  work  was  on 
auto-immune  reactions  of  the  skin. 

The  junior  Dr.  Wilhelmj  is  a 1956  gradu- 
ate of  the  Creighton  University  School  of 
Medicine. 


The  Woman's  Auxiliary 

Doings  at  Fremont — 

On  May  6th,  the  Fremont  doctors’  wives 
honored  the  graduate  Fremont  nurses  at  a 
dinner.  The  president  of  the  auxiliary,  Mrs. 
D.  B.  Wengert,  welcomed  the  guests  and 
introduced  the  other  officers  as  follows: 
Mmes.  Alexander  Harvey,  vice  president; 
William  Eaton,  treasurer;  and  James 
Bridges. 

Two  other  projects  of  this  group  were: 
serving  as  sponsor  for  the  Fremont  Future 
Nurses  Clubs  at  Fremont  and  Bergan  high 
schools;  and  raising  money  for  the  support 
of  the  AMA  Education  and  Research  Foun- 
dation. 


Know  Your 
Blue  Shield  Plan 


Health  Plan  Authority  Cites  Failure  of 
Compulsory  Systems — 

Compulsory  government  health  plans 
have  a way  of  aggravating  the  very  condi- 
tions they  propose  to  alleviate,  according  to 
a noted  European  health  plan  expert. 

In  an  article  entitled  “Why  Socialized 
Health  Schemes  Fail,”  appearing  in  the 
March  issue  of  Nation’s  Business,  Dr.  Hel- 
mut Schoeck,  associate  professor  in  the  De- 
partment of  Sociology  and  Anthropology', 
Emory  University,  asserts  that  the  compul- 
sory health  systems  employed  by  European 


countries  have  yet  to  solve  the  basic  prob- 
lems of  providing  adequate  health  care. 

“Compulsory  health  programs,  wherever 
they  operate,  always  result  in  overcrowded 
waiting  rooms  and  long  waiting  lists  for 
admissions  to  hospitals.  Both  conditions 
reduce  the  chance  of  early  diagnosis  of  truly 
serious  ailments  — often  billed  as  the  most 
important  aspect  of  government  programs. 
Furthermore,  when  the  ailment  is  diagnosed, 
the  patient  has  no  choice  about  how  it  will 
be  treated,”  he  said. 

A native  of  Austria,  Dr.  Schoeck  has  had 
first-hand  experience  with  government 
health  programs  in  that  country  and  West 
Germany. 

“The  troubles  of  the  British  health  serv- 
ice are  well  known,”  said  Dr.  Schoeck.  “Less 
well  known  in  this  country  are  the  failures 
in  other  foreign  countries.  The  oldest 
schemes  are  in  West  Germany  and  Austria, 
and  their  problems  have  become  chronic  and 
ever  more  awkward. 

“In  West  Germany,  the  laws  and  admin- 
istrative rules  of  the  state  health  plans  have 
become  a maze  about  as  big  and  puzzling  as 
the  U.  S.  tax  law.  Week  after  week  the 
changes  arrive  to  be  inserted  in  the  loose- 
leaf  books  which  must  be  consulted  by  em- 
ployers, doctors  and  hospital  staffs  unless 
they  want  to  run  the  risk  of  endless  and 
often  costly  hassles  with  bureaucracy. 

Dr.  Schoeck  further  asserted  that  no  com- 
pulsory health  plan,  however  old  or  costly, 
has  yet  managed  to  compensate  its  doctors, 
nurses,  hospitals  or  other  suppliers  of  medi- 
cal care  at  rates  considered  fair  by  those 
who  care  for  patients. 

In  Sweden,  which  made  health  insurance 
compulsory  in  1955,  expenditures  of  volun- 
tary sickness  funds  totaled  only  $55.4  mil- 
lion in  the  year  1954.  By  1961,  under  the 
mandatory  system,  the  cost  climbed  to  $240 
million,  said  Dr.  Schoeck.  To  help  pay  this 
bill,  Sweden  had  to  impose  a general  sales 
tax  of  6.4  per  cent  in  1962. 

Compulsory  taxes  also  are  used  to  meet  at 
least  part  of  the  expenses  in  Austria  and 
West  Gennany,  where  the  tax  is  nine  per 
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cent  of  the  base  income  shared  equally  by 
the  employer  and  employee, 

“Under  this  system,”  said  Dr.  Schoeck, 
“resembling  the  proposed  U.S.  social  se- 
curity financing  scheme,  medical  care  bene- 
fits are  abused  because  the  public  thinks, 
‘it’s  cheap,  so  why  not  use  it  all  the  time.’ 

“Where  the  cost  is  felt  more  directly,  the 
patient  often  gets  angry.  He  wants  medical 
care  whenever  possible.  But  not  because  it 
costs  so  little.  Rather,  because  he  knows 
how  much  it  has  cost  him  in  taxes  already. 

“Perhaps  the  best  way  to  grasp  the 
status  of  compulsory  health  programs 
abroad,”  Dr.  Schoeck  explained,  “is  to  com- 
pare them  with  our  farm  program.  People 
are  stuck  with  them.  They  are  sacred  cows. 
A special  bureaucracy  and  vested  interests 
insist  on  the  continuation  of  the  plans.  Most 
of  the  beneficiaries  would  just  as  soon  get 
rid  of  the  government  plan,  but  as  long  as 
they  can’t  they  feel  a duty  to  exploit  it  to 
the  limit. 

“Once  a nation  has  caught  compulsory 
health  insurance,  it  will  have  it  for  genera- 
tions. This  is  one  of  the  strongest  argu- 
ments against  even  any  partial  political  ex- 
periment with  it.” 

Dr.  Schoeck  estimated  that  it  may  take 
50  years  in  Britain  and  perhaps  20  in  West 
Germany  before  medical  care  is  returned  to 
private  hands. 

“We  hear,”  concluded  Dr.  Schoeck,  “That 
government  health  services  have  become  so 
much  ‘a  part  of  the  social  fabric’  in  other 
countries  that  no  political  party  would  dare 
dismantle  or  curtail  them. 

“This  hardly  recommends  starting  such 
systems.” 

(The  above  article  was  reprinted  from 
the  April,  1963  issue  of  the  Newsletter 
published  monthly  by  the  National  Associa- 
tion of  Blue  Shield  Plans,  425  North  Michi- 
gan Avenue,  Chicago  11,  Illinois). 

Single  copies  of  Dr.  Schoeck’s  article, 
“Why  Socialized  Health  Schemes  Fail,”  may 
be  obtained  without  charge  from  the  Com- 
munications Division,  National  Association 
of  Blue  Shield  Plans,  425  North  Michigan 
Avenue,  Chicago  11,  Illinois. 


“DOPING  OFF  IS  NOT  EXCLUSIVE 
TO  DOPES” 

(Continued  from  page  365) 

A denominator  seems  apparent  in  the 
record.  From  Jeremiah  to  JFK  the  bell  has 
tolled  in  lament  of  lapsed  vigilance.  The 
great  melting  pots  of  empires  have  cracked 
and  crumbled  as  the  central  zeal  which 
made  them  great  went  out  — as  the  hy- 
phenated zeals  precipitated  the  creeds  and 
breeds  and  colors  and  classes  into  clash  and 
clamour. 

Not  the  sword  of  conquest  but  the  excite- 
ment of  social  and  political  adventure,  pre- 
cipitate in  recklessness  and  disdainful  of  all 
human  experience,  has  prepared  the  peoples 
and  nations  for  disintegration.  Nor  has  law 
or  religion  or  culture  or  science  saved  any 
from  the  common  fate. 

No  people  ever  set  sail  for  destiny  in  a 
sturdier  ship  than  the  Republic  of  the  Unit- 
ed States,  a vessel  intellectually  seaworthy, 
morally  rigged  and  infinitely  adaptable  to 
change  without  violation  of  design.  If  ever 
in  human  experience  men  at  last  had  hope 
against  fatalism,  this  seemed  it  — a finely 
balanced  concept  of  social  and  political  jus- 
tice architectured  from  the  wisdom  of  the 
ages  and  worthy  of  every  vigilance. 

But  alas,  doping  off  is  not  exclusive  to 
dopes.  Do  we  complain  of  stormy  ideologi- 
cal seas?  Do  we  curse  the  social  and  politi- 
cal weather? 

What  a doping  off  is  this!  Our  ship  is 
designed  for  just  such  seas  and  weather!  It 
is  our  lapse  of  vigilance  in  maintaining  her, 
our  preoccupation  with  lesser  zeals  than 
pride  and  confidence  in  her,  that  plagues  us. 
If  she  sinks  by  enemy  gunfire  at  the  last 
it  will  be  only  because  she  is  already  a hulk 
reduced  to  the  common  fate  of  all  by  officers 
and  crew  — doped  off.” 

Surely  the  medical  profession  is  not  com- 
prised of  dopes.  Yet,  isn’t  it  possible,  yes, 
even  probable,  that  if  we  lose  our  struggle 
to  remain  free  of  complete  regimentation 
by  the  federal  government,  it  will  be  due  to 
“lack  of  vigilance  — doping  off.”  Let  us 
then,  as  did  Gideon’s  army  of  300,  remain 
vigilant,  that  we  may  too  route  a host. 


July,  1963 


425 


Books 


“Living  With  Epileptic  Seizures”  by  Samuel  Liv- 
ingston, MD.  Published  20  February  1963  by 
Charles  C.  Thomas,  Springfield,  Illinois.  34S 
pages.  $6.50. 

Written  by  the  physician  in  charge  of  the  Epi- 
lepsy Clinic  of  the  Johns  Hopkins  Hospital,  and 
based  upon  his  experience  with  approximately  15,- 
000  epileptic  patients  during  the  past  26  years, 
this  book  is  a significant  work  for  all  those  con- 
fronted with  the  problem  of  epilepsy  — patients 
and  their  families,  educators,  clerygmen,  social 
workers,  school  and  vocational  counselors,  nurses, 
and  physicians. 

Chapter  headings  include  the  following: 

1.  General  Considerations  of  Seizure  Disorders 

2.  Diagnosis  of  Seizure  Disorders 

3.  Electroencephalography 

How  is  this  test  carried  out?  How  does 
it  help  the  physician? 

4.  Classification  of  Epileptic  Seizures 

5.  Factors  Precipitating  Epileptic  Seizures 

6.  Disorders  Simulating  Epilepsy 

7.  General  Management  of  the  Epileptic  Patient 

Which  anesthetic  should  be  used  ? Should 
epileptic  children  receive  routine  prophylac- 
tic immunizations  ? 

8.  Medical  Treatment  of  Epilepsy 

9.  Dietary  Treatment 

10.  Surgical  Treatment 

11.  Seiwices  Available  for  the  Epileptic  Patient 

12.  Behavior  and  Personality  of  the  Epileptic 

13.  Socio-Economic  Aspects  of  Epilepsy 

Employ'ment,  Pregnancy,  Marriage,  Educa- 
cation.  Insurance,  Attitude  of  the  Armed 
Services,  Automobile  Driving,  etc. 

“The  Risk  Takers”  by  Hugh  McLeave.  Published 
10  June  1963  by  Holt,  Rinehart  and  Winston, 
Inc.,  38.‘t  Madison  Avenue,  New  York  17,  New 
York.  209  pages.  $4.50. 

Written  for  the  general  public,  but  rather  fas- 
cinating reading  for  the  medical  profession  as 
well,  is  this  recent  publication  which  in  narrative 
fashion  recounts  the  innumerable  dramatic  steps 
that  have  resulted  in  today’s  miracles  in  the  field 
of  heart  surgery.  “The  Risk  Takers”  is  the  stoi'y 
of  Dr.  Ludwig  Rehn  who  in  1896  perfonned  the 
first  successful  heart  operation  — the  storj’  of  the 
pioneering  work  of  Taussig  and  Blalock  which  gave 
life  to  thousands  of  “blue  babies”  — the  stoiy 
of  the  development  of  mechanical  devices  to  take 
over  the  functions  of  the  heart  and  the  lungs,  thus 
permitting  “open  heart”  surgeiy  — the  story  of 
the  development  of  the  synthetic  replacements  for 
diseased  arteries  and  valves.  Behind  each  of  these 
advances  lies  a fascinating  and  compelling  story. 

It  is  the  story  of  the  doctors  and  patients  whose 


skill,  faith,  and  courage  made  these  achievements 
possible;  Sauerbimch,  who  probed  inside  the  living 
heart  for  the  first  time;  Joseph  Krchmar,  who 
submitted  to  the  first  heart  graft;  and  many  others. 
This  book  is  written  with  the  skill  of  the  story- 
teller and  the  technical  grasp  of  a medical  reporter, 
and  it  will  give  hope  and  encouragement  to  the 
sufferer  from  heart  disease,  and  it  will  give  to  the 
general  reader  an  inspiring  stoiy  of  man’s  progress 
toward  the  preseiwation  of  life. 


“Infectious  Diseases”  — Yolume  2 of  “Internal 
Medicine  in  World  War  II,”  prepared  and  pub- 
lished under  the  direction  of  the  Surgeon  General 
of  the  United  States  Army,  and  edited  by  Colonel 
John  Boyd  Coates,  Jr.,  MC,  and  ,W.  Paul  Havens, 
Jr.,  MD.  For  sale  by  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Wash- 
ington 25,  D.C.  649  pages  including  60  illustra- 
tions, 36  charts,  and  76  tables.  Publication  date, 
June,  1963.  $6.75. 

Just  published,  this  book  contains  a wealth  of 
infoiTiiation  about  the  infectious  diseases  that  were 
experienced  by  members  of  our  Ai-med  Forces  and 
brings  into  sharp  focus  their  impact  on  militarj’ 
activities.  Viral,  rickettsial,  bacterial,  and  proto- 
zoal infections  are  discussed  by  19  noted  authori- 
ties, each  of  whom  has  had  direct  responsibility  for 
the  care  of  patients  and  the  clinical  investigation  of 
their  diseases.  The  various  authors,  using  the  ob- 
servations of  hundreds  of  medical  officers  as  well 
as  their  own,  have  been  able  to  combine  insight, 
judgment,  and  experience  in  such  a way  that  the 
chapters  in  this  book  rank  as  outstanding  records 
of  clinical  achievement.  The  lapse  of  more  than 
15  years  between  the  experiences  recounted  here  and 
their  publication  in  this  volume  does  not  detract 
from  their  value  or  interest. 

Areas  of  special  interest  to  this  reviewer  in- 
cluded the  following: 

1.  The  expansion  of  knowledge  of  the  etiolog>’, 
clinical  picture,  control,  and  management  of 
certain  diseases  about  which  little  had  been 
known  or  written  before  WW  II.  For  ex- 
ample, Sandfly  Fever,  Q Fever,  Sciaib  Ty- 
phus, Brill’s  Disease,  Primary  Atypical  Pneu- 
monia, Fort  Bragg  Fever,  and  Cutaneous 
Diphtheria. 

2.  The  impoidance  and  value  of  the  work  done 
by  the  various  boards  and  commissions.  For 
example,  the  Board  for  the  Coordination  of 
Malarial  Studies  investigated  some  15,000 
different  drugs  for  the  suppression  and  treat- 
ment of  malaria.  As  a result  of  “Atabrine 
discipline”  and  suppressive  management  of 
malaria  the  “malaria  rates”  fell  from  as  high 
as  2,000  per  thousand  per  annum  to  negligible 
figures. 

3.  The  improvement  in  medical  management  of 
diseases  of  an  infectious  nature.  For  ex- 


426 


Nebraska  S.  M.  J. 


ample,  in  World  War  I there  were  46,640 
deaths  (73%  of  all  deaths  from  disease)  at- 
tributed to  influenza,  pneumonia,  bronchitis, 
and  measles.  In  World  War  II  there  were 
only  1,285  deaths  from  these  causes. 

This  book  is  recommended  reading  for  all  physi- 
cians, medical  students,  nurses,  preventive  disease 
control  technicians,  as  w'ell  as  those  members  of 
the  military  service  (active  and  reseiwe)  with  com- 
mand and/or  staff  responsibilities. 


“Thoracic  Surgery”  — Volume  I of  “Surgery  in 
World  War  II,”  prepared  and  published  under  the 
direction  of  the  Surgeon  General  of  the  United 
States  Army,  and  edited  by  Colonel  John  Boyd 
Coates,  Jr.,  MC,  Frank  B.  Berry,  MD,  and  Eliza- 
beth M.  McFetridge,  MA.  _For  sale  by  the  Super- 
intendent of  Documents,  U.  S.  Government  Print- 
ing Office,  Washington  25,  D.C.  Publication 
date,  June,  1963.  394  pages  including  67  illus- 

trations, and  13  tables.  $4.25. 

With  the  recent  publication  of  this  volume,  the 
first  of  two  which  tell  the  story  of  thoracic  surgery 
in  WW  II,  there  has  been  completed  one  more 
phase  of  the  historical  project  in  which  is  told  the 
total  story  of  the  U.  S.  Army  Medical  Department 
in  WW  II.  This  volume  contains  a summaiy  of  the 
development  of  thoracic  surgery  in  previous  wars, 
the  general  and  statistical  background  of  the  WW 
II  experience,  administrative  considerations  in  the 
Mediterranean  and  European  theaters  and  in  the 
Zone  of  Interior,  the  evolution  of  policies  of  man- 


agement of  chest  wounds,  and  the  routine  of  man- 
agement of  thoracic  casualties  from  their  emer- 
gency care  on  the  battlefield  through  their  rehabili- 
tation in  chest  centers.  It  has  been  authored  by 
eight  of  this  country’s  outstanding  authorities. 

Chapter  headings  include  the  following: 


1. 

Emergency  Measures 

2. 

Diagnosis 

3. 

Resuscitation  and  Preoperative 

Preparation 

4. 

Anesthesia 

5. 

Initial  Wound  Surgery 

6. 

Reparative  Surgery 

7. 

Reconditioning  and  Rehabilitation 

This  book  is  recommended  to  all 

medical  stu- 

dents. 

, and  to  all  physicians  who  deal 

with  injuries 

of  the  chest. 

FMN 


Identification  of  Adenoviruses  by  Micro- 
Precipitin  Agar-Gel  Diffusion  — M.  Yin- 
Coggrave,  Lancet  1:1273  (June  16)  1962. 
A rapid  microprecipitin  agar-gel  diffusion 
method  is  described  for  the  group  identifica- 
tion of  adenoviruses.  Holes  in  perspex  blocks 
placed  directly  on  agar  laid  over  microscopic 
slide  serve  as  serum  and  antigen  wells.  The 
simplicity  and  small  quantity  of  reagents  re- 
quired makes  it  practicable  for  routine  use. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
-\merican  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creiffhton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Mai-vin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building 
Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
.American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Bldg. 

Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  .Association 
J.  William  Heiwert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive 
Omaha,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  .Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street 
Omaha  5,  Nebraska 
Nebraska  Heart  .Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building 
Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  .Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  .Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  .Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  Tuberculosis  .Association 
Delmer  Serafv,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Omaha  ^lid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

University  of  Nebraska  College  of  ^ledicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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BULK  IS  BASIC 


METAMUCII!  IS  BASIC... 

(brand  of  psyllium  hydrophilic  mucilloid) 


Metamucil  corrects  constipation  in  preg- 
nant patients  without  disturbing  either  the 
rhythmic  or  digestive  functions  of  the  gas- 
trointestinal tract. 

By  adding  a soft,  hydrophilic,  easily- 
compressed  bulk  to  the  diet,  Metamucil 
augments  and  reinforces  the  natural  bulk 
stimulus  to  intestinal  peristalsis  and  the 
defecation  reflex.  This  purely  local  action 
softens  hard  fecal  masses,  increases  muscle 
tone  and  helps  reestablish  the  normal 
I'hythm  of  elimination. 

Since  its  action  is  not  systemic  and  not 


habit  forming,  Metamucil  may  be  safely 
administered  throughout  pregnancy. 

Average  Adult  Dose:  One  rounded  teaspoon- 
ful of  Metamucil  powder  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool 
liquid. 

Metamucil  is  available  as  Metamucil 
powder  in  4-,  8-  and  16-ounce  containers  and 
as  flavored  Instant  Mix  Metamucil  in  cartons 
containing  16  and  30  single-dose  packets. 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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Get  your 
low-back  patient 
back  to  work 
in  days 

instead  of  weeks 


You  can  expect  rapid  results  from  ‘Soma’ 
(carisoprodol)  — because  this  unique  drug 
breaks  up  both  the  spasm  and  pain  of  low- 
back  syndrome  at  the  same  time. 

Your  patients  will  usually'’  begin  to  feel 
better  within  a few  hours.  And  as  Kestler 
demonstrated  in  a controlled  study  of  212 
consecutive  patients  with  low-back  prob- 
lems: the  average  time  for  full  recovery  was 
only  11.5  days  with  ‘Soma’  (carisoprodol), 
41  days  without  it.  ( J.A.M.A.,  April,  1960.) 

Carisoprodol  seldom  produces  side  effects. 
Occasional  drowsiness  may  occur,  usually 
at  higher  than  recommended  dosage.  Indi- 
vidual reactions  may  occur  rarely. 

USUAL  DOSAGE;  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with  an  independent 
pain-relieving  action 


^oma* 

carisoprodol 

Wallace  Laboratories 
Cranbury,  New  Jersey 


Help  protect  the  kidneys  and  other  threatened  organs 


I 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced. ‘ " “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,"  moder- 
ate,"’'* or  severe  hypertension.'*'" 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Raz/Zra-v-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (I)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6,t:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  „ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  | 

Carolina  M.  J.:  2J.24S  —the  Priceless  Ingredient 


(June)  1962, 


SQUIBB  DIVISION  ' 


Min 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (.50  MG.), 
BENDROFLUMETHIAZIDE  (4 MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 


Congenital  Deformities  Data — 

(Continued  from  page  30-A) 

Notable  in  this  regard  are  the  United  King- 
dom and  Germany.  This  lack  has  contrib- 
uted to  the  difficulty  of  gathering  accurate 
information.  In  our  own  country,  all  but 
five  states  — Florida,  Hawaii,  Maryland, 
Mississippi,  and  Oklahoma  — provide  space 
for  this  information  on  the  birth  certificate 
form. 

The  accuracy  of  information  regarding 
congenital  deformities  then  depends  for  the 
most  part  upon  the  accuracy  of  the  records 
submitted  by  the  physician.  The  use  of  a 
standardized  nomenclature  would  add  to  the 
accuracy  of  this  method  of  determining  the 
incidents  of  various  malformations.  It  is 
hoped  that  more  interest  will  be  taken  in  re- 
cording as  accurately  as  possible  any  devia- 
tion from  the  normal  observed  in  the  new- 
born infant. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


“When  I found  out  he  had  a wife  and  four  kids, 
I did  the  only  sensible  thing.  I broke  off  our 
engagement,  but  it  was  too  late.” 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  woxd  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise* 
ments  from  members  of  the  Nebraska  State  Medical  Asso* 
ciation  will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build* 
ing,  Lincoln  8. 


FOR  SALE  — Combined  home  and  doctor’s  office 
of  the  late  Stanley  Drasky,  M.D.,  deceased  April 
9,  1963.  Eight  room  house,  two  baths,  fully  equipped 
office  with  X ray.  Available  for  immediate  posses- 
sion. For  further  infoiTnation  contact,  Mrs.  Stanley 
Drasky,  303  South  Pine,  North  Platte,  Nebraska. 


2 INTERNISTS  WANTED  — Unusual  opportunity 
to  join  a young,  multi-specialty  group.  Salary  $18,- 
000  first  year  with  rapid  acceleration  to  partner- 
ship. Exceptional  Clinic  and  Hospital  facilities  in 
Midwest  town  of  30,000  which  is  the  Medical  Center 
of  large  trade  area  and  fine  place  to  raise  a family. 
Write  Box  27,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

AVAILABLE  IMMEDIATELY  — For  lease  or 
sale.  Papillion  Medical  Center.  Unopposed  prac- 
tice. Will  introduce.  For  particulars  write,  call 
or  wire:  D.  E.  Baca,  M.D.,  2580  South  90th,  Omaha, 
Nebraska.  Now  is  the  time  to  move  to  Suburban 
Omaha  and  enjoy  our  tremendous  growth. 
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Use  of  Umbilical  Vein  for  Transfusion  of 

Newborn  Babies  — A.  W.  Wilkinson,  Lan- 
cet 1:86  (Jan  12)  1963. 

More  than  half  of  the  newborn  babies  who 
require  emergency  operations  for  relief  of 
acute  intestinal  obstruction  in  the  first  week 
of  life  are  treated  in  hospitals  where  the 
attendants  have  had  little  practice  in  insert- 
ing fine  needles  into  peripheral  veins  of  such 
babies.  The  use  of  the  umbilical  vein  for 
tranfusion  during  such  operations  is  de- 
scribed. The  vein  is  exposed  in  the  routine 
transverse  muscle-cutting  abdominal  incision 
2\'2  cm  above  the  umbilicus.  This  provides 
the  best  access  to  ths  abdominal  contents. 
Few  babies  at  this  age  require  pre-  or  post- 
operative intravenous  infusions.  The  use  of 
the  umbilical  vein  as  described  allows  rapid 
transfusion  during  operation  for  the  main- 
tenance of  blood  volume  and  the  cannula  is 
withdrawn  as  the  wound  is  closed. 


o4  (§ood  in 

^^ublic^^elationa 

Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


reduce 

or  obviete 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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Splint  & Brace 
SHOP... 


JACK  O.  CASEY,  Owner 
(Certified  Orlhotist) 

Braces,  Belts 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  MEOicii 

SUPPLY  COMPAIVY 

2415  *'0"  St^  Lincoliil,  Ncbroska 

AUTHOKIZED  CONTtACT  AGENT 
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SAFE  AS  -AMERICA 


U.S.  SAVINGS  BONDS 


u.  s. 


BUY 

SAVINGS 


BONDS 
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A WISE 
INVESTMENT 
FOR  YOU 
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nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a fev/  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 

nTz®  Nasal  Spray 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Zjephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yidia mine)  and  Zephiran  (brand  of  benzalkonlum  as  chloride,  refined),  trade* 
marks  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories 
New  York  18,  N.Y. 


1^/nfhrop 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties  I 

First  District:  Councilor:  Leroy  | 

Lee,  Omaha.  Counties : Douglas,  ; 
Sarpy.  ! 

Second  District:  Councilor;  John  i 

T.  McGreer,  Jr.,  Lincoln.  Coun-  | 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  W.  W. 

Waddell,  Beatrice.  Counties: 
Gage.  Johnson,  Nemaha.  Pawnee, 
Richardson. 

Fouilh  District:  Councilor:  Geo. 

Salter,  Norfolk,  Counties : Knox, 
Cedar,  Dixon,  Dakota.  Antelope, 
Pierce.  Thurston.  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  C. 

Reeder.  Fremont.  Counties : Burt, 
Washington,  Dodge.  Platte,  Col- 
fax, Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  C.  L. 

Andei*son.  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York.  Hamilton. 

Seventh  District:  Councilor:  H.  V. 
Nuss,  Sutton.  Counties:  Saline, 
Clay.  Fillmore,  Nuckolls,  Thay- 
er, Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  Dan 

Nye,  Kearney.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill,  Campbell.  Counties : 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan.  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Max 
Raines,  North  Platte.  Counties: 
Lincoln.  Perkins,  Keith,  McPher-  ; 
son.  Garden,  Arthur,  Logan,  j 
Deuel.  I 

Twelfth  District : Councilor : C.  J.  ' 
Cornelius,  Sidney.  Counties : I 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux,  j 
Dawes.  i 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) Gerald  Holcomb,  Hastings Loyd  R.  Wagner.  Hastings 

Antelope  (4) F.  C.  McClanahan,  Jr.,  Neligh_.  Dwaine  J.  Peetz.  Neligh 

Boone  (5) ^ 

Box  Butte  (12)_i J.  F.  Kennedy.  Alliance F.  P.  Sucgang  ABiance 

BuffaloO) L.  W.  Bauer.  Kearney James  W.  Peck,  Kearney 

Burt  (5) James  Allen,  Tekamah A.  J.  Mullmann.  Oakland 

Butler  (6) L.  J.  Ekeler,  David  City L.  Rudolph,  David  City 

Cass  (2) Glen  D.  Knosp,  Elmwood John  H.  Worthman,  Louisville 

Five  Co.  (41 Henry  J.  Billerbeck,  Randolph Robt.  B.  Benthack,  Wayne 
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anxiety  and  tension  relieved 
alertness  maintained 

Librium' 

(chlordiazepoxide  HCl) 

the  successor 

to  the  tranquilizers  ROCHE 


Formerly  nervous 
and  tense,  now 
better  able  to... 

enjoy  hi 
childrei 


This,  in  essence,  is  what  happens  wl  i 
place  a patient  on  Librium  (chlordi; :] 
ide  HCl).  Since  this  agent  generally  ii 
anxiety  and  tension  without  dullingie 
clarity  or  inducing  drowsiness,  most ) ;i 
become  better  able  to  function  ncn 
take  an  active  interest  in  family  a I 
roundings,  meet  and  solve  daily  pnli 
This  antianxiety  agent  is  virtually  fnlf 
extrapyramidal  side  effects,  and  d(j> 
produce  or  deepen  depression. 

Dosage:  Ora/  — Usual  adult  dose  in  mild  to  model* 
ety  and  tension  is  5 or  10  mg,  3 or  4 times  daily:  is 
anxiety  and  tension,  20  or  25  mg,  3 or  4 tin| 
Parenteral  — Jo  control  acute  conditions,  the  us 
adult  dose  is  50  to  100  mg  I.M.  or  I.V.;  not  re 
300  mg  should  be  given  during  a 6-hour  perioo  "i 
effects:  Ora/— Drowsiness  and  ataxia,  usually  dos  e 
have  been  reported  in  some  patients  - panic  I 
elderly  and  debilitated.  Paradoxical  reactions./,  b 
ment,  stimulation,  elevation  of  affect  and  acute  r i 
been  reported  in  psychiatric  patients:  these  reac  i 
be  secondary  to  relief  of  anxiety  and  should  b«  a 
for  in  the  early  stages  of  therapy.  Other  side  eft  5 
ally  dose-related,  have  included  isolated  ins  : 
minor  skin  rashes,  minor  menstrual  irregularitie:  l 
constipation,  increased  and  decreased  libido.  / f 
— Following  parenteral  administration  some  pat  t 
become  drowsy  or  unsteady.  The  injectable  n 
occasionally  produced  mild,  transitory  fluclu  ) 
blood  pressure.  □ Precautions:  Ora/-ln  elderl  c 
tated  patients,  limit  dosage  to  smallest  effectiv  n 
to  preclude  development  of  ataxia  or  oversed;u 
more  than  10  mg  per  day  initially,  to  be  increasic 
ally  as  needed  and  tolerated).  Until  the  correc  i 
nance  dosage  is  established,  patients  receiving  : 
should  be  advised  against  possibly  hazardous  pfe 
requiring  complete  mental  alertness  or  physicri 
nation.  Caution  patients  about  possible  combini  c 
with  alcohol.  Caution  should  be  exercised  in  a:  f 
ing  Librium  (chlordiazepoxide  HCl)  to  addict  ■ 
individuals.  Careful  consideration  should  be  gii 
pharmacology  of  any  agents  to  be  employed  i 
tantly— particularly  the  MAO  inhibitors  and  f i 
zines.  Observe  usual  precautions  in  impaired  i 
hepatic  function.  Periodic  blood  counts  and  I 
tion  tests  may  be  advisable  in  protracted  il 
Paren/era/— Indicated  primarily  in  acute  stales  I 
receiving  this  form  of  therapy  should  be  kept  II 
servation,  preferably  in  bed,  for  up  to  three  hou  / 
latory  patients  should  not  be  permitted  to  i I 
vehicle  following  injection.  Reduce  dosage  whe  1 
patients  with  impaired  renal  or  hepatic  func  i 
injectable  form  should  not  be  given  to  patients  j 
or  comatose  states.  Reduced  dosage  (usually  25  | 
should  be  used  for  elderly  or  debilitated  pati  I 
for  children. 
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iodt  5 UbfI  lwMif 


nasal  spray 


antihistaminic  decongtstant 


lINTHROPuixr^*) 

NnYartt.llT. 

DMS<net$l«Mllni|liic. 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%— 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Zjephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  NeO'Synephrine  (brand  of  phenylephrine),  Thenfadii  (brand  of  then* 
yidiamine)and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  izeen 


nTz'’ Nasal  Spray 
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I 

Lifts  depression.1 


I feel  like  my  old  self  again!”  Thanks  to 
your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  . 


as  it  calms  anxiety 

brightens  mood,.. relaxes  tension 


;nergizers  may  stimulate  the  depressed 
itient,  but  they  often  aggravate  anxiety  and 
somnia.  Tranquilizers  may  help  the  anxious 
itient,  but  they  often  deepen  depression  and 
notional  fatigue. 

>eprol’  avoids  these  “seesaw”  effects;  it  re- 
ives both  depression  and  anxiety.  Moreover, 
does  not  cause  liver  damage,  psychotic  reac- 
ons  or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Usual  Dosage:  1 tablet  q.i.d. 
May  be  increased  gradually,  as 
jaeeded,  to  3 tablets  q.i.d. ; with 
establishment  of  relief,  may  be 
reduced  gradually  to  mainte- 
nance levels. 


*Deprol*' 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES N.J. 


C0'92S0 


there  is 
nothing 
“new”  about 
Thorazine* 

brand  of 

chlorpromazine 


In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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AIDS  TO: 

Diagnosis 

Examination 

Treatment 

• • 


Uevi  (11th)  Edition! 

Beeson  & McDermott— Cecii-Loeb 
TEXTBOOK  OF  MEDICINE 

A new  and  distinguished  team  of  Editors  guides  this 
well-known  textbook  in  its  New  (11th)  Edition.  It  pro- 
vides precise  and  thorough  descriptions  of  all  those 
disease  entities  you  are  likely  to  encounter — over  800  in 
all.  Each  is  discussed  fully  and  completely:  etiology, 
epidemiology ; morbid  anatomy;  pathologic  physiology ; 
symptoms;  diagnosis;  prognosis;  therapy.  Contents 
range  from  a commentary  on  Patient-Physician  Com- 
munication to  Management  of  Bronchopulmonary  In- 
sufficiency. In  this  revision  you’ll  find  increased  emphasis 
on  pathologic  physiology;  a new  section  on  Genetic 
Diseases;  expansion  of  the  material  on  Viral  Diseases; 
reorganization  and  augmentation  of  sections  on  Broncho- 
pulmonary Disease  and  Gastroenterology;  a brilliant 
discussion  of  Nucleic  Acids,  Genes,  Viruses,  and  Im- 
munity; 67  new  contributors.  The  text  is  available  either 
as  a single  volume  or  a two-volume  set. 

Edited  by  Paul  B.  Beeson,  M.D.,  Ensign  Professor  of  Medicine,  Yale 
University  School  of  Medicine;  and  Walsh  McDermott,  M-D.,  Living- 
ston Farrand,  Professor  of  Public  Health,  Cornell  University  Medical 
College.  With  contributions  by  173  authorities.  With  the  assistance  of 
5 Associate  Editors:  Alexander  C.  Bearn,  Philip  K.  Bondy,  Carl  V. 
Moore,  Marvin  H.  Sleisencer,  the  late  Harold  C.  Wolff.  1893  pages, 
7%"  X 10%",  with  238  illustrations.  Single  volume,  $19.50.  Two-volume 
set,  $23.50.  New  (Ilth}  Edition — Just  Publishedt 

New  (2nd)  Edition! 

Mayo  Clinie-CLINICAL 
EXAMINATIONS  IN  NEUROLOGY 

Here  are  the  proved,  successful  techniques  used  at  the 
Mayo  Clinic  in  the  neurologic  examination.  The  book  is 
written  in  concise,  practical  form — a series  of  working 
blueprints.  The  authors  carefully  guide  the  reader  in 
developing  his  mastery  of  the  clinically  useful  tech- 
niques in  this  important  area  of  practice.  You’ll  find 
effective  techniques  for  taking  the  neurologic  history, 
and  reproductions  of  the  various  forms  the  Mayo  Clinic 
staff  developed  for  recording  the  history  and  the  results 
of  the  clinical  examination.  They  give  you  their  order 
of  procedure,  their  techniques  of  examination  of  the 
cranial  nerves,  motor  function,  reflexes,  mental  function, 
autonomic  function,  specific  methods  of  examination  for 
use  in  the  sensory  examination,  etc.  For  this  up-dated 
New  (2nd)  Edition  the  information  in  all  chapters  was 
brought  up-to-the-minute.  The  problems  of  performing 
neurological  examinations  on  infants  are  delineated  in 
a full  chapter,  and  a new  chapter  is  devoted  to  roent- 
genographic  techniques.  You’ll  find  a full  measure  of 
practical  help  in  this  up-to-date  volume. 

By  Members  of  the  Sections  of  Neurology  and  Section  of  Physiology, 
Mayo  Clinic  and  Mayo  Foundation  for  Medical  Education  and  Re- 
search, Graduate  School,  University  of  Minnesota.  Rochester,  Minne- 
sota. 396  pagea,  6]/^*'  illustrated.  About  $9.00. 

New  (2nd)  Edition — Just  Ready! 


Three  new 

EDITIONS 
from  SAUNDERS 


New  (2nd)  Edition! 

Graham  -THE  CYTOLOGIC 
DIAGNOSIS  OF  CANCER 

This  valuable  manual  (formerly  under  auspices  of  the 
Vincent  Memorial  Laboratory)  discusses  the  funda- 
mentals, potentials  and  limitations  of  cytologic  diagnosis 
of  cancer — plus  detailed,  authoritative  guidance  on 
preparation  and  interpretation  of  cytologic  smears. 
Material  is  based  on  study  of  tens  of  thousands  of  cases. 
Vaginal  smears,  smears  of  sputum  or  bronchial  aspira- 
tions, urine  sediment,  gastric  secretion  and  the  sediment 
of  serous  fluid  are  all  covered.  Each  chapter  begins  with 
an  illustration  and  discussion  of  a histologic  section  of 
a particular  tissue.  This  is  followed  by:  (a)  lower-power 
photomicrograph  of  a field  of  classical  desquamated 
cells  derived  from  that  epithelium;  (b)  a higher-power 
photomicrograph  of  the  same;  (c)  a colored  drawing. 
In  this  New  ( 2nd)  Edition  the  cytological  picture  of  dys- 
plasia of  the  uterine  cervix,  the  cytology  of  esophageal 
cancer,  the  cytology  of  needle  aspirations  of  solid 
masses,  and  the  cellular  aberrations  present  in  pernici- 
ous anemia  are  discussed  in  separate  chapters.  The 
material  on  histiocytes  in  vaginal  secretion,  and  the 
chapter  on  adenocarcinoma  of  the  uterine  corpus  are  re- 
written. Other  valuable  new  chapters  cover:  tbe  con- 
firmation of  unexpected  positive  reports;  the  reporting 
of  smears;  the  identification  of  cells. 

By  Ruth  M.  Graham,  Sc.D.  (Hon.),  RogwcII  Park  Memorial  Institute, 
Buffalo.  387  pages,  x 9%'',  with  992  illustrations  on  311  figures. 

32  color  plates.  About  $13.50.  New  (2nd)  Edition — Just  Readyl 


To  Order  Mail  Coupon  Below! 


W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 


Please  send  and  bill  me: 

□ Beeson  & McDermott — 

Cecil-Loeb  Medicine  ...  2 vol.  set $23.50 

□ Single  Volume  form $19.50 

□ Graham — 


Cytologic  Diagnosis  of  Cancer About  $13.50 

□ Mayo  Clinic — Clinical 

Examinations  in  Neurology About  $9.00 

Name 

Address 
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In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab 

0.1037  mg hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg atropine  sulfate  0.0582  mg. 

0.0065  mg hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (V4  gr.)  phenobarbital  . (%  gr.)  48.6  mg. 
(Warning:  May  be  habit  forming) 

PrescribecJ  by  more  physicians  than  any  other 
antispasmo(dic— we//  over  5 billion  doses! 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Outstanding  effectiveness  in  clinical  usage- 
plus  freedom  from  the  risk  of  serious  side 
effects  — are  the  compelling  reasons  why 
Donnatal  has  maintained  its  pre-eminent 
position  as  a smooth  muscle  relaxant  through 
the  years. 

Over  5 billion  doses  have  been  administered 
since  its  introduction... impressive  evidence 
of  professional  confidence  in  the  clinically  re- 
ported benefits  provided  by  Donnatal: 

• excellent  results  in  a wide  range  of 
visceral  disorders^  ® 

• well  tolerated^  ® 

• convenient  dosage  forms^*^ 

• uniform  composition 

• stabilityi'3 

• economy^'3 

Donnatal  is  indicated  in  recurring,  persistent 
or  chronic  visceral  spasm,  as  in:  peptic  ulcer, 
pylorospasm , irr itable  sto mach  and  colon, 
nervous  indigestion,  dysmenorrhea,  nausea 
of  pregnancy,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

No  serious  toxic  reactions  are  to  be  antici* 
pated.  Dryness  of  the  mouth,  blurred  vision, 
difficult  urination,  and  flushing  and  dryness 
of  the  skin  may  occur  with  excessive  and  pro- 
longed dosage,  but  promptly  disappear  with 
reduction  in  dcisage. 

Donnatal  Is  contraindicated  in  acute  glau- 
coma, advanced  hepatic  or  renal  disease,  and 
known  or  suspected  idiosyncrasy  to  any  of  its 
components.  Patients  with  incipient  glaucoma 
or  urinary  bladder  neck  obstruction  must  be 
treated  with  care,  as  with  any  preparation 
containing  a parasympathetic  depressant. 

REFERENCES:  1.  Barden,  F.W.,  Hill,  P.S.,  Mahaney, 
W.F„  and  Cuneo,  K.J.:  J.  Maine  M.A.  45:11,  1954, 
2,  Chaput,  Y.,  and  Baillargeon,  J.:  L'Union  med.  du 
Can.  86:205,  1957.  3.  Hock,  C.W.:  Clin.  Med.  8:1932, 
1961.  4.  Kilstein,  R.I.:  Rev.  Gastroenterol.  14:171, 
1947.  5.  Marks,  L.:  Am.  J.  Gastroenterol.  27:180, 
1957.  6.  Wharton,  G.K.,  Balfour,  D.C.,  Jr.,  and 
Osmon,  K.L.:  Postgrad.  Med.  21:406,  1957, 


This  one  at  Spirit  Lake,  Washington. 
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For  dramatic  restoration 

WINSTROL 

brand  of  STANOZOLOL 

Oral  anabolic  therapy  with  this  new 
physiotonic  helps  restore  the  patient's: 
positive  protein  metaboiism; 
confidence,  aiertness  and 
sense  of  weli-being. 

WINSTROL  (stanozolol/Winthrop),  a heterocyclic 
steroid,  combines  highest  potency*  with  outstand- 
ing tolerance,  stimulates  appetite  and  promotes 
weight  gain . . . restores  a positive  metabolic  bal- 
ance. It  counteracts  the  catabolic  effects  of 
concomitant  corticosteroid  or  ACTH  therapy. 
WINSTROL  (stanozolol/Winthrop)  rebuilds  body 
tissue  while  it  builds  strength,  confidence  and  a 
sense  of  well-being  in  conditions  associated  with 
excess  protein  breakdown,  insufficient  protein  in- 
take and  inadequate  nitrogen  and  mineral  retention. 
Side  Ettects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible,  and  patients  receiving  pro- 
longed treatment  should  be  examined  and  ques- 
tioned periodically  so  that,  should  side  effects 
appear,  the  dosage  may  be  reduced  or  adminis- 
tration of  the  drug  discontinued  for  a time. 

In  patients  with  impaired  cardiac  and  renal  func- 
tion, there  is  the  possibility  of  sodium  and  water 
retention.  Liver  function  tests  may  reveal  an 
increase  in  bromsulphalein  retention,  particularly 
in  elderly  patients.  In  such  cases,  therapy  should 
be  discontinued.  Although  it  has  been  used  in 
patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators 
to  be  a contraindication. 

Dosage:  Usual  adult  dose,  1 tablet  t.i.d.  before  or 
with  meals;  young  women,  1 tablet  b.i.d.;  children 
(school  age):  up  to  1 tablet  t.i.d.;  children  (pre- 
school age):  V2  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  with  a high  protein  diet. 

Rx  WINSTROL 

(stanozolol/Winthrop)  whenever 
anabolic  therapy  is  indicated 

l/i^/nfh/vp 

Winthrop  Laboratories,  New  York  18,  New  York 
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Current  Comment 


Protecting  Children  From  Physical  Abuse — 

The  states  will  soon  receive  suggestive 
legislative  language  which  will  require  that 
all  cases  of  child  abuse  be  reported  to  the 
appropriate  police  authorities  by  the  doctor 
who  sees  the  child.  The  suggested  form  for 
legislative  action  comes  from  the  Children’s 
Bureau  recognizing  the  recently  augmented 
interest  in  the  possibility  that  children  who 
appear  to  be  accident  victims  may  in  reality 
have  suffered  abuse. 

At  the  present  time,  it  is  believed  that 
many  doctors  are  fearful  of  reporting  cases 
where  they  suspect  the  child  may  have  been 
intentionally  injured  because  of  the  fear  of 
criminal  or  civil  reprisal  on  the  part  of  the 
parent  or  guardian.  The  suggested  law 
grants  immunity  from  such  action  to  the  re- 
porting physician. 

At  the  present  time  there  is  no  accurate 
national  data  to  show  the  incidence.  Chil- 
dren must  be  identified  when  exposed  to  this 
risk  if  they  are  to  be  helped.  The  intent  of 
the  proposed  legislation  is  to  help  the  child 
and  not  to  punish  the  parents,  although  crim- 
inal action  may  result. 

Physicians  Approve  Little  League  Baseball — 

Little  league  baseball,  through  its  national 
organization,  has  recently  studied  the  opin- 
ion of  physicians  regarding  the  effect  of 
competitive  athletics  upon  young  boys.  More 
than  1000  physicians  are  said  to  have  par- 
ticipated in  the  study  on  the  effect  of  little 
league  baseball  on  their  sons.  The  report, 
in  the  Wisconsin  Medical  Journal,  indicates 
that  these  physician  parents  considered  little 
league  to  be  an  activity  well  adapted  to  the 
emotional,  physical  and  social  capacities  of 
the  average  boy  in  the  8-12-year-old  age 
groupings. 

Although  many  of  these  doctors  indicated 
that  their  sons  play  tackle  football,  only  15 
per  cent  agreed  that  tackle  football  is  a sat- 
isfactory sport  for  boys  of  this  age  group. 

Little  league  baseball  is  considered  an  ap- 
propriate activity  with  a favorable  effect 
on  emotional  and  social  adjustments  dur- 
( Continued  on  page  14- A) 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s  * 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

SuppUsd:  Bottles  of  50  tablets. 

CML-9646 

Miltratef 

meprobamate  200  mg.+ 
pentaerjihritol  tetranitrate  10  mg. 
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reduce 

or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 


emostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25^°,-  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 0cc  vial.  Therapy  chart  on  request. 

CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  In  Canada  by  Austin  Laborotories,  Ltd.  • Paris,  Ontario 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 

, If  should  be  used 

with  care  on  patients 


with  a predisposition 


Physicians  Approve  Little  League  Baseball — 
(Continued  from  page  13- A) 

ing  the  growing-up  period.  Physical  exer- 
tion required  to  play  this  type  of  baseball  is 
considered  well  within  the  capacity  of  the 
participants.  Fractures  are  said  to  be  rare 
complications  of  this  type  of  sport. 

Although  tournament  play  makes  more 
physical  and  emotional  demands  than  normal 
league  play,  the  demand  is  not  of  a degree 
detrimental  to  health  or  well  being.  The 
opinion  was  expressed  that  where  over- 
emphasis occurs,  parents  and  overzealous 
managers  are  usually  responsible.  There 
was  no  evidence  that  boys  develop  excessive 
aggressiveness  or  acquire  a false  set  of 
values  as  the  result  of  this  type  of  planned 
athletic  activity. 


Physicians  and  Organized  Medicine — 

Concluding  a ten-year  study  of  organized 
medicine  at  the  county  and  state  levels,  the 
President  of  the  Wisconsin  State  Medical  So- 
ciety described  his  impressions  to  the  state’s 
House  of  Delegates.  The  remarks,  in  the 
Wisconsin  Medical  Journal,  describe  the  be- 
havior of  the  profession  in  meeting  its  prob- 
lems through  organized  medicine.  Although 
the  House  of  Delegates  is  officially  second  in 
authority,  since  it  is  the  body  that  legislates 
for  the  Society  it  is  first  in  power  from  a 
practical  standpoint. 

It  is  paradoxical  that  physicians  are  often 
told  that  they  are  inept  in  organizational 
managing  or  administrative  affairs.  Man- 
agement of  any  activity  chiefly  depends  upon 
the  handling  of  people.  The  medical  profes- 
sion is  well  qualified  by  its  tradition,  back- 
ground, education,  training  and  experience 
in  the  handling  of  people  for  the  solution  of 
problems. 

The  characteristics  that  appear  to  impede 
the  successful  management  of  medical  so- 
ciety affairs  include  a rather  common  one 
of  little  or  no  interest.  Often  little  attention 
is  given  to  extra-medical  affairs. 

In  dealing  with  extra-medical  problems,  a 
method  of  decision-making  is  apt  to  be  used 
which  is  not  acceptable  in  daily  medical  prac- 
tice. In  dealing  with  these  affairs  as  part 
(Continued  on  page  16- A) 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician  often  faces  the  problem 
of  nutritional  imbalance.  High  potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vitamins.  STRESSCAPS  meet 
this  need  and  help  support  the  natural  metabolic  defenses  in  the  disease. 


in  arthritis:  vitamins  are  therapy 


Each  capsule  contains:  Vitamin  Bi  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  Bs  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  Bi  j Crystalline  .. . 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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our  new,  low-rate  Office  Overhead  Expense 
Policy. 

Premiums  are  tax  deductible,  too! 

Write  today  for  free  information  . . 
without  obligation. 

PHYSICIANS  MUTUAL  INSURANCE 
COMPANY 

115  South  42nd  St.  Omaha  31,  Nebraska 
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Are  a direct  presentation  of  research 
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It  costs  very  little 
to  run  reprints — 
write  us  for  prices 
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Physicians  and  Organized  Medicine — 

(Continued  from  page  14- A) 

of  organized  medicine,  there  is  a danger 
of  making  a presumptive  diagnosis  and  rec- 
ommending palliative  treatment  without 
subsequent  attention  to  the  problem. 

Another  fairly  common  barrier  to  the  ef- 
fectiveness of  organized  medicine  is  the  at- 
titude toward  team  work.  There  are  now 
about  35  specialties  in  medicine,  and  about 
50  other  professions  or  vocations  and  work- 
ers engaged  in  health  practices.  Although 
we  may  render  lip-service  to  the  idea  of 
team  work,  all  too  frequently  an  individual 
will  plan  the  solution  to  a problem  without 
consulting  other  members  of  the  team. 

An  extensive  survey  of  the  opinion  of 
physicians  of  their  county  and  state  so- 
cieties include  the  comments  that  the  policy 
is  inclined  to  waver  or  be  vague  and  ill- 
defined.  It  is  noted  that  physicians  are 
basically  individualistic  and  not  experienced 
or  interested  in  administration.  Physicians 
may  be  the  sharpest  critics  of  their  societies. 

The  talk  concluded  with  the  opinion  that 


the  physician  is  ideally  suited  for  adminis- 
trative management.  The  problems  of  man- 
agement can  be  solved  in  the  same  manner 
that  one  solves  medical  problems.  Clinical 
problems  are  solved  after  obtaining  the  his- 
tory, data,  and  facts  or  findings  and  consid- 
ering the  experience  of  others.  This  same 
methodolgy  serves  well  in  administrative 
management.  The  resulting  sound  organ- 
ization is  not  the  end  but  rather  the  means 
for  fulfilling  the  goals  of  the  medical  so- 
ciety. In  management,  as  in  the  art  of 
medicine,  persuasion  is  a dominent  factor 
that  moves  people  to  action. 

Anti-Vivisectionists  Measure  Opposed — 

The  National  Society  for  Medical  Research 
is  voicing  disapproval  of  legislation  before 
Congress  that  would  erect  serious  obstruc- 
tions to  research  aimed  at  the  saving  and 
preservation  of  health. 

The  Texas  State  Journal  of  Medicine 
notes  that  there  are  several  bills  before  the 
present  Congress  which  would  limit,  license 
(Continued  on  page  20- A) 
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Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 
idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available:  PERCODAN®-DEMI, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxy- 
codeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order 
required.  Literature  on  request. 


ENDO  LABORATORIES  Richmond  Hill  18.  New  York 


throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  ye//ow  Percodan* 
Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  HCI 
(Warning:  May  be  habit-forming). 
0.38  dihydrohydroxycodeinone 
terephthaiate  (Warning:  May  be 
habit- forming),  0.38  mg. 
homatropine  terephthaiate,  224 
mg.  aspirin,  160  mg.  phenacetin. 
and  32  mg.  caffeine. 


in  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
Percodan  assures  speed,  duration 
and  depth  of  anaigesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usuaiiy  provides 
uninterrupted  reiief  for  £ hours 
or  longer  with  just  1^  tabiet . . . 
rareiy  causes  constipation. 


*U.  S.  Pats.  2.628,185  and  2.907,768 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1. 

2. 

3. 


Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
of  clinical  conditions. 

Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:!  or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown 
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W.  B.  SAUNDERS  COMPANY  features 
the  following  new  editions  in  their  full 
page  advertisement  appearing  elsewhere 
in  this  issue: 

BEESON  and  McDERAAOTT  - CECIL-LOEB 
TEXTBOOK  OF  MEDICINE 
The  New  (11th)  Edition  of  a world- 
famous  text,  with  contributions  by  173 
authorities  and  details  of  over  800 
diseases. 

GRAHAM  -THE  CYTOLOGIC  DIAG- 
NOSIS OF  CANCER 
An  up-to-date  revision  explaining  what 
can  be  learned  from  suspected  smears 
through  accurate  laboratory  methods. 

MAYO  CLINIC  - CLINICAL  EXAMINA- 
TIONS IN  NEUROLOGY 
A famous  medical  center's  working 
blueprint  to  effective  neurologic  ex- 
amination 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inguiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Anti-Vivisectionists  Measure  Opposed — 

(Continued  from  page  16-A) 

and  police  research  in  biology,  medicine  and 
agriculture.  The  National  Society  for  Medi- 
cal Research  is  coordinating  the  efforts  of 
many  medical  and  scientific  organizations, 
including  the  American  Medical  Association, 
to  oppose  this  type  of  restrictive  legislation. 

Anti-vivisectionists  make  up  a small  per- 
centage of  the  population,  but  this  group  has 
the  time  and  fanatical  interest  to  flood  Con- 
gress with  letters  in  support  of  these  legisla- 
tive proposals.  This  peculiar  group  could 
saddle  medical  scientists  with  a crippling 
burden  of  deliberate  time  wasting  proce- 
dural rules  to  hamper  medical  research. 


Selection  of  Medical  Students — 

Concern  for  the  method  of  selecting  stu- 
dents to  study  medicine  has  been  expressed 
by  the  Committee  on  Liaison  with  Medical 
Schools  with  the  Texas  Medical  Association. 
In  a report  printed  in  the  Journal  of  this  As- 
sociation, the  Committee  concludes  that  one 
(Continued  on  page  30- A) 
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Q 


uestion: 


"What  is  a 
tranquilaxant?” 


y^mwer: 

"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!’ 


TRANCOPAL 

. m brand  of 

chlormezanone 
is  a tranquilaxant 


As  a tranquilizer,  TRANCOPAL  (chlormezanoneAVin- 
throp)  “is  effective  in  the  symptomatic  treatment  of  anxi- 
ety.’’^ Its  tranquilizing  properties  are  similar  to  those  of 
other  mild  tranquilizers.^  Furthermore,  it  relieves  tension 
of  both  mind  and  muscle  without  interfering  with  nor- 
mal activity  or  alertness, 

The  muscle  relaxant  properties^  of  this  drug  provide 
an  extra  dimension  of  effectiveness . . . relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic  disorders. 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  [chlor- 
mezanone/Winthrop)— a true  “tranquilaxant”— -is  to  pro- 
duce a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent 
of  patients  develop  side  effects  with  TRANCO- 
PAL (chlormezanone/Winthrop),  such  as  occa- 


sional drowsiness,  dizziness,  flushing,  nausea,  depression, 
weakness  and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of  treat- 
ment.  There  are  no  known  contraindications. 

Available:  200  mg.  Caplets®  (green  colored,  scored), 
100  mg.  Caplets  (peach  colored,  scored),  each  in  bottles 
of  100. 

Dosage;  Adults,  1 Caplet  (200  mg.)  three  or  four  times 
daily:  in  some  patients  100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
or  fpur  times  daily. 

References:  1.  A.M.A.  Council  on  Drugs: 
J.A.M.A.  1^:469  (Feb,  9)  1963.  2,  Gruenberg, 
F.:  Curr,  Ther.  Res.  2:1  (Jan.)  1960. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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For  your  elderly 
arthritic  patients 


AN 

EFFECTIVE 

GERIATRIC 

ANTIARTHRITIC 
WITH  DISTINCTIVE 

AFETY  fpACTORS 


safely 
indicated 
-even  when 


OSTEOPOROSIS  is  present 


Pabalate-SF,  which  has  been  found  “superior  to  aspirin  in  the  treatment  of  chronic  rheumatic 
disorders,"^  possesses  distinctive  Safety  Factors  for  elderly  arthritics,  even  when  osteoporo- 
sis is  present:  (1)  its  potassium  salts  cannot  contribute  to  sodium  retention;  (2)  its  enteric 
coating  assures  gastric  tolerance;  and  (3)  it  does  not  produce  the  serious  reactions  often 
noted  during  therapy  with  steroids  or  pyrazolone  derivatives. 

In  each  persian-rose  enteric-coated  tablet:  potassium  salicylate,  0.3  Gm.;  potassium  para- 
aminobenzoate,  0.3  Gm.;  ascorbic  acid,  50  mg. 

1.  Ford,  R.  A.,  and  Blanchard.  K.  P.:  J.-Lancet  78:185, 1958. 


Precaution:  Occasionally,  mild  salicylism  may  impairment,  care  should  be  taken  to  avoid  ac- 
occur,  but  this  responds  readily  to  dosage  cumulation  of  salicylate  and  PABA.  Supply: 
adjustment.  In  the  presence  of  severe  renal  Bottles  of  100  and  500  enteric-coated  tablets. 

Pabalate- 

(the  new,  convenient  way  to  prescribe  Pabalate-Sodium  Free) 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 


Helps  speed  recovery 
even  in  severe 
muscle  injuries 


Whether  your  muscle -injury  patient  is  a professional 
athlete  or  just  a weekend  golfer,  you  can  expect  rapid 
results  with  ‘Soma’  (carisoprodol). 

This  unique  drug  breaks  up  both  muscle  spasm  and 
pain  at  the  same  time.  Onset  of  action  takes  only  30 
minutes,  and  your  patient  will  usually  begin  to  feel 
better  within  hours. 

As  Conant  demonstrated  in  a study  of  106  patients 
with  musculoskeletal  injuries,  88%  of  the  patients 
treated  with  ‘Soma’  (carisoprodol)  achieved  good  to  ex- 
cellent results.  (Clinical  Medicine,  March,  1962.) 

Carisoprodol  seldom  produces  side  effects.  Occasional 
drowsiness  may  occur,  usually  at  higher  than  recom- 
mended dosage.  Individual  reactions  may  occur  rarely. 

For  severe  athletic  strains  or  everyday  sprains,  you 
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ARE  WE  OVERFEEDING  OUR 
INFANTS? 

Today’s  children  are  growing  faster  in 
height  and  weight  and  are  reaching  puberty 
at  an  earlier  age  than  ever  before.  These 
facts  are  evident  from  the  medical  literature 
and  from  the  records  of  any  pediatrician 
who  has  practiced  for  a decade  or  more. 
The  reason  is  usually  thought  to  be  better 
nutrition,  better  environmental  conditions, 
and  better  medical  care  and  health  supervi- 
sion. All  concerned  — mothers,  pediatri- 
cians, and  particularly  the  manufacturers  of 
baby  foods  — have  fostered  and  encouraged 
the  feeling  that  plump  babies  are  healthier. 
However,  much  more  evidence  is  needed  to 
determine  the  relationship  between  early 
growth  and  longevity.  In  the  light  of  animal 
experiments,  one  must  ask  if  overfeeding 
is  good.  This  problem  and  others  are  ably 
discussed  by  Taylor^  and  his  thoughts  and 
conclusions  concerning  early  and  overfeed- 
ing of  solids  to  very  young  and  immature  in- 
fants agree  exactly  with  those  of  this  writer. 

Animal  experiments  do  not  necessarily 
correlate  with  human  experience,  but  facts 
concerning  overfeeding  in  animals  would 
seem  to  cast  doubt  as  to  the  advisability  of 
continuing  the  practice  of  feeding  solid 
foods  to  very  young  infants  as  is  so  often 
done.  The  details  of  many  animal  experi- 
ments are  published  in  the  literature  show- 
ing that  overfed  rats  and  other  animals 
grow  faster,  reach  maturity  faster  and  re- 
tain the  habit  of  overeating  for  life.  This 
would  also  seem  to  hold  true  in  the  case 
of  the  overfed  human  infant.  Further,  and 
perhaps  most  important,  McCay  et  al.^  have 
shown  that  underfed  rats  live  much  longer 
than  those  which  have  been  overfed. 

The  early  introduction  of  solid  foods  at  un- 
physiological  times  — under  three  months 
— may  be  a factor  in  causing  decreased  life 
span  in  the  very  infants  we  are  trying  to 
help  reach  a long  and  active  adult  life.  It 
also  may  be  harmful  to  the  baby  during 
his  infancy  and  childhood.  Through  satiety, 
solid  foods  may  decrease  the  amount  of  milk 
taken,  causing  hypocalcemia.  In  other 


words,  solid  foods  given  too  early  may  serve 
“to  worsen  the  infant’s  nutritional  state 
rather  than  better  it.’’®  In  the  writer’s 
experience,  allergic  sensitivities  are  some- 
times caused  by  the  early  introduction  of 
highly  allergenic  foods  such  as  cereals.  This 
most  usually  happens  in  the  atopic  infant 
who  has  a strong  inherited  background  of 
allergy.  Before  three  months,  the  infant’s 
intestinal  tract  allows  the  large  protein 
molecules  to  pass  directly  into  the  blood 
stream.  This  is  a major  concern  when  one 
realizes  that  about  one-fourth  of  our  chil- 
dren develop  major  allergic  symptoms  dur- 
ing childhood.^ 

Fortunately,  the  inate  sense  of  the  infant 
often  foils  the  ambitious  pediatrician  and  over- 
zealous  mother  when  solids  are  offered  be- 
fore the  time  when  the  infant  is  ready  to  ac- 
cept them.  It  must  be  realized  that  this  time 
varies  with  the  individual  infant  and  is  not 
determined  by  reaching  a certain  age.  It  de- 
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pends  on  many  things  — his  development, 
maturity,  and  use  of  his  tongue,  among 
others.  The  natural  act  of  protrusion  limits 
the  amount  of  solids  that  can  be  stuffed 
into  the  very  young  infant.  Sucking  is  ac- 
complished in  part  by  the  foreward  move- 
ment of  the  tongue,  and  solid  food  is  pushed 
out  rather  than  carried  back  into  the  mouth 
where  it  can  be  swallowed.  It  should  be 
pointed  out  to  mothers  that  feeding  of  foods 
of  different  texture  and  taste  is  more  a 
matter  of  training  than  an  attempt  to  get 
food  into  the  infant.  If  properly  handled, 
the  infant  will  like  foods  of  different  flavors 
and  textures,  and  problems  of  anorexia  will 
not  be  bothersome  at  a later  date. 

The  writer  has  always  marveled  at  the 
persistant  mother  who  pokes  food  into  the 
baby’s  mouth,  scrapes  it  off  his  chin  or  bib 
after  it  has  been  pushed  out,  and  puts  it 
into  the  baby’s  mouth  ad  infinitum.  Com- 
petition between  mothers  in  the  neighbor- 
hood as  to  who  can  have  the  largest  and 
heaviest  infant  at  a certain  age,  and  whose 
baby  can  take  the  most  complicated  food, 
has  become  a disturbing  and  important  fac- 
tor in  infant  nutrition. 
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One  often  wonders  why  some  pediatricians 
persist  in  starting  solid  foods  before  three 
months  when  the  foods  are  seldom  willingly 
accepted,  often  refused  entirely,  and  may 
be  harmful  to  the  baby’s  nutrition.  It  does 
sometimes  cause  allergic  sensitivities  and 
add  considerable  expense  to  the  care  of  the 
infant.  The  usual  answer  is  that  the  mother 
insists  on  giving  solid  foods,  it  probably 
won’t  hurt  the  baby,  and  soon  the  practice 
has  been  established  as  routine.  Many 
mothers  who  are  intelligent  or  perhaps  tired, 
or  both,  particularly  if  they  have  several 
children,  will  not  offer  the  foods  even  if 
they  have  been  suggested  by  the  physician. 
It  is  always  a shock  to  the  young  physician 
when  he  learns  that  his  word  is  not  always 
taken  as  gospel,  and  even  some  of  his  pre- 
scriptions are  never  filled. 

Babies  seem  to  “hit  a hunger  period”  at 
about  six  weeks  of  age  and  this  is  the  time 
when  many  mothers  will  insist  on  the  addi- 
tion of  solid  foods.  This  period  of  increased 
appetite  soon  passes  and  requires  only  the 
addition  of  more  milk  into  the  bottle,  or 
supplemental  formula,  or  more  frequent 
feedings,  and  explanation  to  the  mother. 

In  the  opinion  of  this  writer,  infant  feed- 
ing should  be  based  on  definite  information 
which  is  available,  which  in  turn  is  based 
on  numerous  available  statistics  and  com- 
mon sense,  as  well  as  the  advice  of  experts 
in  the  field  of  infant  nutrition.  If  the 
physician  follows  practices  which  are  not 
fully  justified  by  facts  and  starts  infants 
on  complicated  food  at  an  early  age  because 
of  demands  placed  upon  him  by  the  mother, 
he  puts  himself  in  the  position  of  the  sur- 
geon who  will  perform  operations  which  are 
not  really  necessary  because  “someone  else 
will  do  it  if  I don’t.”  It  is  better  for  pa- 
tients to  change  physicians  than  for  him  to 
subscribe  to  something  that  is  not  in  the 
best  interest  of  the  infant. 

There  are  different  opinions  as  to  the  best 
time  to  start  solids  and  a decision  has  to  be 
made,  but  only  after  consideration  of  all  the 
facts  available.  Certainly,  babies  are  rugged 
individuals  and  have  to  be  considered  as 
such.  Most  will  survive  under  any  kind  of 
management,  but  we  who  are  particularly 


concerned  and  responsible  for  their  welfare 
want  not  most  babies,  but  all  babies,  to  reach 
their  fullest  potential. 

Probably,  the  best  evidence  as  to  the  prop- 
er times  for  the  introduction  of  the  various 
solid  foods  is  given  by  Beal.®  Most  infants 
seem  to  do  best  when  cereals  are  offered  at 
about  three  months,  fruit  between  two  and 
a half  and  three  months,  vegetables  between 
four  and  five  months,  and  meat  and  eggs  be- 
tween five  and  seven  months.  There  may 
be  slight  variations  or  extensions  of  these 
times,  but  the  writer  has  “cured”  many  more 
“fussy  babies”  by  removing  solids  from  their 
diets,  when  they  have  been  offered  by  some- 
one else,  than  he  has  ever  benefited  by  add- 
ing additional  burden.  The  digestive  tract 
that  is  already  overloaded  and  is  having  dif- 
ficulty adjusting  to  simple  foods,  such  as 
properly  prepared  formula  or  breast  milk,  is 
not  helped  by  the  addition  of  more  compli- 
cated foods. 
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STEROID  GLAUCOMA 
(Guest  Editorial) 

It  has  become  evident  that  prolonged  in- 
tensive topical  corticosteroid  therapy  may 
produce  chronic  secondary  glaucoma  in  an 
otherwise  nonnal  eye.  There  is  also  evi- 
dence that  long-term  systemic  steroid  admin- 
istration increases  the  intraocular  pressure 
and  decreases  the  facility  of  aqueous  outflow 
and  scleral  rigidity  in  a statistically  signifi- 
cant number  of  eyes.  Furthermore  it  has 
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been  repeatedly  observed  that  chronic  (open- 
angle)  glaucoma  is  more  difficult  to  control 
if  the  patient  is  receiving  steroid  therapy. 
It  is  not,  however,  implied  that  glaucoma  de- 
velops in  all  eyes  subjected  to  protracted 
steroid  therapy.  There  must  be  present  a 
certain  disposition  for  the  disease  such  as 
occurs  in  glaucoma  prone  families. 

The  ocular  tension  returns  to  its  pre- 
steroid level  upon  discontinuance  of  therapy. 
The  mechanism  of  the  induced  elevation  in 
intraocular  pressure  is  not  known.  Since 
it  has,  however,  been  shown  that  hyaluronic 
acid  has  an  effect  on  the  control  of  intra- 
ocular pressure  it  is,  therefore,  likely  that 
the  increase  in  ocular  tension  is  due  to  the 
steroid  effect  on  hyaluronidase  - sensitive 
mucopolysaccharides  in  the  anterior  cham- 
ber angle  and  sclera. 

Because  the  eye  remains  white  and  com- 
fortable and  disc  and  field  changes  occur 
late  and  are  atypical,  the  presence  of  glau- 
coma may  be  overlooked  until  it  reaches  an 
advanced  stage.  It  is,  therefore,  important 
that  the  physician  not  prescribe  for  long- 
term use  a corticosteroid  alone  or  in  com- 
bination unless  the  ocular  tension  is  fre- 
quently determined  by  tonometric  measure- 
ment. Prescriptions  containing  a steroid 
should  be  marked  “not  refillable.”  The 
ophthalmologist  if  consulted  should  be  ad- 
vised the  patient  has  been  using  cortioco- 
steroids.  Each  glaucoma  patient  should  be 
asked  about  and  cautioned  concerning  the 
extended  use  of  steroids. 

Thus,  another  potentially  serious  side  re- 
action, this  time  an  eye  complication,  has 
been  somewhat  belatedly  added  to  those  at- 
tending prolonged  steroid  therapy. 

W.  HOWARD  MORRISON,  MD, 

Omaha,  Nebraska 


KANSAS  MEDICAL  SOCIETY  AND 
THE  SMALLER  HOSPITALS 

The  Kansas  Medical  Society,  having  noted 
the  obvious  benefits  accruing  to  patients, 
attributable  to  standardization  of  hospitals 
by  the  Joint  Commission  on  Accreditation  of 
hospitals,  decided  to  experiment  with  ways 


of  passing  on  some  of  these  benefits  to 
smaller  hospitals. 

The  exploration  to  provide  a similar  stand- 
ardization is  among  hospitals  of  fewer  than 
25  beds.  It  has  been  approached  through  a 
committee  known  as  the  Kansas  Council 
consisting  of  four  members  from  each  the 
Medical  Society  and  the  Hospital  Association 
and  by  way  of  questionnaires  to  administra- 
tion and  staff.  If  such  a program  seems 
likely  to  take  root  it  will  be  on  a voluntaiy 
basis.  Hospitals  complying  with  the  pro- 
cedural standards  set  up  by  the  Council  will 
be  issued  a certificate  attesting  this  fact. 
It  is  presumed  the  certificate  will  be  renew- 
able periodically  dependent  upon  proper  com- 
pliance by  the  hospital. 

This  is  an  experiment  that  will  bear 
watching  by  Kansas’  neighbors.  It  may 
lead  to  excellent  results  or,  on  the  other 
hand,  be  too  expensive,  troublesome,  and  un- 
enforceable to  warrant  emulation. 


Prenatal  Vaccina  — P.  Naidoo  and  H.  Hirsch, 

Lancet  1:196  (Jan  26)  1963. 

Primary  maternal  vaccination  against 
smallpox  during  pregnancy  can  result  in 
fetal  vaccinia.  Only  about  10  such  cases 
have  been  reported  so  far.  In  the  majority 
of  these,  vaccination  for  the  first  time  was 
done  in  the  first  trimester  and  the  affected 
fetus  was  stillborn  a few  weeks  later.  In 
the  case  published  by  the  authors,  primary 
vaccination  of  the  mother  was  done  at  22- 
24  weeks,  and  a living  child  was  born.  He 
was  covered  with  circular  ulcers  of  varying 
size,  and,  at  autopsy,  all  the  organs  contained 
nodules.  Vaccinia  virus  was  isolated  from 
the  skin  ulcers  and  all  the  organs.  The  male 
infant  was  about  32  weeks  at  birth  ie,  8 
weeks  premature,  and  survived  for  2 hours. 
From  this  case,  it  is  clear  that  primary  vac- 
cination of  the  mother  even  in  the  second 
trimester  of  pregnancy  can  hann  the  fetus, 
and  should  be  avoided  unless  the  chances  of 
the  mother  contracting  smallpox  are  very 
high. 
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Comments  From 
Your  President 


The  112th  Annual  Meeting  of  the  Ameri- 
can Medical  Association  was  held  in  At- 
lantic City  June  16th  through  20th.  It  was 
a pleasure  to  be  a member  of  the  Nebraska 
delegation  which  included  our  two  delegates, 
Dr.  Joseph  McCarthy  and  Dr.  Earl  Lein- 
inger,  Dr.  Harold  Morgan  and  Dr.  R.  Ken- 
ner, alternate  delegates  and  our  Executive 
Secretary,  Ken  Neff.  Other  Nebraskans, 
representing  their  organizations  included 
Drs.  Rudy  Schenken,  Howard  IMorrison  and 
Leo  Hey  wood.  It  is  a pleasure  to  report 
that  Dr.  iMcCarthy  was  chosen  President  of 
Aces  and  Deuces,  which  is  an  organization 
within  the  House  of  Delegates  composed  of 
representatives  from  those  states  having 
only  one  or  two  delegates.  This  honor  is 
indicative  of  the  high  regard  for  Dr.  Mc- 
Carthy. 

The  House  of  Delegates  of  the  AMA  is 
the  true  governing  body  of  the  association. 
Consequently  the  sessions  of  the  group  are 
well  attended  by  the  members  of  the  House 
and  observed  with  intense  interest  by  offi- 
cers of  the  respective  state  medical  societies. 
These  meetings  are  also  open  to  members  of 
the  press. 

The  problems  facing  the  medical  profes- 
sion are  m.any  and  complex  as  represented 
by  the  numerous  reports  prepared  by  the 
Board  of  Trustees  and  the  various  Councils, 
Commissions  and  Committees,  and  the  71 
resolutions  introduced  to  the  House  of  Dele- 
gates. All  of  these  reports  and  resolutions 
were  reviewed  by  the  various  reference  com- 
mittees. After  extensive  debate  before  the 
respective  reference  committee  a report  was 
prepared  for  final  action  by  the  House  of 
Delegates.  One  of  the  busiest  was  the  ref- 
erence Committee  on  Medical  Education  and 
Hospitals.  One  of  the  most  controversial 


topics  was  “compensation  of  House  Offi- 
cers.” Final  House  action  was  that  “the 
AMA  record  itself  as  opposed  to  any  system 
or  program  by  which  any  part  of  an  intern’s 
or  resident’s  salary  is  paid  out  of  fees  collect- 
ed by  the  attending  phj^sician  or  out  of  fees 
collected  under  anj^  type  of  medical-surgical 
insurance  coverage.” 

It  was  interesting  to  note  that  the  Council 
on  Medical  Education  and  Hospitals  had  not 
taken  action  as  previously  requested  by  the 
House  of  Delegates  on  the  current  problem 
of  General  or  Family  Practice.  A report  is 
promised  for  the  December  1963  meeting  in 
Portland. 

The  position  of  the  AMA  with  respect  to 
the  recently  passed  IMental  Health  Bill 
brought  forth  vigorous  discussion.  Final 
vote  of  the  House  of  Delegates  was  in  op- 
position to  the  use  of  federal  funds  for  the 
staffing  of  the  proposed  mental  health  fa- 
cilities. 

Dr.  Edward  Annis  gave  a most  challeng- 
ing inaugural  address  when  he  was  installed 
as  the  117th  President. 

RUDOLPH  SIEVERS, 
President. 
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ARTICLES 


Nebraska  State  Medical  Association 

Presidential  Address 


May 

Fellow  Members  of  the  Ne- 
braska State  Medical  Associa- 
tion and  our  honored  guests! 

To  serve  as  president  of  the  Nebraska 
State  Medical  Association  has  been  an  honor 
and  a privilege;  the  responsibility  of  this 
office  has  not  been  taken  lightly! 

Many  of  you  shared  with  me  the  concern 
of  the  Association  and  the  interchange  of 
ideas;  and  discussions  of  current  problems 
have  been  both  enlightening  and  helpful. 

Before  reviewing  some  of  the  pertinent 
activities  of  the  past  year,  allow  me  to  ex- 
press some  general  thoughts  on  our  relation- 
ship and  responsibility  toward  the  total  prob- 
lem of  health  care. 

Aside  from  the  practice  of  medicine  and 
the  advancement  of  the  science  of  medicine, 
we  now  find  it  necessary  also  to  extend  our 
leadership  to  the  knotty  problems  of  socio- 
economic and  political  human  interdepend- 
ence, as  they  relate  to  patient  care  and  hu- 
man health  in  an  evolving  society.  Even 
the  blanket  of  professional  ethics,  which  has 
served  for  so  long,  seems  no  longer  to  cover 
the  whole  medical  bed.  The  health  problems 
of  modern  society  have  become  so  closely  in- 
volved in  so  many  aspects  that,  to  an  in- 
creasing degree,  the  lay  public,  and  particu- 
larly the  socializers,  are  coming  to  feel  that 
the  field  of  medical  care  is  now  too  exten- 
sive, too  serious,  and  too  complex  a matter 
to  be  left  entirely  to  those  who  are  charged 
with  their  implementation.  More  recently 
the  politicians  feel  it  not  only  their  pre- 
rogative, but  their  responsibility  to  direct 
the  affairs  of  the  medical  profession.  The 
doctors’  education  for  the  most  part,  has 
been  narrowly  medical.  One  result  has  been 
that  the  profession,  in  these  days  of  rapidly 
changing  social  and  political  state,  has  be- 
come the  whipping  boy  of  the  self-righteous 
of  the  country. 

The  situation  we  face  today  makes  it  dan- 
gerous for  us  to  be  inert,  to  be  indifferent 
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and  to  be  apathetic.  It  is  essential  for  us,  as 
physicians,  to  express  our  views,  not  only  in 
the  field  of  medicine,  but  also  in  other  as- 
pects of  legislation.  It  is  time  that  doctors 
resume  their  roles  of  leadership  in  the  com- 
munities in  which  they  live.  We,  as  doctors, 
have  ability  to  lead!  We  must  exercise  our 
privileges  and  assume  our  responsibilties  in 
order  to  combat  the  present  socialistic  trend. 
We  tend  to  rely  upon  the  organization  to  do 
things  for  us  that  we  should  do  for  ourselves, 
because,  in  fact,  we  can  do  them  better  as 
individuals.  One  of  the  great  burdens  of  or- 
ganized medicine  is  that  doctors  try  to  edu- 
cate the  public  through  medical  organiza- 
tions, whereas  the  job  is  done  so  much  better 
in  their  own  offices  on  a person  to  person 
basis.  Doctors  who  hope  to  remain  free  of 
governmental  controls  must  learn  to  tell 
their  own  patients  the  values  of  our  present 
system.  It  needs  to  be  re-emphasized  that 
the  influence  of  American  Medicine  is  not  in 
the  American  Medical  Association  or  the 
state  medical  associations,  but  in  the  be- 
havior and  action  of  its  individual  members. 

Our  thoughts  must  be  transmitted  to  oth- 
ers. Physicians  are  expected  to  take  the 
leadership  fearlessly  and  without  hesitancy. 
We  must  saturate  the  whole  climate  around 
us,  so  that  our  views  will  be  known,  and  help 
to  improve  climate  with  Congress  itself!  In 
the  past,  only  5 per  cent  to  10  per  cent  of 
physicians  actually  have  been  informed  and 
active  in  our  fight.  Last  year  it  is  estimated 
that  30  per  cent  to  40  per  cent  of  the  physi- 
cians were  informed  and  active  — the  high- 
est saturation  ever  obtained.  We  were  ef- 
fective because  we  were  informed.  Every 
physician  must  be  familiar  with  the  problem 
on  hand.  We  must  have  a broad  base  of  ac- 
tive working  doctors  over  the  whole  state. 
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The  health  care  of  17 1/2  million  Ameri- 
cans over  age  65  has  now  become  the  con- 
cern of  politicians.  The  present  administra- 
tion’s proposed  bill  would  provide  limited 
health  care  benefits  for  everyone  65  years 
and  over,  eligible  for  social  security  and 
railroad  retirement,  plus  some  2,500,000 
aged  not  covered  by  the  two  laws.  The  issue, 
as  we  all  know,  is  one  of  much  greater  mag- 
nitude than  simply  provision  for  the  medical 
needs  of  the  elderly! 

It  is  optimistically  believed  that  the  prob- 
lems of  health  care  can  be  successfully  solved 
without  the  need  for  drastic  legislation  that 
could  both  destroy  the  American  free-enter- 
prise-system and  economy,  and  hamper  the 
continuing  strides  made  by  American  medi- 
cine in  providing  to  all  a high  caliber  of 
medical  care.  The  problems  can  be  met 
most  efficiently  and  economically  by  methods 
which  fit  individual  needs  and  the  great 
variety  of  state  and  local  situations.  Volun- 
tary health  insurance  is  today’s  most  rapidly 
expanding  industry. 

The  present  senior  citizen’s  medical  care 
program,  a joint  venture  of  the  American 
Medical  Association  and  National  Blue 
Shield,  has  been  widely  accepted.  It  and 
other  voluntary  health  insurance,  along  with 
an  implemented  Kerr-Mills  law,  provide  one 
of  the  most  logical  arguments  in  helping  to 
stem  the  tide  of  socialized  medicine. 

LB  100,  a bill  to  implement  the  Kerr-Mills 
law,  introduced  into  the  current  Nebraska 
Legislature,  was  developed  after  a pro- 
longed period  of  study  and  research,  which 
included  numerous  consultations  with  insur- 
ance undenvriters,  the  welfare  department, 
the  hospital  administrators,  the  pharmacists 
and  the  dentists.  It  has  been  amended  to 
include  the  other  health  services  and  to  lower 
the  eligibility  requirements  and  the  cash  re- 
sources. The  amendments  make  it  more 
nearly  approach  an  old  age  assistance  pro- 
gi-am  than  medical  aid  to  the  aged.  This  is 
neither  desirable  nor  the  intent  of  the  pro- 
gram. However,  at  the  moment  an  attempt 
is  being  made  to  more  nearly  approach  the 
provisions  of  the  original  bill.  The  financing 
of  the  program  will  be  the  biggest  hurdle  — 
a price  tag  of  $1,200,000  as  the  State’s 


share  for  the  biennium  was  originally  placed 
on  the  bill.  This  was  upped,  by  the  welfare 
department’s  amendment,  to  $1,800,000, 
which  we  think  is  unrealistic  and  hope  that 
the  original  cost-figure  will  be  used. 

As  a contrast,  the  cost  of  the  administra- 
tion’s proposed  King-Anderson  bill,  to  the 
employed  of  Nebraska,  would  be  in  excess 
of  $13,000,000  a year.  A recent  national 
study  of  the  Kerr-Mills  implementation  laws 
shows  that  more  than  93  per  cent  of  the 
171/2  million  Americans  over  65  live  in  states 
using  some  portion  of  the  law.  We  should 
continue  to  put  forth  eveiy  effort  for  its  im- 
plementation in  Nebraska. 

Only  a resume  of  some  of  the  more  im- 
portant activities  of  your  Association  is  at- 
tempted in  this  brief  report.  The  commit- 
tee reports  contain  the  details  of  much  of 
their  actions,  and  should  be  read  by  every- 
one who  has  interest  in  the  specific  area. 

No  attempt  is  being  made  to  detail  or 
outline  the  numerous  meetings  both  near 
and  far  attended  by  your  president  since,  in 
itself,  it  might  well  sound  like  a travelog. 
My  best  efforts  have  been  exerted  when- 
ever and  wherever  possible,  to  carry  out  the 
purposes  of  the  Nebraska  State  Medical  As- 
sociation. In  my  “President’s  Comments” 
in  the  Journal  and  at  committee  meetings, 
there  has  been  an  attempt  to  reflect  and 
direct  some  of  the  current  trends  and  ac- 
tivities. 

The  Allied  Professions  Committee  occu- 
pied itself  with  two  major  spheres  of  en- 
deavor. Implemented  during  the  past  year 
was  the  Interprofessional  Advisory  Council, 
a purely  advisory  group  composed  of  rep- 
resentatives from  the  Nebraska  State  Medi- 
cal Association,  the  Nebraska  Dental  Asso- 
ciation, the  Nebraska  Phannaceutical  Asso- 
ciation, the  Nebraska  Veterinary  Medical 
Association  and  the  Nebraska  State  Nurses 
Association.  These  groups  have  common 
problems  and  an  interdependence  upon  each 
other.  Equally  important  is  the  fact  that 
they  have  common  detractors.  Public  edu- 
cation and  active  support  of  the  type  of 
legislation  which  most  benefits  the  public 
health,  should  be  one  of  its  prime  concerns. 
Collective  opposition  to  that  type  of  legis- 
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lation  which  undermines  the  quality  of  health 
care  is  equally  important.  Currently,  the 
Council  is  engaged  in  a recruitment  program 
at  high  school  level. 

A major  endeavor  of  the  Medical  Educa- 
tion Committee  has  been  consideration  of 
the  lay  laboratory  problem.  A resolution 
was  passed  at  the  Interim  Session  of  the 
House  of  Delegates,  which  declared  that 
clinical  laboratory  determinations  were  the 
actual  practice  of  medicine  and  called  upon 
all  member  physicians  to  cease  their  support 
of  laboratories  not  supervised  by  doctors 
of  medicine. 

The  Constitution  and  By-Laivs  Commit- 
tee is  recommending  changes  which  have  to 
do,  for  the  most  part,  with  correcting  refer- 
ences and  a few  minor  incongi’uities ; no 
major  changes  are  suggested. 

The  Diabetic  Committee  assisted  in  cariy- 
ing  out  the  State  Fair  Blood  Screening  Pro- 
gram, conducted  an  Omaha  Industrial  survey 
on  Diabetes,  and  conducted  an  annual  Dia- 
betic-Detection-week  drive.  It  is  felt  that 
the  educational  process  involved  in  these  pro- 
gi-ams  has  considerable  value  over  and  above 
the  actual  tests  performed. 

The  Insurance  Committee  negotiated  a 
new  schedule  of  benefits  with  the  Wood- 
men Accident  and  Life  Company,  which 
should  encourage  a wider  participation  by 
physicians  in  the  younger  age  group  and 
still  remain  attractive  to  those  over  age  65. 
Those  who  have  not  taken  advantage  of  this 
low  cost  insurance  are  encouraged  to  do  so. 
A statewide  survey  is  being  readied,  by  this 
Committee,  to  determine  the  number  of 
physicians  who  might  be  interested  in  a self- 
administered  mutual  fund,  that  could  be  used 
for  Keogh-Act  purposes.  The  matter  of 
the  use  of  standard  insurance-medical-report 
forms  is  also  being  studied. 

The  Maternal  and  Child  Health  Commit- 
tee, together  with  the  Advisory  Committee  to 
Maternal  and  Child  Health,  after  years  of 
effort  have  come  up  with  a satisfactory 
form  for  the  reporting  of  maternal  deaths; 
one  which  will  not  be  disturbing  to  the  re- 
porting physician  and  can  be  used  effectively 
as  an  educational  instrument  for  the  benefit 
of  all  physicians  in  the  State  of  Nebraska. 


The  Medical  Service  Committee  has 
screened  a great  many  legislative  bills,  which 
relate  to  the  broad  field  of  health  and,  with 
the  aid  of  other  interested  groups,  have  suc- 
cessively supported  or  opposed  legislation  in 
many  areas.  The  osteopathic  bill  is  the  con- 
cern of  the  entire  profession  and  much  ef- 
fort is  being  directed  against  it  at  the  mo- 
ment. 

The  Medical  Education  Committee  is  cur- 
rently concerned  with  support  of  the  Uni- 
versity budget,  including  that  of  the  medical 
school,  both  for  operation  and  expansion  of 
the  facilities.  We  need  to  give  our  unified 
active  support  to  the  College  of  Medicine  to 
assure  a continued  high  standard  of  medical 
education. 

Recently  the  Occupational  and  Industrial 
Health  Committee  conducted  a survey  of  in- 
dustry, offering  the  service  to  the  Nebraska 
State  Medical  Association  through  this  Com- 
mittee. It  is  apparent  that  industry  is  be- 
coming more  health-concious.  Also,  there 
is  beginning  to  be  a real  concern  about  the 
increasing  benefits  and  costs  of  Workman’s 
Compensation.  The  activities  of  this  com- 
mittee will  continue  to  increase. 

The  Public  Health  Committee  framed  and 
successfully  sponsored  a bill  through  the 
Legislature  — a statute  providing  for  the 
hospitalization  of  recalcitrant  infectious  tu- 
berculous people.  The  committee  supported 
the  Tetanus  Immunization  Program  and 
suggested  the  addition  of  diphtheria.  They 
have  deeply  concerned  themselves  with  the 
problem  of  cigarette  smoking,  particularly  in 
the  younger  group  and  have  prepared  def- 
inite recommendations  for  the  House  of  Dele- 
gates. They  are  also  lending  their  support 
to  the  School  Health  Education  Committee 
in  its  effort  to  obtain  better  health  courses 
in  schools. 

The  Psychiatry  Committee  had  a very 
active  year.  They  concerned  themselves, 
among  other  things,  with  a collection  of  the 
statutes  concerning  admissions  to  public  and 
private  medical  institutions  in  the  State  of 
Nebraska,  the  “Sexual  Psychopath  Law” 
and  the  need  for  improvement  in  quality  and 
availability  of  psychiatric  care  in  the  State 
of  Nebraska,  and  the  matter  of  defining 
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eligibility  for  use  of  public  tax  supported 
facilities,  particularly  in  the  area  of  psy- 
chiatric medicine.  It  has  been  suggested 
that  a general  practitioner  be  added  to  the 
committee  in  order  to  improve  its  perspec- 
tive. 

The  Relative  Value  Study  Committee  this 
year  has  served  largely  as  a liaison  between 
your  association  and  the  State  Welfare  De- 
partment, a veiy  important  function.  An 
attempt  to  correct  misunderstandings  of  the 
services  required  under  certain  code  num- 
bers of  the  Relative  Value  Study  Schedule 
was  made.  It  was  the  hope  of  this  commit- 
tee and  your  Association  officers,  that  the 
unit  value  figure  of  the  Relative  Value 
Schedule,  as  agreed  upon  by  the  State  Wel- 
fare Department  and  this  Committee,  would 
in  fact  represent  the  actual  cost  figure  used 
by  the  profession  throughout  the  state,  rath- 
er than  being  negotiated  downward  at  county 
levels. 

The  Riual  Medical  Service  Committee 
sponsored  its  12th  Annual  “Senior  Medical 
Day”  on  April  25,  1963.  The  program  was 
well  planned  and  educational,  and  would  ap- 
pear to  have  been  well  received.  Since  the 
purpose  of  the  meeting  is  to  acquaint  stu- 
dents with  the  advantages  of  a community 
practice,  in  order  to  encourage  them  to  seek 
such  a practice,  it  has  been  suggested  that  the 
programs  be  given  in  the  fall  of  the  year,  be- 
fore so  many  students  had  formulated  plans 
for  their  futures. 

The  Scientific  Program  Committee  con- 
tinues to  be  one  of  the  major  workhorses  of 
the  Association.  Your  program  at  this  Ses- 
sion will  bear  evidence  of  their  many  hours 
of  diligent  effective  and  careful  planning. 

The  newly  formed  School  Health  Educa- 
tion Committee  has  had  some  very  stimulat- 
ing meetings,  gathering  information  on  the 
methods  of  how  best  to  provide  health  educa- 
tion, both  at  the  high  school  and  college  level. 
It  is  a long  neglected  field  in  which  the 
medical  profession  has  demonstrated  very 
little  leadership.  The  membership  of  this 
committee  has  a great  deal  of  experience  and 
background,  but  will  need  the  support  of 
every  physician  to  effectively  implement  a 
satisfactory  program  in  our  schools.  Its 


present  goals  include  a survey  of  the  high 
schools  of  the  State  of  Nebraska  to  determine 
the  status  of  health  instruction  courses  and 
the  formulation  of  a plan  to  present  to  the 
educators  of  the  state  for  up-grading  health 
instruction  in  secondary  schools  and  colleges. 

An  Interim  Committee  to  study  general 
practice  restrictions  in  hospitals,  was  set  up 
as  an  ad  hoc  committee  at  the  annual  meet- 
ing of  the  House  of  Delegates  in  1962.  A 
suiwey  of  practice  privileges  of  GP’s  in  a 
number  of  the  larger  towns  in  Nebraska  was 
made.  The  findings  indicated  that  no  prob- 
lems currently  exist  and  it  was  felt  that  there 
was  no  further  need  for  the  committee.  It 
was  terminated  at  the  Interim  Session  of  the 
House  of  Delegates. 

Also  eliminated  by  the  House  of  Delegates 
were  two  standing  committees  — the  Volun- 
tary Health  Agency  Committee  and  the  Vet- 
erans Committee. 

The  Council  on  Professional  Ethics  has 
been  faced  with  a difficult  problem,  which 
might  have  been  avoided  if  more  time  and 
effort  could  be  devoted  to  investigation  of 
applicants  for  licensure.  An  orientation  pro- 
gram, such  as  is  carried  on  in  a number  of 
states  is  recommended.  Such  a program 
should  be  helpful  in  developing  a more  ef- 
fective state  association  and  a better  in- 
formed membership.  Applicants  for  mem- 
bership could  be  given  a provisional  mem- 
bership and  a period  of  two  years  time  to 
attend  one  session  on  orientation  to  be  given 
by  your  State  IMedical  Association,  perhaps 
twice  a year,  before  being  made  full  mem- 
bers. The  specific  purposes  of  the  orienta- 
tion program  would  be  to  provide  informa- 
tion, which  would  be  of  value  to  the  physician 
in  his  practice,  and  to  apprise  members  of 
their  responsibilities  and  obligations  to  the 
profession  and  to  the  public.  It  should  in- 
clude such  regular  featui*es  as;  Medical 
Ethics  and  Etiquette;  the  Physicians  dues 
dollars  and  how  they  are  spent ; the  Associa- 
tion’s Public  Relations  programs  and  objec- 
tives; services  of  the  Association;  doctor- 
patient  relationship ; and  legal  aspects  of 
medical  practice.  It  would  serve  to  lengthen 
the  time  to  check  on  applicants  for  recipro- 
city and  would  immeasurably  assist  the 
Council  on  Professional  Ethics. 


436 


Nebraska  S.  M.  J. 


“Operation  Home  Town”  — a program  of 
the  State  and  County  Medical  Societies, 
sponsored  by  the  American  Medical  Associa- 
tion, to  carry  out  a nationwide  intensive  and 
continuous  campaign  to  defeat  legislation 
designed  to  socialize  medicine  by  way  of 
the  health  care  of  the  aged,  was  launched  last 
month  with  meetings  of  doctors  and  their 
wives  over  the  state.  Such  a program  of  con- 
tinuous education  is  directed  at  the  grass- 
roots level  and  should  be  more  effective  and 
less  costly  than  an  intensive  crash  program, 
such  as  was  conducted  during  the  height  of 
last  year’s  successful  national  effort  to  de- 
feat the  King-Anderson  bill.  Crash  pro- 
grams serve  a limited  function  in  an  emer- 
gency but,  on  the  whole,  are  expensive  and 
time  consuming  and  should,  if  at  all  possible, 
be  avoided.  A more  comprehensive  day  to 
day  program  with  opportunity  to  build  up 
pressure  when  and  where  the  need  arises, 
would  appear  to  be  much  more  logical  and 
effective. 

Disagreement  over  the  building  expansion 
program  of  the  University  of  Nebraska  Col- 
lege of  Medicine  and  the  University  Hos- 
pital and  our  failure  to  support  LB  26  — the 
mill  levy  for  the  Medical  School  — has  done 
us  immeasurable  harm  and  reflects  unfav- 
orably upon  our  professional  image.  The 
disagreement  has  been  the  source  of  many 
frustrations  and  continues  to  plague  our  ef- 
forts in  the  present  session  of  our  Legisla- 
ture. It  further  serves  to  produce  a splinter- 
ing effect  on  the  membership  of  the  Asso- 
ciation, which  in  turn  is  sensed  by  the  pub- 
lic and  your  legislators.  Every  individual 
and  all  segments  of  the  Association  are  en- 
titled to  their  opinions,  and  they  should  be 
freely  expressed  to  the  proper  committees 
and  to  the  governing  bodies  of  your  Associa- 
tion. Their  final  action  however,  should  be 
the  voice  of  the  Association.  To  take  our 
problems  directly  to  our  legislators  serves 
only  to  dilute  our  effort,  not  only  in  sup- 
port of  the  specific  legislation  involved,  but 
our  total  legislative  effort.  It  should  be 
stressed  that  only  your  state  organization, 
with  a unified  voice,  can  effectively  speak 
for  you  on  legislative  matters.  And  it  only 
can  carry  out  the  wide  variety  of  tasks  that 
are  necessary  for  the  greatest  good  of  the 
total  membership. 


Almost  from  the  onset  of  my  term  as  presi- 
dent, there  has  been  a desire  to  more  widely 
disseminate  the  idea  that  your  State  Associa- 
tion is  big  business!  That  the  stakes  in- 
volved are  high ! Physicians  must  give  more 
support  to  their  Association ! More  personal 
support,  yes,  but  beyond  that,  the  support 
of  a larger  staff  to  do  the  many  things  ex- 
pected of  it  in  the  fields  of  public  relattions, 
press  relations,  personal  relations  and  con- 
tacts, interprofessional  relationships,  legis- 
lation, postgraduate  education,  dissemina- 
tion of  knowledge,  community  organization, 
assistance  at  county  level,  correlation  of 
AMA  activity,  and  committee  stewardship. 
As  individuals,  we  do  not  have  the  time  to 
cover  all  these  activities.  The  AMA  must 
and  does  help,  but  there  are  many  things 
that  must  and  can  only  be  done  on  the  state 
level. 

As  an  example,  “Operation  Home  Town,” 
which  has  just  been  launched  under  AMA 
stewardship,  represents  not  only  a tremen- 
dous amount  of  local  work,  but  a considerable 
expenditure  of  association  funds.  Our  prob- 
lems and  responsibilities  are  increasing  and 
our  interests  need  more  protection.  Here- 
tofore, the  Nebraska  State  Medical  Joiirnal 
carried  some  of  the  expenses  of  the  Associa- 
tion. Income  from  that  source  has  dwindled 
until,  at  the  present  time,  the  Journal  is  about 
breaking  even.  Every  drug  ad  in  medical 
journals  must  now  have  prior  approval  of 
the  Food  and  Drug  Administration.  With 
the  present  regulations  and  restrictions  on 
pharmaceutical  firms,  there  will  be  fewer 
new  drugs  on  the  market,  and  advertising 
will  probably  dwindle  even  more,  and  the 
Journal  cannot  be  looked  to  for  financial 
support.  In  retrospect,  we  had  gone  too 
long  without  a dues  increase  — there  was 
no  increase  between  1953  and  1963.  Dur- 
ing this  time,  costs  have  risen  and  income, 
other  than  dues,  has  fallen  off.  A $10.00 
increase  was  put  into  effect  this  year.  This 
about  offset  the  shrinkage  of  the  Jour-nal  in- 
come. To  maintain  the  many  functions  of 
the  organization  and  to  take  on  the  growing 
responsibility  of  combating  socialization  of 
medicine,  we  must  have  additional  income. 
Accordingly,  I am  recommending  a $10.00 
increase  in  1964  and  another  $10.00  increase 
in  1965.  Unless  we  are  adequately  financed 
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and  have  adequate  manpower,  we  will  be 
fighting  a losing  game,  as  far  as  the  private 
practice  of  medicine  is  concerned. 

On  the  political  front  AMPAC  had  a good 
first  year.  It  must  be  continuously  active 
in  helping  to  select  and  support  aspiring 
political  candidates,  whose  views  on  medical 
legislation  correspond  to  ours ! It,  too,  needs 
the  financial  support  of  every  member  of  the 
association  to  be  trulj^  effective. 

In  these  days  of  increasing  political  and 
social  pressure  the  Women’s  Auxiliaiy  has 
come  to  play  a role  of  increasing  importance 
in  our  profession.  For  their  effective  ef- 
forts in  disseminating  knowledge;  their  ac- 
tive support  of  AMA-ERF;  for  their  cur- 
rent leadership  in  “Operation  Home  Town,” 
previously  mentioned,  and  many  other  activ- 
ities in  behalf  of  organized  medicine,  we  are 
indeed  grateful. 

The  year  has  been  an  eventful  one.  At  the 
onset,  we  were  faced  with  grave  problems 
of  social  legislation  on  a national  level.  As 
my  term  of  office  draws  to  a close  — many 
problems  remain  unsolved.  Problems  on  a 
national  level  continue  to  arise  and  legisla- 
tive problems  on  the  state  level  continue  to  be 
consummated.  We  have  every  confidence 
that  the  new  officers  and  committee  mem- 
bers are  well  qualified  to  carry  on  the  many 
tasks  with  which  they  will  be  confronted. 

It  would  be  impossible  in  this  report  to 
you  to  cover  the  entire  field  of  activity  of 
your  organization.  No  attempt  has  been 


made  to  single  out  individuals  who  have 
done  yeoman  duty  for  your  organization  and 
given  unstintingly  of  their  time  and  ability. 
The  list  would  be  long  and  many  might  be 
omitted  — many  seiwe  in  a quiet,  effective, 
unnoticed  manner.  To  the  committee  chair- 
men and  the  members  of  the  committees,  the 
Association  owes  a debt  of  gratitude  for  their 
devoted  service. 

Mr.  Kenneth  Neff  has  served  his  first  full 
year  as  executive  secretary  after  several 
years  of  careful  tutelage  under  the  late  Mer- 
rill Smith.  He  is  a devoted,  highly  effec- 
tive, tireless  worker  for  our  interests.  To 
himi  and  his  assistant,  William  Shellpeper, 
and  his  secretaries,  Mrs.  Mary  Churchill 
and  Miss  Lola  Grueber,  I officially  express 
my  gratitude  for  their  service  to  the  Associa- 
tion and  for  attention  to  my  many  demands 
on  their  time  and  talents. 

To  all  the  men  who  carry  on  the  work  of 
the  Association,  the  committee  members, 
the  House  of  Delegates,  the  Council  and  the 
Board  of  Trustees,  together  with  the  help 
of  many  other  members,  I pay  the  highest 
tribute.  One  is  impressed  with  the  type  of 
gentlemen  who  make  up  the  membership  of 
this  Association,  and  with  their  willingness 
to  be  of  service  whenever  and  wherever  the 
opportunity  arises.  Without  the  help  of  all 
these,  my  task  would  have  been  impossible; 
with  them,  it  has  been  a pleasure. 

Finally,  it  has  been  a privilege  and  an 
honor  indeed  to  have  served  you  as  your 
president ! 


THE  PATIENT  OR  THE  MACHINE 

“The  difficulty  is  no  less  in  the  clinic.  In  fact,  we  find  here 
that  the  laboratorj'  itself  has  ovei-powered  us.  Its  vast  methodology 
sometimes  takes  over  all  our  interest,  and  the  natural  histoiy  of 
disease,  the  study  of  the  individual  pathological  phenomena,  and  of 
the  patient  himself,  loses  the  way  among  formulation,  and  by  this 
I mean  all  formulized  methods  — diagnostic,  therapeutic,  the 
chemical  and  physical,  the  charts,  the  numbers,  and  the  rest.” 
(Richards,  Dickinson  W.:  Priesthoods  Past  and  Present.  Arch.  Int. 
Med.  111:4,  Januarj^  1963). 
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The  Fedicare  Folly* 


I am  sincerely  happy  to  be  with 
the  Nebraska  State  Medical  As- 
sociation today  here  in  Omaha 
on  the  homestretch  of  my  two-year  tenn  as 
President-Elect  and  President  of  the  world’s 
greatest  medical  organization,  your  AMA. 

I also  want  to  tell  you  that  I have  just 
come  from  one  of  the  most  inspiring  meet- 
ings it  has  ever  been  my  privilege  to  at- 
tend and  to  participate  in.  This  meeting  was 
the  annual  session  of  the  National  Science 
Fair  in  Albuquerque  where  the  two  winners 
of  the  AMA  scientific  awards  were  selected. 
These  two  youngsters  you  will  meet  in  At- 
lantic City  next  month  during  the  Annual 
Meeting  of  the  AMA,  and  you  will  see  their 
superb  scientific  exhibits. 

I was  truly  amazed  at  the  quantity,  qual- 
ity and  variety  of  scientific  exhibits  and 
work  displayed  by  the  hundreds  of  young 
people  at  the  National  Science  Fair.  I hope 
that  each  of  you  someday  has  an  opportunity 
to  attend  one  of  these  events.  It  certainly 
will  convince  you  that  we  need  not  worry 
about  the  development  of  new,  young  recruits 
in  all  fields  of  the  life  and  mechanical  sci- 
ences. 

But  I do  believe  that  we  must  worry  about 
the  atmosphere  of  freedom  in  which  these 
young  people  must  work  during  their  careers 
of  the  future. 

And  please  do  not  think  that  this  phrase, 
“the  atmosphere  of  freedom,”  is  some  kind 
of  platitude.  It  is  real.  It  is  living.  It  is 
absolutely  necessary  as  you  and  I have 
learned  during  our  years  of  practicing 
medicine. 

Perhaps  we  have  taken  it  for  granted. 
Perhaps  we  still  do.  In  our  time  we  have 
not  seen  any  violent  abridgments  of  our 
own  freedoms  as  other  nations  have  experi- 
enced. And  so  we  have  become  somewhat 
apathetic  to  any  warning  about  the  possible 
loss  of  freedoms. 

But,  as  I have  said,  freedom  is  more  than 
a word.  And  it  is  only  one  step  or  one  day 

♦Delivered  before  the  Nebraska  State  Medical  Association, 
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or  one  year  or  one  generation  away  from  de- 
struction — if  there  are  not  those  who  would 
defend  it,  speak  up  for  it,  fight  for  it, 
lose  everything  for  it,  and  even  die  for  it. 

Perhaps  each  and  every  one  of  us  would 
do  all  these  things  in  the  face  of  a tyrant 
who  would  openly  seek  to  destroy  freedom 
and  to  establish  a dictatorship. 

But  who  among  us  would  do  all  these 
things  in  the  face  of  a government  which 
takes  away  this  freedom  bit  by  bit,  piece 
by  piece,  making  slow  but  deliberate  prog- 
ress toward  the  eventual  destruction  of  the 
freedoms  we  have  enjoyed  or  still  do  enjoy. 

It  was  James  Madison  who  warned  the 
Virginia  Convention  back  in  1788  this  way; 

“Since  the  general  civilization  of  man- 
kind, I believe  there  are  more  instances  of 
abridgment  of  the  freedom  of  the  people  by 
gradual  and  silent  encroachments  of  those  in 
power  than  by  violent  and  sudden  usurpa- 
tion.” 

Are  not  his  words  appropriate  in  our  time, 
or  at  any  time? 

Is  it  not  true  that  for  three  decades  our 
nation  has  watched  in  almost  helpless  frus- 
tration at  the  “gradual  and  silent  encroach- 
ments” of  government  on  the  freedom  of  the 
American  farmer? 

Is  it  not  true  that  for  two  decades  our  na- 
tion has  watched  the  attempts  by  govern- 
ment, by  “gradual  and  silent  encroachments,” 
to  reduce  the  freedom  of  American  medi- 
cine? Fortunately,  the  medical  profession, 
its  allies  and  the  American  people  have  taken 
militant  action  for  20  years  against  these  at- 
tempts to  abridge  doctor  and  patient  free- 
dom, and  generally  these  attempts  have  been 
thwarted. 

But  the  attempts  continue.  The  threats  go 
on  almost  relentlessly.  And  we  do  weary. 
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We  do  sometimes  falter  in  our  fervor.  We 
do  wonder  if  victory  will  ever  come. 

And  again  we  must  turn  to  the  words  of  a 
Revolutionary  patriot  for  some  stiiTing 
words  of  warning  and  advice; 

“These  are  the  times  that  try  men’s  souls. 
The  summer  soldier  and  the  sunshine  patriot 
will,  in  this  crisis,  shrink  from  the  service 
of  his  country ; but  he  that  stands  it  now,  de- 
serves the  love  and  thanks  of  man  and  wom- 
an ..  . Heaven  knows  how  to  put  a proper 
price  upon  its  goods ; and  it  would  be  strange 
indeed,  if  so  celestial  an  article  as  Free- 
dom should  not  be  highly  rated.’’ 

And  later  in  his  work,  “The  American 
Crisis,’’  Paine  writes: 

“Those  who  expect  to  reap  the  blessings 
of  freedom  must,  like  men,  undergo  the  fa- 
tigue of  supporting  it.’’ 

I believe  that  it  is  more  imperative  now 
than  ever  before  that  we  understand  clear- 
ly the  principles  of  freedom,  individual  in- 
centive, individual  reward,  private  enter- 
prise, and  political  libei-ty  which  have  so 
greatly  enriched  the  lives  of  the  American 
people  since  Madison,  Paine  and  the  Revo- 
lution. And  we  must  heed  the  warnings  of 
gradual  and  silent  encroachment  by  our 
willingness  and  dedication  to  fight  for  the 
blessings  of  freedom  so  that  the  young  men 
and  women  of  tomorrow  can  work  unfettered 
for  the  continued  improvement  of  America’s 
health. 

As  you  well  know,  the  implications  of  the 
current  King-Anderson  legislation  are  of 
the  deepest  concern  to  all  Americans,  not 
just  to  physicians  or  the  health  professions. 
The  outcome  of  this  legislative  battle  will 
have  profound  effects  on  the  quality  of 
medical  care  available  to  all  Americans  in 
the  future.  It  will  detennine  whether  more 
of  their  economic  and  political  freedom  is 
whittled  away,  or  whether  the  nation  has 
profited  from  the  bitter  lessons  of  past  gov- 
ernment intervention  in  the  private  affairs  of 
citizens. 

Basically,  the  Administration  is  proposing 
to  create  a system  of  government-controlled 
health  care  for  the  aged.  A substantial  in- 


crease in  Social  Security  taxes  would  finance 
hospitalization  and  nursing  home  care  for 
everyone  who  has  passed  his  65th  birthday 
without  regard  to  an  individual  older  per- 
son’s financial  need. 

Millions  of  senior  citizens  who  are  self- 
supporting  and  able  to  take  care  of  their 
own  needs  would  thus  be  eligible  for  care  at 
the  expense  of  the  younger  generation.  This 
would  be  an  extravagant  waste  of  public 
funds. 

It  would  be  a new  burden  on  those  raising 
families  and  buying  houses  — and  paying 
their  own  medical  expenses  and  insurance 
premiums.  It  would  load  the  Social  Security 
system  with  a new  type  of  obligation  that 
could  be  expanded  almost  without  limit. 

At  the  same  time,  the  government  would 
exact  the  power  as  provided  in  the  King- 
Anderson  bill  to  limit  the  extent  and  type  of 
health  care  for  millions  of  elderly  Americans 
seeking  benefits  under  the  program. 

The  basic  issue  in  this  controversy  is  not 
health  care  for  the  aged  versus  no  health 
care  at  all  if  the  King-Anderson  bill  does 
not  pass.  This  is  what  the  Administration 
spokesmen  would  have  the  nation  believe. 
Nothing  could  be  further  from  the  truth. 

The  issue  is:  How  shall  the  care  be  pro- 
vided? Shall  the  program  be  compulsory 
or  voluntary?  Shall  added  taxes  be  levied 
on  wage-earners  and  employers  to  provide 
government  benefits  indiscriminately  to  a 
vast  segment  of  the  population,  including 
millions  of  the  self-supporting?  Shall  medi- 
cine be  permitted  to  grow  and  flourish  in 
freedom,  or  shall  it  be  stunted  and  shriveled 
by  the  excesses  of  government  control? 

I believe  that  one  of  the  first  things  all 
of  us  must  do  is  to  insist  that  the  truth  be 
told  — accurately  and  honestly. 

Second,  all  of  us  should  tell  the  true  story 
about  King-Anderson  and  we  should  give  the 
facts  about  new  King-Anderson  taxes  and  so- 
called  “contributions,”  about  the  compulsory 
aspects  verus  a voluntary  selection  of  the 
mechanism  of  financing  one’s  health  care, 
about  helping  everybody  or  helping  the  needy 
and  near-needy,  about  the  real  economic  and 
health  status  of  the  aged  as  compared  with 
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the  claims  of  destitution  and  physical  wrecks, 
about  voluntary  enterprise  and  government 
intervention,  and  about  the  true  costs  of 
Social  Security  medicine  verus  the  claims  of 
“pennies  a day.” 

Yes,  let  us  all  know  the  issues  within  this 
big  issue  of  King-Anderson  or  Social  Secur- 
ity medicine. 

Then,  let  us  tell  this  true  story.  And  let 
us  tell  it  everywhere. 

I remind  you  that  the  Gallup  Poll  in  De- 
cember, 1961,  showed  that  approximately  67 
per  cent  of  the  American  people  favored 
some  health  care  program  via  Social  Secur- 
ity. But  in  February,  1962,  this  percentage 
had  dropped  to  55,  in  May  it  had  dropped 
to  48,  and  later,  after  the  Madison  Square 
Garden  address  of  President  Kennedy  and 
Doctor  Annis,  the  percentage  of  support 
dropped  to  44  per  cent. 

Your  job  and  mine  is  to  continue  to  tell 
our  story  of  truth  that  the  percentage 
of  support  for  King-Anderson  continues  to 
drop.  And  I personally  believe  that  the  ma- 
jor responsibility  for  telling  this  true  story 
is  in  your  hands  — you  the  physicians,  you 
the  county  medical  societies,  and  you  the 
state  medical  associations. 

One  of  the  major  points  in  our  stoiy  must 
be  the  Kerr-Mills  program  and  its  rapid  im- 
plementation. 

As  you  know,  your  AMA  has  strongly 
supported  a federal-state  grant-in-aid  type 
of  program  to  provide  health  care  to  persons 
over  65  who  need  help.  We  supported  the 
Kerr-Mills  bills  when  they  were  first  pro- 
posed and  the  Congress,  by  a large  majority, 
adopted  them.  Since  then  we  have  worked 
closely  with  the  state  societies  and  other  or- 
ganizations to  implement  the  Kerr-Mills  Act 
as  rapidly  as  possible. 

In  the  brief  time  it  has  been  on  the 
statute  books,  Kerr-Mills  has  enjoyed  a re- 
markable record  of  acceptance  to  fill  the 
need  for  which  it  was  designed.  Today  93 
per  cent  of  the  171/2  million  elderly  live 
in  states  that  have  enacted  legislation  under 
all  or  part  of  the  Kerr-Mills  law. 


This  is  the  record,  the  facts,  and  the  truth. 
So  when  proponents  of  King-Anderson  con- 
tend that  Kerr-Mills  is  a failure,  they  simply 
are  not  telling  the  truth. 

Likewise,  when  these  same  proponents  of 
King-Anderson  tell  the  American  people  that 
voluntary  health  insurance  cannot  do  the 
job,  or  is  not  doing  the  job,  of  providing 
good  coverage  for  the  aged,  they  are  not  tell- 
ing the  truth. 

Again  it  is  a fact  that  at  least  60  per  cent 
of  the  aged,  according  to  records  of  the  in- 
surance industry,  already  have  protected 
themselves  from  the  cost  of  illness  through 
voluntary  health  insurance  and  prepayment 
plans.  And  it  is  a fact  that  a wide  variety 
of  voluntary  health  insurance  policies  espe- 
cially designed  for  older  people  has  become 
available  during  the  last  two  years. 

I remind  you  that  millions  more  are  pro- 
tected by  private  pension  plans,  veterans’ 
benefit  programs,  accumulated  resources, 
or  families  willing  to  help.  These  elderly 
persons  are  not  dependent  on  the  expenditwe 
of  tax  funds  for  their  care. 

So  tell  these  truths  too,  to  the  American 
people  so  they  will  have  the  complete  story. 

And  finally  I ask  you  to  know  the  full 
story  of  your  American  Medical  Association 
because  the  King-Anderson  proponents  are 
using  one  of  the  oldest  tricks  to  win  support 
for  their  scheme.  And  that  is  to  malign 
their  opponent,  and  this  undoubtedly  is  a de- 
liberate and  intentional  part  of  their  cam- 
paign. 

If  it  were  not,  an  attack  on  the  AMA 
would  not  be  a part  of  almost  every  discus- 
sion, speech  and  interview  in  which  King- 
Anderson  proponents  participate. 

For  example,  on  May  4 the  Illinois  Demo- 
cratic Senator  charged  — and  how  many 
times  have  we  heard  this  tired  accusation  — 
that  the  AMA  has  opposed  all  progressive 
legislation. 

But  the  truth  is  that  the  AMA  has  com- 
piled a long,  distinguished  and  enduring  his- 
tory of  achievement  in  advancing  the  science 
and  art  of  medicine. 
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For  the  record  I remind  you  and  the 
American  public  that  in  the  last  three  ses- 
sions of  Congress,  or  the  last  six  years,  the 
AMA  has  supported  51  bills  while  opposing 
only  14.  A negative  record?  Hardly? 

Let  me  also  remind  you  and  the  American 
public  that  it  was  the  AMA  that  urged  estab- 
lishment of  state  boards  of  health,  recom- 
mended a department  of  health  in  the  Presi- 
dent’s Cabinet,  recommended  the  creation  of 
the  U.S.  Public  Health  Service  and  the 
Federal  Food  and  Drug  Administration,  sup- 
ported and  promoted  the  Kerr-Mills  Law, 
pushed  for  proper  labeling  of  household 
chemicals,  endorsed  the  principle  of  a pro- 
gram of  voluntary,  contributory  health  in- 
surance for  federal  emploj^ees,  recommended 
and  supported  scores  of  important  pieces  of 
local,  state  and  federal  legislation  through- 
out its  116  years  for  the  improvement  of  the 
science  of  medicine  and  the  betterment  of  the 
public  health. 

This  is  the  true  story  of  the  AMA,  and 
you  should  be  telling  it  to  the  American 
people  and  should  be  rebutting  the  mud-sling- 
ing tactics  of  our  opponents  when  they  false- 
ly attack  your  Association  and  mine. 

And  remember  this  too;  It  is  the  AMA 
that  is  leading  the  fight  to  preserve  the  pri- 
vate practice  of  medicine,  the  freedoms  of 


patients  and  the  free  enterprise  system  in 
this  country  by  opposing,  vigorously,  politi- 
cal schemes  to  place  the  control  and  domina- 
tion of  a great  profession  and  the  patients 
in  the  hands  of  the  federal  government. 

If  the  Democratic  Senator  from  Illinois 
and  the  other  proponents  of  King-Anderson 
consider  this  to  be  negative  opposition,  then 
so  be  it.  But  I place  this  kind  of  AMA  ac- 
tion on  the  positive  side  of  the  ledger,  and 
I believe  that  is  where  it  belongs. 

In  the  fight  for  freedom  one  must  be  op- 
posed to  government  intervention  and  federal 
compulsion. 

Medicine,  doctors  and  the  AMA  always 
have  been  for  freedoms  of  patient,  physi- 
cians, and  American.  We  always  have  been 
for  the  voluntary  way  and  the  free  enter- 
prise system.  We  do  not  intend  to  change 
or  to  back  away  from  these  convictions  and 
these  principles  now  in  the  fight  against 
government  — no  matter  how  big  it  is. 

Our  basic  position  is  sound  if  we  keep 
up  our  courage,  if  we  believe  in  victory 
rather  than  in  defeat,  if  we  don’t  yield  to 
compromises  which  in  effect  undermine  our 
entire  position. 

And  if  we  all  remember  to  tell  our  story 
often  and  effectively,  we  shall  win. 


“PROTECTING”  THE  CONSUMER 

Mr.  Kennedy  wants  Federal  bureaucrats  to  have  power  to  for- 
bid the  sale,  not  merely  of  unsafe  drugs,  but  of  drugs  that  they 
decide  are  “ineffective”  or  “worthless.”  This  would  not  only  ruin 
firms,  but  prevent  the  very  clinical  experience  by  which  the  relative 
merits  of  new  dnigs  must  be  tested.  Is  this  “protecting”  the  con- 
sumer? And  would  the  principle  be  extended  to  allow  bureaucrats 
to  forbid  the  sale  of  “ineffective”  or  “worthless”  paintings,  news- 
papers, magazines,  or  books?  (Henry  Hazlitt  in  Newsweek,  April 
2,  1962). 
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Principles  of  Impairment  Evaluation* 


WORKMEN’S  compensation  legis- 
lation is  on  the  statutes  of  all 
states.  Scarcely  does  a legisla- 
tive session  in  any  state  pass  without  addi- 
tion to  or  amendment  of  these  existing  laws. 
These  changes  almost  always  tend  toward 
greater  coverage  or  increased  benefits.  With 
this  increase  in  coverage  and  benefits  has 
come  a steady  augmentation  of  disability  al- 
lowances so  that  now,  in  many  instances, 
the  allowances  have  reached  a monetary 
value  of  substantial  importance  to  the  dis- 
abled worker.  The  steady  rise  in  private 
accident  insurance  coverage  with  the  cus- 
tomary allowance  for  loss  of  ability  to  work 
or  to  produce,  the  increasing  number  of 
young  men  with  previous  military  service 
who  retain  their  government  insurance,  and 
the  recent  change  in  Federal  Social  Security 
laws  to  allow  personal  disability  benefits  at 
an  earlier  age  than  before  have  served  to 
emphasize  the  importance  of  partial  or  total 
loss  of  the  ability  to  engage  in  gainful  em- 
ployment. Without  question  the  average 
American  is  now,  more  than  ever  before, 
seeking,  by  private  or  governmental  means, 
to  protect  himself  from  the  effects  of  dis- 
ablement. All  signs  point  to  a continuation 
of  this  trend. 

With  this  increased  insurance  coverage 
will  naturally  come  an  increase  in  the  num- 
ber of  patients  who  need  an  opinion  relative 
to  their  ability  to  perform  gainful  employ- 
ment. The  private  physician  can  no  longer 
afford  to  ignore  or  to  disregard  this  need, 
since  he  is  the  only  person  medically  quali- 
fied to  render  such  an  opinion.  At  present 
the  average  patient  expects  good  medical 
care  at  a fair  fee.  The  time  will  surely 
come,  if  it  has  not  already,  when  the  pa- 
tient also  will  expect  the  doctor  to  supply 
an  adequate  report  and  valid  assessment 
of  his  post-treatment  employability.  The 
increasing  benefits  to  the  individual  make 
this  assessment  of  considerable  importance, 
and  thus  the  medical  profession  has  a re- 
sponsibility which  must  be  met  and  carried 
out.  To  disregard  this  responsibility  will 
open  us  to  a charge  of  callousness.  To  ac- 
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complish  the  determination  improperly  with- 
out proper  scientific  knowledge  will  brand 
us  with  venality.  To  perform  this  function 
honestly  and  fairly  can  only  serve  to  enhance 
our  profession  in  the  eyes  of  the  public.  We 
cannot  afford  to  do  half  a job. 

It  follows  closely,  then,  that  doctors  need 
some  specialized  knowledge  in  the  field  of 
disability  assessment  to  be  able  to  discharge 
this  responsibility  properly.  Although  some 
educators  and  practicing  physicians  have 
been  grappling  with  this  problem  for  years, 
medical  schools  and  organizers  of  post- 
graduate courses  have  only  recently  ap- 
peared alert  to  its  importance.  An  invalid 
assessment  of  impairment  by  a poorly  in- 
formed physician  can  lead  to  controversy, 
disappointment,  and  future  litigation.  On 
the  other  hand,  a valid  assessment  based  on 
accepted  medical  principles  will  satisfy  all 
concerned.  Educating  to  accomplish  these 
proper  assessments  is  of  prime  importance. 

The  various  state  statutes  have  in  common 
the  search  to  compensate  the  workman  for 
physical  loss  or  impairment,  and  each  state 
tries  to  equate  human  loss  in  tenns  of  a 
financial  settlement.  This  human  loss  is 
divided  into  designated  categories  with  the 
monetary  allowance  more  or  less  precisely 
specified.  These  categories  are  termed 
scheduled  impairments  and  consider  losses 
of  structure  or  function  for  which  the  law 
provides  a specific  monetary  payment.  For 
example,  loss  of  the  leg  below  the  knee  with 
a functional  stump  comprises  an  impair- 
ment of  70  per  cent  of  the  lower  extremity, 
or  28  per  cent  of  the  whole  man.  Reference 
to  the  state  law  in  question  will  automatical- 
ly indicate  the  monetary  value  of  the  pa- 
tient’s loss.  On  the  other  hand,  some  im- 
pairments cannot  be  precisely  evaluated  by 

♦Presented  at  the  Postgraduate  Course  in  “Disability  Evalua- 
tion and  Worker  Placement,”  University  of  Nebraska  College 
of  Medicine,  Omaha.  Nebr.,  October  4 and  5,  1962. 
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the  legislature  and  are  referred  to  as  un- 
scheduled impairments  since  no  definite 
schedule  of  monetary  reimbursement  can  be 
assigned  them.  The  categorizing  of  un- 
scheduled losses  is  also  designated  in  the 
various  state  laws.  They  may  be  based  on 
the  value  of  the  arm  as  a unit,  as  in  Oregon, 
or  reported  as  a fraction  of  the  man  as  a 
whole,  as  in  Wisconsin.  In  general  these 
unscheduled  losses  are  those  less  definite, 
more  nebulous  defects  which  are  more  diffi- 
cult to  delineate. 

Under  the  laws  of  any  state,  the  physi- 
cian has  definite  responsibilities.  His  rela- 
tionship to  the  patient  may  be  that  of  physi- 
cian, friend,  and  confidant,  or  it  may  be 
that  of  an  independent,  impartial  examiner 
whose  sole  job  is  to  offer  an  opinion  rela- 
tive to  the  loss  sustained.  Naturally,  the 
physician  is  expected  to  have  a working 
knowledge  of  the  compensation  law  in  his 
state,  and  he  should  know  not  only  his  duties 
as  expressed  by  that  law  but  the  rights  of 
his  patient  as  well.  The  physician  can  be 
nothing  but  fair,  thorough,  and  impartial 
and  should  conduct  himself  so  as  to  be  above 
reproach  on  any  issue.  By  no  means  is  he 
to  consider  himself  an  advocate  or  champion 
of  the  patient’s  rights  nor  should  he  attempt 
to  correct  by  unrealistic  ratings  what  he  re- 
gards as  inadequacies  in  the  law.  Both  of 
these  courses  not  only  destroy  the  physician’s 
impartiality  but  also  focus  his  attention  on 
nonmedical  considerations.  To  understand 
best  the  proper  role  of  the  physician,  one 
needs  only  to  consider  the  definitions  of 
some  commonly  used  terms.  Permanent  im- 
pairment^ refers  to  a purely  medical  condi- 
tion where  functional  or  anatomic  loss  exists 
after  maximal  rehabilitation  has  been 
achieved.  This  impairment  is  considered 
static,  and  such  rating  of  permanent  impair- 
ment is  made  by  the  physician  when  he  feels 
no  further  progress  from  treatment  is  pos- 
sible. Permanent  impairment  is  a contribut- 
ing factor  to,  but  not  necessarily  an  indica- 
tion of,  the  extent  of  permanent  disability. 
Permanent  disability,  however,  is  not  a med- 
ical term  or  condition  but  is  used  to  mean  a 
condition  in  which  the  patient’s  ability  to  en- 
gage in  gainful  employment  is  permanently 
reduced  or  absent.  It  follows  that  the  evalu- 


ation or  rating  of  permanent  impairment  is 
a function  of  the  physician  and  the  evalua- 
tion of  permanent  disability,  on  the  other 
hand,  is  an  administrative  decision  based 
not  only  on  the  impairment  evaluation  but 
also  on  various  social  and  economic  factors 
that  may  apply  to  the  case  in  question.  Only 
after  the  administrative  agency  in  charge 
has  made  a careful  survey  is  a monetary  ex- 
pression of  the  loss  possible.  From  these  def- 
initions it  is  evident  that  the  physician  has 
a definite  and  specific  role  — essentially  that 
of  a careful  examiner  and  accurate  reporter. 

In  the  performance  of  this  duty,  the  physi- 
cian can  obtain  better  results  from  his  ef- 
forts by  considering  the  “three  R’s’’^  of  med- 
ical industrial  impairment : reality,  relation- 
ship, and  ratability.  The  reality  of  the  ac- 
cident occurring  can  hardly  be  challenged  by 
the  physician,  but  his  knowledge  of  the  after- 
effects of  such  trauma  will  serve  as  a basis 
for  understanding  the  case  and  to  prevent  his 
being  misled.  The  reality  of  the  functional 
loss  also  is  usually  a matter  of  fact  and  not 
open  to  dispute  by  the  physician.  Occasion- 
ally, however,  the  physician  must  determine 
the  reality  of  symptoms  expressed  by  the 
patient.  Malingering  per  se  by  the  patient 
is  rare.  Exaggeration  on  the  part  of  the 
patient,  especially  if  his  personal  gain  is 
the  object,  is  common.  Exaggeration  may  be 
either  conscious  or  unconscious.  The  con- 
scious type  is  carried  out  voluntarily  by 
the  patient.  The  unconscious  type  result.s 
from  a mind  that  dwells  on  the  sensation 
arising  from  the  site  of  injury  to  the  extent 
that  this  sensation  completely  usurps  the  pa- 
tient’s field  of  reality.  A mixture  of  the 
two  is  usually  present.  The  conscious  type 
is  not  realistic  or  substantial,  and  the  un- 
conscious is  not  permanent.  Unless  recog- 
nized, both  types  of  exaggeration  will  mis- 
lead the  examiner. 

In  general,  the  exaggerator  can  be  quickly 
detected.  He  usually  knows  little  about  his 
pain  except  that  it  is  present  and  is  severe. 
The  person  suffering  actual  pain,  on  the 
other  hand,  describes  his  symptoms  clearly, 
knows  the  influencing  conditions,  and  speaks 
lucidly  of  his  problem.  Then,  too,  the  exag- 
gerator is  usually  inconsistent  (his  symp- 
toms vary  from  visit  to  visit) ; this  incon- 
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sistency  will  become  apparent  on  both  the 
physical  examination  and  the  patient’s  reci- 
tation of  the  history.  Also,  the  exaggerator 
will  tend  to  overreact  to  stimuli;  his  symp- 
toms often  will  ignore  known  nervous  path- 
ways and  anatomy,  and  he  will  overdrama- 
tize his  complaints.  Knowledge  of  these 
characteristics  of  the  exaggerator  will  serve 
to  prevent  misinterpretation  by  the  exam- 
iner. It  also  might  be  helpful  to  note  the 
patient’s  dressing  procedures  before  and 
after  the  examination,  to  observe  how  he 
enters  and  leaves  the  office,  to  inspect  the 
palms  of  his  hands,  the  soles  of  his  feet, 
and  his  shoes,  and  to  use  distraction  during 
the  examination.  These  procedures  will 
make  it  easier  for  the  physician  to  recog- 
nize reality  and  may  save  embarrassment 
later. 

The  second  “R”  is  relationship  — rela- 
tionship of  the  medical  condition  to  the  spe- 
cific injury  for  which  the  compensation  is 
sought.  Without  exception  the  laws  of  the 
various  states  require  firm  establishment  of 
proper  relationship  — the  relationship  may 
be  ignored  only  when  unlimited  health  in- 
surance prevails.  Workmen’s  compensation 
laws  have  not  reached  this  point  as  yet,  and 
so  the  physician  must  be  prepared  to  decide 
this  issue  of  relationship.  It  is  in  this 
sphere  that  the  medical  profession  is  most 
often  remiss  in  its  duties  because  we  physi- 
cians fear  loss  of  the  patient’s  business  if 
our  decision  is  uncongenial,  or  because  a 
reasonable  doubt  may  exist  and  we  resolve 
it  in  favor  of  the  patient,  or  simply  because 
we  are  ignorant  of  the  factors  entering  into 
the  assessment  of  relationship. 

Logic  requires  a relationship  of  cause  and 
effect  between  a given  injury  and  the  sub- 
sequent medical  condition,  and  that  this 
medical  condition  also  bear  the  same  causal 
relationship  to  the  impairment  in  question. 
This  three-link  chain  is  a direct  causal  rela- 
tionship and  illustrates  the  simplest  form  of 
relationship.  Fractures  serve  as  excellent 
examples  of  the  direct  links  between  injury, 
medical  condition,  and  final  impairment. 
Often  this  sequence  of  events  is  longer,  as 
for  example  from  trauma,  to  fracture,  to 
osteomyelitis,  to  pulmonary  abscess,  to  im- 
pairment on  the  basis  of  respiratory  loss. 


This  chain  has  more  links,  but  the  direct 
causal  relationship  is  still  present  and 
though  it  may  be  longer  and  more  complex 
it  still  is  an  example  of  direct  causal  rela- 
tionship. 

Indirect  causal  relationship  or  aggrava- 
tion is  the  second  type  of  relationship  we 
must  recognize.  In  these  instances  the  in- 
jury did  not  directly  cause  the  medical  con- 
dition for  which  the  impairment  is  found  but 
rather  served  to  accelerate  or  complicate  the 
pre-existing  pathologic  condition.  Thus, 
only  the  aggravation  can  be  included  as  a 
link  in  the  chain  of  sequence.  A simple  ex- 
ample of  this  form  of  relationship  could  be 
a knee  joint  with  degenerative  changes  sub- 
jected to  a wrenching  injury.  The  injury 
did  not  produce  the  degenerative  changes, 
but  it  did  aggravate  them.  Thus,  the  re- 
sultant loss  has  some  relationship  to 
the  injury,  but  it  is  only  an  incomplete  or 
partial  relationship.  The  state’s  responsibility 
does  not  exist  for  the  pre-existing  degener- 
ative changes,  or  the  impairment  prior  to 
the  injury.  As  in  direct  causal  relationship 
this  chain  of  events  may  lengthen  to  involve 
other  medical  conditions  and  complications, 
but  the  impairment  caused  by  this  injury 
can  only  be  considered  from  the  day  of  in- 
jury and  not  from  the  day  of  onset  of  the 
pre-existing  condition. 

Age  of  the  patient,  disease  or  injury  sus- 
ceptibility of  the  patient,  pre-existing  dis- 
ease, or  congenital  abnormalities  do  not 
change  this  responsibility  or  liability  when 
direct  causal  relationship  is  firmly  estab- 
lished. On  the  other  hand,  these  factors 
must  be  considered  when  indirect  causal 
relationship  is  apparent.  The  prime  consid- 
eration is  not  the  absolute  progress  of  the 
pre-existing  condition,  but  the  rate  of 
progress.  The  difference  between  the  ex- 
pected course  of  a pre-existing  condition  and 
the  obseiwed  course  represents  the  aggra- 
vating effect  of  the  injury. 

In  summarizing  the  cause-effect  relation- 
ship, three  questions  can  be  formulated.  1. 
Can  the  physical  loss  or  impairment  occur? 
2.  Does  the  physical  loss  or  impairment  oc- 
cur? 3.  Did  the  physical  loss  or  impair- 
ment occur?  The  answers  to  these  three 
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questions  given  in  the  light  of  one’s  medi- 
cal knowledge  and  viewed  with  the  patient 
in  mind  will  most  often  answer  this  question 
of  relationship  adequately. 

The  last  “R”  of  the  principles  of  impair- 
ment evaluation  to  consider  is  that  of  rata- 
bility. Ratability  implies  that  the  patient 
has  a functional  anatomic  loss  that  is  dis- 
cernible b}'  the  physician  who  has  some  sys- 
tem by  which  he  can  measure  this  change. 
It  is  of  no  benefit  to  the  evaluator  to  know 
that  the  knee  is  stiff,  that  movement  is  lim- 
ited, or  that  the  patient  is  markedly  re- 
stricted in  his  daily  activities.  Some  more 
precise  means  of  expressing  the  impainnent 
is  needed.  To  express  this  satisfactorily, 
the  physician  must  have  an  objective  system 
or  precise  procedure  for  such  general  inter- 
pretation. The  physician  cannot  look  and 
guess;  he  cannot  rely  on  his  age  and  experi- 
ence, and  he  cannot  use  a system  which  is 
indefensible  in  court. 

Many  good  systems  are  available  to  the 


physician.  Personally,  I use  the  American 
Medical  Association’s  guide  to  the  evalua- 
tion of  permanent  impairment  of  the  ex- 
tremities and  back.i  The  system  expressed 
in  this  guidebook  requires  only  a knowledge 
of  joint  movements  and  the  use  of  a goniom- 
eter. Once  the  angles  of  the  joint  or 
joints  in  question  have  been  measured,  one 
need  only  to  consult  the  combined  values 
table  to  arrive  at  the  percentage  of  impair- 
ment. 

In  conclusion  it  should  be  emphasized  that 
evaluation  of  impairment  or  physical  loss 
need  not  be  a never-never  land  of  doubt  and 
indecision.  The  precise  knowledge  and  prop- 
er tools  for  valid  and  reliable  assessment  are 
available  and  only  require  your  effort. 
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MATERIALS  FOR  A BETTER  AND  LONGER  LIFE 

Ours  is  a business  which  can  continue  to  thrive  only  through 
constant  technical  innovation,  through  scientific  development, 
through  endless  search  for  what  is  new  and  better.  We  feel  deeply 
that  the  products  we  make  and  the  seiwices  we  perform  are  more 
than  items  of  commerce  — they  are  the  materials  for  improved 
health,  for  a better  and  longer  life.  If  we  fail  to  provide  them,  we 
deprive  society  of  the  fruits  of  scientific  achievement.  (John  E. 
McKeen,  Chairman  of  the  Board  and  President,  Chas.  Pfizer  & Co., 
to  Annual  Meeting  of  Share  Owners,  April  30,  1962). 
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A REVIEW  of 

Tests 

of 

Liver  Function* 

Introduction 

The  correct  use  of  liver  func- 
tion tests  as  an  aid  in  the  diag- 
nosis, prognosis,  and  followup 
of  hepatobiliary  disease  is  a distinct  chal- 
lenge to  the  physician.  The  large  number 
of  tests,  plus  the  apparent  inconsistencies 
sometimes  noted  in  their  results,  often  leads 
the  clinician  to  disregard  the  values  ob- 
tained, with  the  result  that  nothing  has  been 
“gained”  except  a higher  laboratory  fee 
for  the  patient. 

Because  of  the  imperfections  of  liver 
function  tests,  any  discussion  of  them  must 
begin  with  emphasis  on  the  fact  that  these 
tests  are  merely  aids  to  the  clinical  examin- 
ation of  the  patient  and  cannot  be  substitut- 
ed for  judgment  and  experienced  observa- 
tion on  the  part  of  the  physician. 

Liver  function  tests  are  usually  performed 
in  groups,  and  serially,  in  an  effort  to  re- 
duce the  error  of  any  one  test,  and  to 
measure  a variety  of  the  poorly  understood 
functions  of  the  liver.^^  However,  to  under- 
stand a group  of  test-results,  one  must  be 
able  to  understand  each  test  separately,  and 
therefore,  the  prominent  tests  of  liver  func- 
tion will  be  discussed  separately  in  this 
paper. 

In  using  these  tests,  the  clinician  must  be 
aware  of  the  normal  limits  of  test-results 
as  found  in  the  laboratory  in  which  the 
tests  are  being  performed,  because  there 
is  definite  variation  among  laboratories. 
For  this  reason,  nonnal  values  will  not  be 
noted  in  this  discussion. 

No  effort  will  be  made  in  this  paper  to 
achieve  absolute  completeness.  Many  other 
tests  (for  example,  serum  cholesterol  and 
esters)  are,  at  times®®-  used  as  tests  of  liver 
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function.  However,  it  is  felt  that,  in  gen- 
eral, the  most  valuable  and  useful  tests  of 
liver  function  are  presented  here. 

Alkaline  Phosphatase 

The  main  source  of  alkaline  phosphatase 
under  normal  conditions  appears  to  be 
osteoblastic  activity,®®  but  it  also  is  prob- 
ably formed  by  intestinal  mucosa  and  pos- 
sibly by  the  liver.®®  The  mechanisms  respon- 
sible for  the  increase  in  serum  alkaline  phos- 
phatase in  hepatobiliary  disease  are  poorly 
understood.®-®-®®-®®-®®-®^  Nevertheless,  when 
the  results  are  highly  elevated®-^®  the  test 
often  provides  valuable  evidence  in  the  diag- 
nosis of  posthepatic  jaundice.  Moderate -ele- 
vations in  alkaline  phosphatase  are  noted  in, 
but  are  not  diagnostic  of,  many  cases  of 
hepatocellular  disease.®®-  ®® 

The  test-results  are  commonly  elevated  in 
children,®®  diseases  of  bone,  hyperparathy- 
roidism, congestive  heart  failure,  and  fol- 
lowing the  ingestion  of  fat.®®  Lowered  test 
results  have  been  noted  when  the  patient 
is  in  a fasting  state.®® 

The  test  has  found  favor  with  some  ob- 
servers in  attempting  to  diagnose  the  pres- 
ence of  metastatic  carcinoma  in  the  liver, 
but  conclusive  evidence  of  its  value  in  this 
diagnostic  dilemma  has  never  been  pro- 
duced.®®- ®®-  ®® 

Serum  and  Urine  Bilirubin 

Bilirubin  is  a product  of  the  bi’eakdown 
of  hemoglobin  in  the  reticulo-endothelial 
system.®®  It  exists  in  plasma  as  both  the 
direct-reacting  (mono-  and  diglucuronides) 
and  indirect-reacting  (free  bilirubin)  forms. 
All  three  forms  are  believed  to  be  loosely 
bound  to  albumin.  The  glucuronide  esters 
are  water  soluble,  react  promptly  with  the 
diazo  reagent  in  the  absence  of  alcohol,  and 
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are  believed  to  be  the  direct-acting  com- 
pounds.They  are  thought  to  have  passed 
through  hepatic  cells  or  Kupffer  cells  and 
to  have  passed  directly  to  the  blood,  or  to 
have  been  regurgitated  into  the  blood  from 
the  biliary  passages.®^' The  indirect  por- 
tion (which  equals  the  total  minus  the  direct 
bilirubin)  is  insoluble  in  water  (unless  bound 
to  albumin),  reacts  slowly  with  the  diazo 
reagent,  and  requires  the  presence  of  alcohol 
for  the  reaction.3®  This  portion,  felt  to  be 
the  free  form  of  serum  bilirubin,  is  believed 
not  to  have  been  taken  up  by  hepatic  or 
Kupffer  cells.®3. 57 

Jaundice  is  due  to  the  affinity  of  elastic 
tissue  for  bilirubin,  which  imparts  a charac- 
teristic yellow  color  as  the  concentration  ex- 
ceeds a critical  level.  (Jaundice  is  gener- 
ally believed  to  become  clinically  detectable 
when  the  total  serum  bilirubin  exceeds  2.5 
mg  per  100  ml  of  serum.^®) 

Besides  hepatobiliary  conditions,  elevated 
serum  bilirubin  is  noted  in  subclinical  liver 
disease,  newborns,  pulmonary  infarcts,®®  and 
congestive  heart  disease.^' 

^Measurement  of  direct  and  total  serum 
bilirubin  is  valuable  in  the  diagnosis  of 
hemolj’tic  jaundice,  where  the  indirect  frac- 
tion is  markedly  elevated  in  the  presence 
of  near-normal  direct  values.  However,  this 
partition  is  of  little  value  in  differentiating 
hepatic  from  posthepatic  jaundice. ®®-  ’®’ '® 

Urine  bilirubin,  an  abnormal  finding 
whenever  present,  is  noted  in  many  cases 
of  hepatic  and  posthepatic  jaundice,®®-®®  in 
congestive  heart  failure,  and  in  pulmonary 
infarcts.®® 

The  presence  of  urine  bilirubin  is  quite 
helpful  in  the  early  diagnosis  of  infectious 
hepatitis,®®  but  is  a poor  followup  test  be- 
cause its  early  return  to  noiTnal  is  not  as- 
sociated with  clinical  improvement. Urine 
bilirubin  is  always  absent  in  hemolytic 
jaundice.®® 

Bromsulphalein  Retention 

The  Bromsulphalein  (sodium  phenoltetra- 
bromophthalein  sulfonate)  retention  test  is 
an  excellent  screening  test  as  an  estimate  of 
liver  function.  The  conditions  of  the  test  are 


precise  and  must  be  followed  carefully  to 
achieve  reliable  results.  These  conditions 
include:  (1)  a fasting  state  for  ten  hours 
prior  to  the  test  (it  has  been  reported  that 
the  rate  of  Bromsulphalein  clearance  is  in- 
creased postprandially  because  of  increased 
hepatic  blood  flow) ; (2)  the  patient  should 
be  rested  prior  to  the  test;  (3)  the  patient 
should  remain  supine  throughout  the  pro- 
cedure; and  (4)  the  blood  should  be  with- 
drawn from  the  arm  opposite  the  one  in 
which  the  dye  was  injected.®® 

The  rate  of  removal  of  the  dye  from  the 
blood  depends  on  the  excretory  capacity  of 
the  liver,  the  patency  of  the  bile  ducts,  and 
the  hepatic  blood  flow.®® 

The  Bromsulphalein  test  offers  little  help 
in  the  differentiation  of  jaundice,  but  is  an 
excellent  procedure  in  detecting  latent  liver 
disease  and  in  followup  studies  of  hepato- 
cellular pathologic  changes.®®’®®’"® 

One  must  guard  against  allergic  responses 
to  the  dye.®’^®’®® 

Flocculation  and  Turbidity  Tests 

The  cephalin-cholesterol  flocculation  and 
thymol  turbidity  tests  are  commonly  used 
tests  of  liver  function.  They  are  non- 
specific, empirical  tests  of  serum  which 
often  furnish  clues  to  abnormal  serum  pro- 
tein composition  and  activity,  thus  often  ex- 
posing hepatocellular  disease.  The  causes  of 
abnormal  flocculation  and  turbidity  are  par- 
tially understood  and  involve  stabilizing 
such  as,  albumin)  and  precipitating  (such  as, 
increased  beta  or  gamma  globulin)  factors  in 
many  instances.®-  ®^-  ®®-  ®®- 

The  cephalin-cholesterol  flocculation  test 
is  quite  useful  for  the  diagnosis  of  hepato- 
cellular degeneration  in  hepatitis  or  cirrho- 
sis.®® This  test  is  more  dependable  in  de- 
tecting cirrhosis  than  is  the  thymol  turbid- 
ity,®® and  is  often  positive  early  in  the  course 
of  viral  hepatitis.®® 

The  thjTnol  turbidity  is  an  excellent  test 
for  the  followup  of  hepatitis,  since  it  is  often 
the  last  test  to  return  to  normal.®®-®®  The 
test  is  also  useful  in  the  diagnosis  of  post- 
necrotic cirrhosis  — the  only  form  of  cir- 
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rhosis  in  which  this  test  is  consistently  ab- 
normal. 

Neither  test  gives  positive  results  regu- 
larly in  cases  of  posthepatic  jaundice.*®- 
Both  also  are  affected  by  other  conditions 
resulting  in  abnormal  serum  protein  states 
such  as  malaria,  rheumatoid  arthritis,  and 
other  inf lammatoi-y  states.**-  *®-  ®* 

The  tests  are  most  profitably  used  to- 
gether, since  each  is  affected  by  a some- 
what different  area  of  serum  protein 
changes.^*- 

Serum  Proteins 

Historically,  the  serum  proteins  have 
been  divided  into  two  major  fractions.  Al- 
bumin is  soluble  in  water,  and  is  precipitated 
from  solution  by  saturation  with  salts  such 
as  ammonium  sulfate  and  sodium  sulfate. 
The  globulins  are  insoluble  in  water  but 
soluble  in  dilute  salt  solutions,  and  are  pre- 
cipitated from  solution  with  about  half  sat- 
uration of  such  salts  as  ammonium  sulfate 
and  sodium  sulfate.  However,  these  classic 
properties  of  albumin  and  globulin  are  not 
completely  valid  today  because  of  the  great- 
er accumulated  knowledge  of  proteins.*'^ 

Serum  proteins  may  be  measured  by  salt- 
ing-out methods,*!  use  of  water-miscible  or- 
ganic precipitants,^*  electrophoresis,*!- 
ultracentrifugation,*  and  the  use  of  immuno- 
chemical procedures.*!  The  first  three  meth- 
ods are  most  commonly  used. 

Changes  in  serum  proteins  are  quite  non- 
specific and  variable.  A decreased  level  of 
serum  albumin  is  often  seen  in  chronic  he- 
patocellular disease,  and  is  a valuable  prog- 
nostic tool  in  certain  cases  — especially  cir- 
rhosis where  the  prognosis  is  worse  the 
lower  the  serum  albumin.!*-  **-  **  The  serum 
globulin  level  tends  to  rise  in  both  acute 
and  chronic  hepatocellular  disease.  Usually 
this  is  because  of  an  increase  in  gamma 
globulin,  but  occasionally  the  alpha  and  beta 
fractions  also  are  increased.** 

The  traditional  determination  of  albu- 
min/globulin ratio  is  unreliable  unless  one 
knows  the  absolute  values  for  both  fractions, 
as  they  may  be  affected  by  different  fac- 
tors.** 


A large  variety  of  nonhepatobiliary  condi- 
tions may  cause  changes  in  the  serum  pro- 
teins (see  table  2). 

Prothrombin  Time 

The  prothrombin  time  is  a rapid  and  valu- 
able test  of  bleeding  tendency  and  is  some- 
times helpful  in  the  diagnosis  of  liver  dis- 
ease. Since  prothrombin  is  formed  by  he- 
patic cells,**  the  prothrombin  time  may  be 
prolonged  in  hepatocellular  disease.  Also, 
since  fat-soluble  vitamin  K is  required  for 
prothrombin  synthesis,  the  prothrombin 
time  may  be  prolonged  in  extrahepatic  ob- 
struction which  prevents  bile  salts  from 
reaching  the  intestinal  tract.!!-  *! 

Therefore,  if  prothrombin  time  is  pro- 
longed, and  then  improves  more  than  fifteen 
per  cent  within  twenty-four  hours  following 
injection  of  vitamin  K,  a diagnosis  of  post- 
hepatic  jaundice  would  be  indicated;  where- 
as, the  absence  of  improvement  in  the  pro- 
thrombin time  would  indicate  hepatocellular 
pathologic  changes.*® 

However,  the  clinical  results  of  the  pro- 
thrombin time  have  not  been  as  encourag- 
ing as  the  theoretical  design  of  the  test,  and 
its  use  as  a liver  function  test  is  limited  be- 
cause of  this.*!  Though  it  may  at  times  be 
helpful,  the  prothrombin  time  is  rarely  a 
test  of  choice  in  the  evaluation  of  liver  func- 
tion. 

Serum  Transaminases 

Enzymes  catalyzing  different  transamina- 
tion reactions  have  been  found  widely  dis- 
tributed in  animal  and  human  tissues,  and 
have  been  shown  to  change  in  activity  in 
some  tissues  during  disease.**  Serum  glu- 
tamic-pyruvic transaminase  (SGPT)  is 
found  mainly  in  the  liver,  while  serum  glu- 
tamic-oxalacetic  transaminase  (SCOT)  is 
particularly  concentrated  in  cardiac  mus- 
cle.’^ 

The  mechanism  for  the  increase  in  SCOT 
associated  with  acute  cardiac  muscle  in- 
jury appears  to  be  primarily  one  of  escape 
of  SCOT  from  necrotic  cells  due  to  an  in- 
crease in  the  permeability  of  the  injured 
heart  muscle  cells,^*  while  the  mechanism 
for  increase  of  SCOT  and  SGPT  during 
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acute  hepatocellular  injury  involves,  in  ad- 
dition, a metabolic  or  an  excretory  aberra- 
tion or  both.'^’* 

The  activity  of  these  enzymes  is  markedly 
increased  in  cases  of  hepatitis,^®  and  mildly 
increased  in  infectious  mononucleosis,  cir- 
rhosis, posthepatic  jaundice,  and  liver  meta- 
stasis.®®’ Some  differentiation  between 
“medical”  and  “surgical”  neonatal  jaundice 
can  be  made  by  serial  determination  of  the 
SCOT  and  SGPT  enzyme  activities.  The 
differentiation  is  based  on  the  observation 
that  a level  of  about  800  units  is  reached  in 
either  type  of  condition,  but  the  level  is 
reached  within  the  first  week  of  the  neo- 
natal period  in  “medical”  jaundice,  whereas 
it  takes  four  to  six  weeks  of  the  neonatal 
period  to  reach  that  level  in  “surgical” 
jaundice.®'* 

The  enzyme  activity  is  also  elevated 
somewhat  in  all  newborns,  and  following 
myocardial  infarction.*-  ®* 

Urine  and  Fecal  Urobilinogen 

Urobilinogen  is  a pigment  derived  from 
bilirubin  and  excreted  in  both  urine  and 
feces.  Quantitative  measurement  of  the 
pigment  in  the  urine  or  feces  is  a sensitive 
indicator  of  bilirubin  metabolism  and  con- 
sequently is  of  great  value  in  the  diagnosis 
of  hepatobiliary  disease. 

The  determination  of  urobilinogen  excre- 
tion, either  in  the  urine  or  feces,  is  an  ex- 
cellent test  of  early  liver  impairment.®®  The 
test  is  quite  sensitive  to  changes  in  hepato- 
biliary metabolism,  and  can  often  be  a 
great  aid  in  the  differential  diagnosis  of 
jaundice.®^’  ®®-  ®®- 

Because  of  the  time  required  for  a fecal 
urobilinogen  study,  urinary  urobilinogen 
measurement  is  preferred  generally. 

Urine  and  fecal  urobilinogen  are  elevated 
in  hemolytic  disease,  such  as  that  caused  by 
pernicious  anemia,  transfusion  reactions, 
Hodgkin’s  disease,  and  leukemia.®®-®®  Urine 
urobilinogen  is  also  elevated  following 
myocardial  infarction*®  and  sulfonamide 
therapy.®*  Fecal  urobilinogen  is  also  elevated 
during  fever,’*  polycythemia  vera,’*  and  fol- 
lowing sulfonamide  therapy.®*  Fecal  uro- 


bilinogen is  decreased  in  low  grade  infec- 
tions, hypochromic  anemia,  inactivity,  and 
inanition.’* 

Value  and  Use  of  Liver  Fimction 
Tests  in  General 

No  single  liver  function  test  is  known  in 
which  results  can  describe  adequately  the 
functional  or  pathologic  state  of  the  hepato- 
biliary system.  Consequently,  multiple  tests 
are  required  when  one  is  attempting  to  de- 
termine the  status  of  the  liver.  This  need 
to  use  several  tests  results  in  a primary 
problem  of  the  clinician  who  must  use  them, 
namely,  which  ones  to  use  to  get  the  most 
information  about  each  specific  patient. 

Test  Sensitivity 

Of  the  tests  mentioned,  those  in  which  re- 
sults are  most  sensitive  to  changes  in  the 
hepatobiliary  system  are  the  amount  of 
urinary  and  fecal  urobilinogen,  the  presence 
of  urine  bilirubin,  the  elevation  of  serum 
bilirubin,  increased  retention  of  Bromsul- 
phalein,  increased  serum  alkaline  phospha- 
tase activity,  increased  activity  of  serum 
transaminases,  and  increased  thymol  tur- 
bidity (though  not  in  cirrhosis).  Those 
tests  that  are  moderately  sensitive  to  hepato- 
biliary changes  are  serum  protein  changes, 
prothrombin  time  response  to  vitamin  K in- 
jection, and  cephalin-cholesterol  floccula- 
tion.®® 

Cost  of  Tests 

Because  the  cost  of  tests  must  be  a factor 
in  determining  the  extent  to  which  one  uses 
them,  the  following  table  (table  1)  is  pre- 
sented as  prices  charged  in  one  laboratory. 
The  cost  of  each  test  will  vary  from  labora- 
tory to  laboratory,  but  it  is  felt  that  this 
table  is  representative  of  the  average  price 
for  most  of  the  tests  listed. 

Use  of  Liver  Function  Tests  in  the 
Jaundiced  Patient 

The  differential  diagnosis  in  the  jaundiced 
patient  is,  in  effect,  a “therapeutic  differen- 
tial diagnosis”  to  separate  “surgical”  jaun- 
dice from  “medical”  jaundice.  The  basis 
of  the  differentiation  is  the  finding  of  ab- 
normal results  of  tests  indicative  of  hepato- 
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TABLE  1 

COST  FOR  INDIVIDUAL  LIVER  FUNCTION 
TESTS  AT  A PRIVATE  LABORATORY, 


OMAHA,  NEBRASKA,  1962 

Test  Cost 

Alkaline  phosphatase $ 5.00 

Prothrombin  time  3.00 

Cephalin-cholesterol  flocculation 4.00 

Thymol  turbidity 4.00 

Fecal  urobilinogen 6.00 

Urine  urobilinogen  4.00 

Serum  bilirubin  5.00 

Urine  bile  1.00 

Urine  bilirubin  (Ictotest)  1.00 

Bromsulphalein  5.00 

Total  serum  protein 4.00 

TSP  plus  albumin/globulin  (Biuret 

reaction)  8.00 

TSP  plus  A/G,  plus  protein  electro- 
phoresis   10.00 

Serum  glutamic-oxalacetic  transaminase  _ 5.00 

Sei-um  glutamic-pyruvic  transaminase 5.00 


cellular  degeneration  and  of  normal  results 
of  tests  indicative  of  cholestasis  in  medical 
jaundice,  and  vice  versa  in  surgical  jaun- 
dice. Intrahepatic  tumor  metastases  or 
lymphomas  producing  jaundice  belong  to 
the  medical  group,  because  the  jaundice  re- 
sults from  intrahepatic  processes  not  amen- 
able to  surgery. 

Among  the  findings  which  are  indicative 
of  hepatocellular  degeneration  or  disease  in 
the  presence  of  jaundice  are  abnormal  ceph- 
alin-cholesterol flocculation,  increased  thy- 
mol turbidity,  increased  urobilinogenuria, 
reduced  prothrombin  time  despite  vitamin  K 
therapy,^®"  and  elevation  of  serum  transa- 
minase activity. 

Those  findings  indicative  of  extrahepatic 
obstruction  in  the  patient  with  jaundice  in- 
clude decreased  to  absent  urinary  urobilino- 
gen, serum  alkaline  phosphatase  activity 
above  10  Bodansky  units, and  bilirubi- 
nuria  and  elevation  of  serum  transaminase 
activity^^  — though  the  last  two  test-results 
are  quite  variable. 

Three  exceptions  to  these  basic  rules  are 
notable.  First,  is  the  instance  of  secondary 
hepatocellular  degeneration  in  surgical  jaun- 
dice which  is  caused  by  prolonged  extra- 
hepatic  biliary  obstruction  or  by  secondary 


bacterial  infection  of  the  portal  tracts.  In 
these  conditions,  laboratory  evidence  of  both 
hepatocellular  degeneration  and  cholestasis 
is  found.  Second,  is  the  condition  of  in- 
complete or  intermittent  extrahepatic  chole- 
stasis which  results  in  fluctuating  findings 
indicative  of  cholestasis  in  cases  of  surgical 
jaundice.  Third,  is  the  condition  of  intra- 
hepatic cholestasis,  or  “cholangiolitis,”  in 
which  the  tests  indicate  cholestasis  while  the 
true  pathologic  process  is  a type  of  medical 
jaundice.®® 

Use  in  the  Anicteric  Patient 

The  attempt  to  demonstrate  hepatic  dam- 
age in  non  jaundiced  patients  is  made  pri- 
marily in  screening  for  anicteric  or  pre- 
icteric  viral  hepatitis  during  an  epidemic, 
for  toxic  damage  after  exposure  to  poisons 
(as  in  industry)  or  drugs,  and  in  the  rou- 
tine patient  in  whom  hepatobiliary  disease 
is  a diagnostic  possibility.  Since  apparently 
healthy  persons  are  generally  examined, 
minor  alterations  of  hepatic  function  are 
significant.®® 

A complete  study  of  liver  function  would 
include  Bromsulphalein  retention,  urine  bili- 
rubin and  urobilinogen,  serum  bilirubin, 
cephalin-cholesterol  flocculation  and  thymol 
turbidity  tests,  alkaline  phosphatase,  serum 
transaminases,  and  total  serum  protein  with 
albumin/globulin  ratio  and  protein  electro- 
phoresis.®®- ®®-  ®® 

Not  all  of  these  tests  are  indicated  in  every 
patient;  often  one  suffices  nicely  (for  ex- 
ample, the  Bromsulphalein  retention).  How- 
ever, one  should  realize  the  scope  of  a com- 
paratively complete  study  utilizing  tests  of 
liver  function. 

Use  in  the  Patient  With 
Hepatocellular  Disease 

The  earliest  evidence  of  infectious  hepa- 
titis is  provided  by  Bromsulphalein  reten- 
tion, bilirubinuria,  increased  cephalin-cho- 
lesterol flocculation,  increased  one-minute 
bilirubin,  and  increased  thymol  turbidity 
(in  roughly  that  order).  During  the  con- 
valescent stage  of  this  disease,  the  thymol 
turbidity,  Bromsulphalein,  and  serum  bili- 
rubin are  the  most  consistent  indicators  of 
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peristent  disturbance,  and  one  or  more 
should  be  run  serially  during  this  phase  of 
the  diseased^’  2". 

In  detecting  and  following  hepatocellular 
damage,  these  tests  are  most  often  recom- 
mended: Bromsulphalein,  serum  bilirubin, 
urine  bilirubin  and  urobilinogen,  the  floc- 
culation and  turbidity  tests,  serum  transa- 
minases, and  albumin  and  globulin  determin- 
ations.^- 

Use  in  the  Patient  With  Known 
Biliary  Obstruction 

In  following  the  course  of  the  disease  in 
patients  with  biliary  tract  disease,  both  in 
diagnosis  and  postoperatively,  the  serum 
bilirubin,  alkaline  phosphatase,  and  albumin 
and  globulin  fractions  are  recommended  as 
the  basic  group  of  liver  function  tests. 

Other  tests  which  may  be  used  in  special 
instances  are  the  fecal  urobilinogen,  the 
prothrombin  time  and  its  response  to  vita- 
min K,  and  occasionally  the  flocculation  and 
turbidity  tests. 2'^-  39. 52 

Recent  Developments  in  Liver 
Function  Tests 

The  primary  interest  in  current  work  on 
liver  function  tests  has  been  the  attempt  to 
develop  radioisotopic  diagnostic  methods. 
Rose  Bengal  has  been  “tagged”  with  radio- 
active iodine  and  is  injected  intravenously, 
following  which  the  amount  excreted  in  the 
feces  is  measured  for  the  next  72  hours. 
In  infants  with  biliary  artesia,  none  of  the 
substance  is  able  to  get  from  the  liver  to  the 
gastrointestinal  tract,  and,  thus,  the  fecal 
excretion  of  the  substance  is  absent  while 
the  urinary  excretion  is  increased.^®  The 
hazard  of  radiation  is  believed  to  be  com- 
parable to  that  of  a conventional  fluoro- 
scopic examination.^®  This  test  is  still  in 
the  experimental  stage,  and  some  question 
its  potential. 

Indocyanine  green,  a dye,  has  been  used 
by  some  in  place  of  Bromsulphalein."^®  The 
tests  are  similar  with  the  advantage  being 
that  indocyanine  green  may  be  used  in  peo- 
ple who  are  allergic  to,  or  who  exhibit  spuri- 
ous retention  of,  Bromsulphalein."^- 


NONHEPATIC  CAUSES  OF  ABNORMAL 
RESULTS  IN  LIVER  FUNCTION 
TESTS 

(Excluding  laboratory  variations) 

Alklaline  Phosphatase 

INCREASED  in;i7.  53.  66 
bone  disease 
childhood 

carcinomatous  metastases  to  bone 
Paget’s  disease  of  bone 
hyperparathyroidism 
congestive  heart  failure 

(especially  with  auricular  fibrillation) 
Gaucher’s  disease 
following  ingestion  of  fat 

DECREASED  in:66 
fasting  state 

Bromsulphalein 

INCREASED  RETENTION  in  :6.n,29,47,53,58.6i,68 
congestive  heart  failure 
exercise 
fever 
standing 
advanced  age 
malaria 
shock 

gallbladder  disease 

prematurity 

postoperative 

concurrent  cholecystographic  studies 
concurrent  PSP  determination 
morphine  therapy 

Serum  Bilirubin 

INCREASED  in:n,  39 

newborns  (especially  prematures) 
congestive  heart  failure 
pulmonary-  infarcts 
hemolytic  disease 

Urine  Bilirubin 

PRESENT  in;53 

congestive  heart  failure 
pulmonary  infarcts 

Flocculation  Tests 

INCREASE  in  Cephalin-cholesterol  floccu- 

lotion 

infectious  mononucleosis 

malaria,  kala-azar 

rheumatoid  arthritis 

sarcoid,  leprosy 

lymphogranuloma  venereum 

(exposure  of  test  materials  to  sunlight) 

INCREASE  in  Thymol  turbidity: 
hyperlipemic  state 
collagen  diseases 

(especially  rheumatoid  arthritis) 
gastrointestinal  disorders 
infectious  mononucleosis 
kala-azar,  malaria,  other  tropical  diseases 
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Prothrombin  Time 

HYPOPROTHROMBINEMIA;ii. 
lack  of  vitamin  K in  diet  (rare) 
drug  therapy  (dicumarol,  salicylates) 
chronic  gastrointestinal  disease — due  to 
poor  vitamin  K absorption 
icterus  neonatorum 
idiopathic  hypoprothrombinemia 

HYPERPROTHROMBINEMIA:70 

intravascular  thrombosis,  as  in  frost  bite, 
gangrene,  or  thrombosis 

Fecal  Urobilinogen 

INCREASED  in:6C7i 
hemolytic  disease,  as  in 
pernicious  anemia 
transfusion  reactions 
leukemia 

Hodgkin’s  disease 
sulfonamide  therapy 
fever 

polycythemia  vera  (sometimes) 

DECREASED  in:7i 
inanition 
inactivity 

low  grade  infection 
hypochromic  anemia 

Serum  Proteins  — Alpha-Globulin 

INCREASED  :37 
trauma 
burns 
nephrosis 
diabetes  mellitus 
collagen  vascular  diseases 
hyperthyroidism  (occasionally) 
malignancy 
leukemia 

multiple  myeloma  (occasionally) 

DECREASED  :37 

hypopthyroidism  (occasionally) 

Transaminases 

INCREASED  in:i.34 

newborns  (until  about  age  one) 
myocardial  infarction 

Urine  Urobilinogen 

INCREASED  in:i«.  39,  64,  65 

hemolytic  disease  (sometimes) 
myocardial  infarction 
sulfonamide  therapy 

Serum  Proteins  — Albumin 

INCREASED  :37 

dehydration  states  (hemoconcentration) 

DECREASED  :37.  53 
malnutrition 
debilitating  diseases 
ascites 

nephritis  and  nephrosis 

chronic  gastrointestinal  disorders 

pregnancy 


Serum  Proteins  — Beta-Globulin 

INCREASED  ;37 
hyperlipemia 
hypothyroidism 
diabetes  mellitus 
collagen  vascular  disease 
multiple  myeloma  (occasionally) 
pregnancy 

DECREASED  :37 
rarely  seen  . . . 
occasionally  seen  in 
cholestasis 
anemia 
eclampsia 

Serum  Proteins  — Gamma-Globulin 

INCREASED -.37,  53 

chronic  inflammatory  states 

collagen  disease 

tuberculosis 

myeloma 

sarcoidosis 

kala-azar 

carcinoma  and  Hodgkin’s  disease 
(irregular) 

acute  and  chronic  nephritis 

DECREASED  ;93 

congenital  a-  or  hypogammaglobulinemia 

Summary 

1.  A number  of  commonly  used  tests  of 
liver  function  have  been  discussed  in- 
dividually. 

2.  Relative  sensitivity  of  the  various 
tests  has  been  noted. 

3.  A representative  list  of  test-costs  is 
presented. 

4.  The  use  of  these  tests  in  the  diag- 
nosis, prognosis,  and  followup  of  the 
jaundiced  patient,  the  anicteric  pa- 
tient, the  patient  with  hepatocellular 
disease,  and  the  patient  with  known 
biliary  obstruction  is  presented  here- 
in. 

5.  A note  about  recent  work  on  new 
tests  of  liver  function  has  been  made. 

6.  A table  of  the  nonhepatic  causes  of 
abnormal  liver  function  test-results 
is  presented. 

NOTE:  Due  to  the  extent  of  the  “List  of 

References,”  it  is  not  published  with  this  ar- 
ticle. The  list  may  be  obtained  by  writing  the 
authors  at  the  University  of  Nebraska  College 
of  Medicine,  Omaha  5,  Nebr. 
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Eye 

Irritation 

ASSOCIATED  WITH 

Swimming 


Treatment  of  eye  irritation  in 
swimmers  should  start  with  pre- 
ventive measures  directed  to- 
ward the  pool  itself.  Through  a common 
misunderstanding,  conjunctivitis  among 
swimmers  is  thought  to  be  unavoidable  and 
due  to  excessive  concentration  of  chlorine 
in  the  water. 

Recently  one  of  the  authors  who  had  been 
swimming  regularly  at  an  indoor  pool 
throughout  the  winter  was  a victim,  twice 
within  one  week,  of  conjunctivitis  following 
swimming  so  severe  as  to  prohibit  use  of  his 
eyes  for  the  balance  of  the  evening.  Sani- 
tarians from  the  Health  Department  checked 
the  pool  and  found  conditions  that  could 
cause  conjunctivitis. 

It  is  w^ell  known  that  water-chemistry 
connected  with  operation  of  swimming  pools 
is  exceedingly  complex,  and  daily  surveil- 
lance and  testing  is  necessary  if  maximum 
comfort  and  protection  are  to  be  assured 
the  swdmmers. 

The  purpose  of  this  paper  is  to  present 
information  on  that  part  of  the  water- 
chemistry  which  affects  the  eyes  so  that 
physicians  may  be  in  position  to  promote 
the  comfort  and  welfare  of  their  patients  by 
instituting  preventive  measures. 

The  modern  swimming  pool  is  equipped 
with  an  efficient  w^ater-treating  plant.  The 
water  is  circulated  by  a pump  through  filters 
to  remove  particulate  matter.  To  control  the 
bacteriological  quality  of  the  w'^ater,  chlorine 
is  added  during  circulation.  The  chlorine 
combines  wdth  the  wmter  according  to  the 
following  reversible  formula: 


CI2  + HgO  ±r>  HOCl  + HCl 

tf 

H*0C1 

The  HOCl  ion  is  a much  more  active  dis- 
infecting ion  than  the  OCl  ion.  The  OCl 
ion  is  strongly  oxidizing  and  its  presence  en- 
hances the  disinfecting  qualities  of  the  HOCl 
ion. 

The  most  important  factors  causing  eye 
irritation  in  swimming  pools  are  chloramines 
(chloi’ine-ammonia  compounds).  Ammonia 
gets  into  the  water  from  the  bathers  and 
any  other  organic  material  such  as  leaves 
or  grass.  The  chlorine  combines  with  am- 
monia to  fonn  NH,C1  (monochloramine), 
NHCh  (dichloramine),  and  NCI3  (nitrogen 
trichloride.  Chloramines  are  also  disinfec- 
tants but  are  weaker  and  slow^er  acting  than 
the  HOCl  ion.  Under  certain  conditions, 
some  of  these  compounds  are  insoluble  gases 
which,  being  heavier  than  air,  collect  just 
above  the  surface  of  the  water  and  produce 
most  of  the  eye  irritation. 

The  hydrogen  ion  concentration  (pH)  de- 
termines: (1)  the  kind  of  ammonia  com- 

pounds; and  (2)  the  amount  of  the  OCl  and 
HOCl  ions  in  the  water  for  any  given  chlo- 
rine concentration.  By  increasing  the 
amount  of  free  chlorine  in  the  ■water  and  by 
adjusting  the  pH  through  addition  of  soda 
ash  to  the  appropriate  optimum  value,  three 
desirable  results  occur.  First,  the  ammonia 
compounds  are  oxidized  to  harmless  free  ni- 
trogen; second,  the  HOCl  ion  is  maintained 
at  a modest  value;  and  third,  the  concen- 
tration of  the  OCl  ion  will  be  great  enough 
to  make  the  HOCl  ion  an  efficient  bacteri- 
cidal agent.  Since  the  HOCl  ion  is  a mild 
eye  irritant,  it  is  necessary  to  limit  its  con- 
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centration  in  the  pool-water  to  about  0.6 
ppm.  In  the  presence  of  sufficient  concen- 
tration of  the  OCl  ion  it  is  an  effective  dis- 
infectant at  a concentration  of  0.3  ppm. 

The  procedure  is  not  without  difficulties. 
Accurate  determinations  of  pH  and  of  free 
chlorine  by  colorimetric  methods  are  neces- 
sary. Proper  reagents  must  be  available  and 
they  have  to  be  protected  from  adulteration. 
The  test  equipment  is  simple  but  expensive, 
and  it  is  often  difficult  to  convince  those  re- 
sponsible for  pools  that  expeditures  for  such 
equipment  are  necessary. 

Sudden  increases  in  the  number  of  swim- 
mers require  adjustment  of  feed  rates  for 
chlorine  and  soda  ash  to  increase  alkalinity. 
Outdoor  pools  are  more  difficult  to  control 
than  indoor  pools.  Windy  days  increase  the 
organic  load  in  the  pool,  and  the  sun  and 
wind  dissipate  the  free  chlorine.  Hot  days 
attract  large  numbers  of  swimmers.  Oper- 
ators, further,  should  be  particularly  alert 
when  pools  are  being  used  by  very  young 
children  or  by  mentally  retarded  individuals. 
Close  supervision  is  essential  under  such  cir- 
cumstances. 

Table  1 is  a guide  in  establishing  the  per- 
missible and  optimal  ranges  for  free  chlorine 
residual  versus  the  pH  of  the  water.  These 
figures  may  not  be  applicable  in  all  instances 
to  various  waters  encountered. 

In  the  Rules  and  Regulations  of  the  Ne- 
braska State  Health  Department,  adopted 
September  27,  1954,  the  following  appears  on 
page  78: 


f.  The  water  shall  have  a free  residual 
chlorine  content  of  at  least  0.4 
parts  per  million  parts  of  water 
by  weight  in  all  parts  of  the  pool. 

g.  The  water  shall  have  a proper  de- 
gree of  alkalinity  to  avoid  irrita- 
tion of  bathers,  and  to  insure  effic- 
acy of  the  chlorine. 

To  provide  for  a margin  of  safety,  it  is 
advisable  to  attain  a higher  concentration  of 
chlorine,  approximating  2-5  ppm.  In  event 
of  a sudden  rush  upon  the  pool  resulting  in 
crowding  or  momentary  shutdown  of  chlorin- 
ation, the  excess  chlorine  concentration  will 
assure  the  bathers  of  adequate  bacteriolog- 
ical protection.  Under  proper  operation  a 
swimmer  should  be  able  to  swim  with  eyes 
open  without  the  discomfort  of  conjuctival 
irritation.  Physicians  who  are  consulted  by 
swimmers  because  of  conjunctivitis  could 
do  much  to  prevent  its  happening  by  report- 
ing the  situation  to  the  state  or  local  health 
department  for  followup.  Followup  invari- 
ably results  in  immediate  correction  because 
operators  are  anxious  to  comply  with  prac- 
tices which  safeguard  their  patrons. 

Bibliography 

1.  Rules  and  Regulations,  Nebraska  State  Health 
Department. 

2.  Recommended  Practice  for  Design,  Equipment 
and  Operation  of  Swimming  Pools  and  Other  Public 
Bathing  Places,  10th  Edition,  American  Public 
Health  Association. 

3.  Lange,  Norbert  A.;  Handbook  of  Chemistry, 
Ninth  Edition.  Handbook  Publishers,  Inc.,  Sandusky, 
Ohio,  1936. 


TABLE  1 


Concentration  of  free  chlorine 


to  produce  the  following 
concentration  of  HOCl  ion 


pH 

0.3  ppm 

0.0  ppm 

7.2 

0.5 

0.9 

7.3 

0.5 

1.0 

7.4 

0.6 

1.1 

7.5 

0.6 

1.2 

7.6 

0.7 

1.4 

7.7 

0.8 

1.6 

7.8 

1.0 

1.9 

7.9 

1.1 

2.2 

8.0 

1.4 

2.7 

8.1 

1.6 

3.1 

8.2 

2.0 

4.0 

8.3 

2.3 

4.6 

8.4 

3.0 

6.0 

Per  cent  of  free  chlorine 
as  HOCl  ion 

65%  Questionable  range 
59 

54 

48  Permissible  range 

42 

38 

31 

27 

22  Optimal 

19 

15 

13 

10 
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Drugs,  Allergy,  and  Safety* 


The  subject  of  drugs  and  allergy 
has  two  distinct  facets.  The 
first  is  concerned  with  the 
drugs  which  have  been  found  useful  in  re- 
lieving allergic  manifestations.  The  second 
is  concerned  with  allergic  reactions  to  drugs 
in  general.  Although  this  is  a vast  subject, 
especially  in  the  second  facet,  we  possess 
the  fundamental  facts  to  guide  us  in  this 
field.  It  is  for  the  purpose  of  underscoring 
these  facts  in  outline  form  that  this  paper 
is  presented. 

Drugs  for  Allergic  Symptoms 

1.  Epinephrine.  Epinephrine  (Adrena- 
lin) 1:1,000,  is  the  first  thought  in  allergic 
emergencies  such  as  anaphylactic  shock. 
Seldom  is  more  than  0.10  ml.  (li/?  minims) 
necessary.  Larger  doses  may  produce 
shock-like  symptoms  almost  as  alarming  as 
those  for  which  the  drug  is  given. 

2.  Aminophylline.  This  drug  has  ac- 
quired a bad  reputation  which  it  does  not 
deserve.  Used  in  doses  not  exceeding  2 
mg.  (gr.  1/30)  per  pound,  at  8 to  12  hour 
intervals  it  is  quite  safe.  It  is  best  given 
by  rectum.  For  an  80  lb.  child: 

Rx  Aminophylline  2.0  (dr.  ss) 
Water  240.0  (oz.  viij) 

S : i/o  oz.  by  rectal  syringe 
q.  8-12  h.  p.r.n. 

3.  Ephedrine.  Like  epinephrine,  ephe- 
drine  is  usually  given  in  too  large  a dose. 
For  patients  of  adult  size  (150  lb.),  try  12.5 
mg.  (gr.  3/16)  instead  of  25  mg.  (gr.  %). 
If  the  patient  is  unusually  excited  by  this 
dose,  try  half  as  much.  Since  ephedrine  and 
aminophylline  work  by  different  mechan- 
isms, they  work  well  together. 

4.  Antihistaminics  are  useful  in  hay  fever 
and  (at  times)  in  urticaria.  They  are  of 
little  use  in  asthma  and  other  allergic  dis- 
eases. 

5.  Topical  Medication.  Since  dermatitis 
is  a disturbance  in  the  skin,  drugs  put  on 
the  skin  are  seldom  helpful.  There  are  ex- 
ceptions. Steroids  are  useful  for  tempor- 
ary relief  of  dry  eczema,  and  wet  packs  like 
Burow’s  solution  (one  Domeburo  tablet  to 
24  oz.)  are  useful  in  a weeping  dermatitis 
like  that  caused  by  poison  ivy.  And  oils  and 
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greases  are  required  for  xeroderma  and 
chapping. 

6.  Steroids  are  useful  in  such  self  lim- 
ited conditions  as  severe  ivy  dermatitis  and 
delayed  drug  reactions.  (Epinephrine  is 
the  drug  of  choice  in  immediate  drug  re- 
actions). Before  using  steroids  in  asthma  or 
eczema,  urge  the  patient  to  have  an  allergic 
work-up. 

Preventing  Drug  Reactions 

1.  Before  giving  an  injection,  tell  the 
patient  (or  his  parent)  what  you  are  giving. 
Patients  who  have  had  reactions  to  penicil- 
lin, horse  serum,  or  other  drugs  usually 
know  it.  It  is  even  better  to  ask  about  pre- 
vious reactions,  but  we  must  at  least  tell 
the  patient  what  he  is  getting. 

2.  Assume  that  the  patient  knows  what 
he  is  talking  about  when  he  says  he  can- 
not take  a certain  drug.  Here  the  trite  but 
true  saying,  “The  customer  is  always 
right,”  applies. 

3.  Have  the  patient  lie  in  a prone  posi- 
tion while  giving  him  an  intramuscular  in- 
jection, and  have  him  lie  there  three  or  four 
minutes.  This  prevents  fainting,  and  if  the 
rare  but  dread  anaphylactic  reaction  occurs, 
treatment  may  be  begun  quickly  and  in  a 
more  orderly  fashion. 

4.  Every  doctor’s  office  should  have 
readily  available  epinephrine  and  oxygen 
for  use  in  drug  anaphylaxis.  Disposable 
oxygen  bottles  are  easly  obtained,  effec- 
tive, and  inexpensive. 

5.  From  the  point  of  view  of  allergy, 
the  oral  route  for  drugs  is  far  safer  than  the 
parenteral. 

♦Presented  before  the  Annual  meeting.  Nebraska  State  Med- 
ical Association,  May  2,  1962. 
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6.  Do  not  underestimate  aspirin  as  an 
allergen.  It  may  cause  anaphylaxis,  asthma, 
urticaria,  and  a variety  of  other  allergic 
diseases.  Phenacetin  (acetophenetidin)  is 
an  excellent  substitute. 

7.  Influenza  vaccine  and  other  vaccines 
grown  on  chick  embryo  may  cause  violent 
reactions  in  egg-sensitive  patients.  Take  a 
history  and,  if  necessary,  do  a scratch  test. 

8.  In  testing  for  horse  serum,  first  use  a 
1 :100,  not  a 1 :10  dilution.  The  latter  is 
dangerously  strong. 

9.  Beware  of  tranquilizers  and  sedatives 
in  office  practice  in  children.  Their  action 
is  uncertain  at  this  age,  and  various  idio- 
syncrasies and  allergies  are  common.^  After 
a sedative,  the  sick  child  is  often  not  only  as 
sick  as  he  was  before,  but  confused  and  un- 
cooperative as  well. 

10.  Duck  embryo  rabies  vaccine  (Lilly) 
is  recommended  for  patients  unable  to  take 
the  standard  Pasteur  vaccine. 

11.  Iodides  are  of  dubious  value  in 
asthma  and  may  produce  thyroid  enlarge- 
ment, acne,  or  allergic  disease.^ 

12.  Drugs  which  are  not  only  valuable 
but  dangerous  must  be  used  with  the  great- 
est hesitation  and  caution.  Examples ; 
chloramphenicol,  Tridione,  streptomycin, 
and  arsenic. 

13.  Common  causes  of  local  reactions 
are:  local  anesthetics  (used  in  proprietary 
ointments),  mercury  (antiseptic  tinctures 
and  ammoniated  mercury),  penicillin,  neo- 
mycin, sulfonamides,  antihistaminics  (which 
are  ineffective  locally),  and  hexachloro- 
phene.2 

14.  Local  reactions  rarely  follow  use  of 
these:  Aquaphor,  boric  acid,  camphor,  gly- 
cerine, ichthyol,  lanolin,  magnesium  sulfate, 
bacitracin,  mineral  oil  and  petrolatum,  men- 
thol, phenol,  potassium  permanganate,  zinc 
oxide,  and  aluminum  acetate  (Burow’s  solu- 
tion ).^ 

15.  Although  foods  are  common  causes  of 
urticaria,  think  first  of  drugs,  especially 
penicillin  and  aspirin. 

16.  Patients  sensitive  to  penicillin  may 
be  extremely  so.  They  may  have  severe  re- 
actions to  the  odor  of  the  drug  and  to  traces 
in  polio  vaccine  and  milk.  Reactions  have 


occurred  because  patients  were  given  injec- 
tions from  syringes  previously  used  for  peni- 
cillin. 

17.  Think  of  drug  reactions  when  the 
patient  develops  puzzling  or  bizarre  symp- 
toms such  as  sustained  fever,  rash,  ery- 
thema multiforme,  purpura,  persistent  diar- 
rhea, and  blood  cell  abnormalities.^ 

18.  Drugs  like  antibiotics  and  digitalis 
which  must  be  present  in  definite  concen- 
tration to  be  effective  should  be  given  in  full 
dose.  But  drugs  to  relieve  symptoms,  like 
antiallergic  drugs,  anodynes,  sedatives,  and 
antispasmodics  are  best  given  in  minimal 
doses. 

19.  We  must  remember  that  all  pharma- 
cologically active  drugs  are  (in  excessive 
dose)  poisons.  Examples:  ferrous  sulfate 
and  aspirin. 

20.  Alexander  Pope  might  have  been 
speaking  of  drugs  when  he  said,  “Be  not  the 
first  by  whom  the  new  are  tried  / Nor  yet 
the  last  to  lay  the  old  aside.”  It  has  long 
been  known  that  new  drugs  often  seem  more 
effective  than  they  later  prove  to  be.  It 
is  becoming  increasingly  obvious  that  they 
also  often  prove  to  be  less  safe. 

21.  Although  they  should  be  avoided 
where  there  is  a doubtful  previous  history, 
procaine  and  other  local  anesthetics  are  not 
contraindicated  in  allergic  patients.  It  is 
generally  agreed  that  almost  all  serious  re- 
actions are  due  to  overdosage  rather  than 
sensitivity.^ 

22.  Reactions  to  drugs  may  be  due  to  the 
coloring  agent.^  Red  and  yellow  dyes 
(amaranth  and  tartrazine)  are  especially 
important. 

23.  The  chances  of  inducing  drug  sensi- 
tivity are  greatly  increased  by  prolonged 
use. 
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WHAT'S  NEW 


RECENT  HIGHLIGHTS  in 

Coloproctology 


My  attention  has  been  focused  on 
several  new  techniques  which 
should  be  of  interest  to  the 
colon  surgeon  and  those  making  diagnoses  of 
colonic  entities. 

The  references  are  listed  for  those  who 
care  to  obtain  more  information. 

Radiologic  Examination 

A new  technique  for  the  demonstration  of 
colonic  lesions  has  been  introduced  by  Drs. 
Cook  and  Margulis  of  Washington  Univer- 
sity. ^ They  have  developed  a radiopaque 
liquid  silicone  which  produces  a soft  foam- 
mold  of  the  bowel.  This  is  then  expelled  pro- 
viding a model  for  study.  It  was  designed  to 
demonstrate  small  sigmoidal  lesions  which 
have  been  notoriously  difficult  to  demon- 
strate because  of  redundancy  of  the  bowel. 
In  addition  to  the  imprint  study,  cells  may 
be  obtained  from  the  imprint  for  microscopic 
study  by  the  Papanicolaou  technique. 

The  molds  of  the  colon  have  been  spon- 
taneously evacuated  with  no  appreciable  dif- 
ficulty. In  some  evacuation  was  speeded  up 
by  the  administration  of  neostigmine. 

It  is  believed  this  procedure  may  find  ap- 
plication in  the  follow-up  of  patients  who  are 
suspected  of  having  bowel  lesions,  but  who 
have  previously  had  normal  bai’ium  studies. 

Cytology 

The  Papanicolaou  technique  for  cytological 
diagnosis  of  malignant  disease  has  become 
extremely  useful  and  has  been  applied  to 
nearly  every  organ  in  the  body.  Cells  from 
lesions  of  the  colon  have  been  infrequently 
examined,  however,  because  fecal  contamina- 
tion has  made  interpretation  very  difficult. 

Hampton  and  Bacon^  and  associates  have 
proposed  a technique  whereby  fecal  particles 
and  exfoliated  cells  are  separated  by  a spe- 


GEORGE E.  LARSON,  MD 
Lincoln.  Nebraska 


cific-gravity  difference.  Using  the  SeaB 
method  of  silicones  as  a barrier,  fecal  ma- 
terial and  exfoliated  cells  are  separated.  The 
accuracy  of  colonic  exfoliative  cytology  pre- 
viously was  established,  but  techniques  were 
difficult  to  carry  out.  This  procedure  seems 
reasonable. 

Fibrosigmoidoscope 

One  of  the  developments  of  our  modern 
scientific  society  is  that  of  fiber  optics.  Prac- 
tical application  of  this  principle  is  the  Gas- 
troduodenal Fibroscope.  In  its  application, 
fibers  of  optical  glass  with  a low  index  of 
refraction  are  drawn  to  a very  small  di- 
ameter. The  fibers  can  be  placed  so  as  to 
transmit  intense  light  or  to  transmit  images. 

Robert  Turell,^  who  has  had  a good  deal 
of  experience  in  the  development  of  special 
diagnostic  instruments  for  the  colon  and 
rectum,  has  developed  a sigmoidoscope  and 
a flexible-fiber,  optic  coloscope.  His  experi- 
ence with  these  instruments  which  is  yet  to 
be  published  will  be  of  interest.  This  is  an- 
other attempt  to  improve  the  diagnostic  in- 
struments for  a difficult  area,  namely  the 
sigmoid  colon. 

Irradiation 

One  of  the  distressing  problems  con- 
fronting physicians  who  see  patients  with 
carcinoma  of  the  rectum  is  the  number  who 
have  advanced  lesions  before  they  are  treat- 
ed. Stearns,®  and  his  associates  at  Memorial 
Hospital,  New  York  City,  have  found  that 
preoperative  roentgen  therapy  has  improved 
the  survival  rate  for  those  patients  with  the 
poorest  prognosis,  those  with  lymph  node 
metastasis.  Roentgen  therapy  contributed 
nothing  to  the  survival  statistics  in  those  pa- 
tients without  nodal  metastasis. 

Patients  with  “Dukes  C”  lesions  who  re- 
ceived preoperative  irradiation,  demonstrat- 
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ed  a 37  and  27  per  cent  five-  and  ten-year 
survival.®  Those  patients  with  “Dukes  C” 
lesions  who  did  not  receive  preoperative  ir- 
radiation, had  a 23  and  10  per  cent  five- 
and  ten-year  survival.  These  differences  in 
survival  rates  seem  significant.  Other 
groups  are  now  making  similar  studies. 
Their  results  will  merit  watching. 

Antisepsis 

This  is  not  a new  suggestion,  but  because 
of  resistance  and  misinformation  about  a 
useful  procedure,  it  should  be  re-emphasized. 

In  the  presence  of  contamination,  neomy- 
cin solutions  are  advocated  for  irrigation  of 
the  peritoneal  cavity. 

Neomycin  along  with  polymyxin  B,  strepto- 
mycin, dihydrostreptomycin  and  kanamycin 
are  known  to  possess  hypotensive  and  neuro- 
muscular blocking  action.  It  is  important  to 
note  that  the  neuromuscular  blocking  action 
of  dihydrostreptomycin,  streptomycin  and 
neomycin  are  effectively  neutralized  by  neo- 
stigmine methylsulfate.  This  is  different 
from  polymyxin  B and  kanamycin  where  neo- 
stigmine enhances  the  neuromuscular  block- 
age."^ 

Neomycin  solution  one-half  per  cent,  can 
be  used  in  any  quantity  during  surgery  to  ir- 
rigate a contaminated  peritoneal  cavity.  At 


the  end  of  the  procedure,  all  solutions  should 
be  aspirated.** 

Comments 

Several  new  techniques  for  the  diagnosis 
and  management  of  colon  lesions  have  been 
described.  Further  developments  and  im- 
provements along  these  lines  should  provide 
useful  tools  for  more  efficient  handling  of 
colorectal  problems. 
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GERMAN  MEASLES  (1900-1960)  AND  ITS  RISKS 
FOR  THE  FETUS 

A review  of  the  epidemiologic  understanding  of  rubella  during 
the  course  of  the  present  century  is  made,  and  the  implications  of 
vital  statistics  obtained  from  Iceland,  Copenhagen,  and  Massa- 
chusetts are  examined.  The  risks  of  mbella  in  early  pregnancy  are 
discussed,  and  the  outcome  of  1,000  rubella-complicated  pregnancies 
is  analyzed  by  month  of  infection.  (T.  H.  Ingalls,  Arch  Environ 
Health  5:574,  Dec.,  1962). 
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SPECIAL  CONTRIBUTION  - 


NEUROLOGIC  MANIFESTATIONS  of 

Several  Unproved  Infectious  Diseases 


This  discussion  concerns  four 
diseases  which  appear  to  be  of 
infectious  or  inflammatory  ori- 
gin although  their  precise  status  in  present 
concepts  of  etiologies  is  not  known.  Sar- 
coidosis discloses  some  similarities  to  tuber- 
culosis and  other  gi*anulomatous  diseases. 
Behcet’s  disease  may  be  of  viral  origin. 
Reiter’s  disease  reveals  some  similarities  to 
rheumatoid  arthritis.  Harada’s  disease  may 
be  of  viral  or  auto-immunologic  origin. 

Interestingly,  this  gi’oup  of  four  also  dis- 
closes similar  sites  of  involvement,  namely 
the  eye,  skin  and  occasionally  the  nervous 
system.  In  three  of  this  group,  musculo- 
skeletal involvement  also  occurs. 

Sarcoidosis 

Sarcoidosis  is  a systemic  granulomatous 
disease  or  group  of  diseases  of  unknovm 
etiologj’.  The  lesion  histologically  consists 
of  epithelioid  cell  tubercles  with  little,  if 
any  necrosis  or  inflammatory  reaction. 
Healing  occurs  spontaneously  by  scarring. 
Most  symptoms  are  due  to  the  mechanical 
interference  of  gi*anulomatous  tissue  and  fi- 
brous scarring. 

Although  any  tissue  or  organ  may  be  af- 
fected, the  following  are  most  commonly 
involved ; 

Lymph  nodes  Spleen 

Lung  Skin 

Liver  Eyes 

The  nervous  system  is  involved  in  one  to 
five  per  cent  of  cases.  One  may  find  a spec- 
trum of  cases  with  distinctly  localized  in- 
volvement to  widespread  and  multiple  in- 
volvement. Fortunately,  for  diagnosis  more 
cases  fall  in  the  latter  side  of  the  spectrum. 

Neuropathologically  sarcoidosis  may  take 
one  or  more  of  the  following  forms : 

1.  Diffuse  granulomatous  leptomeningeal  infil- 
tration (especially  at  base  of  brain). 

2.  Diffuse  perivascular  infiltration  of  brain; 

small  granulomata. 

3.  Granulomatous  mass. 

4.  Scarring  and  atrophy  (demyelinization) 
which  follow  in  wake  of  active  process. 

Lesions  predominate  in  meninges,  choroid 
plexus,  and  surface  of  the  brain.  If  they 
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penetrate  the  brain,  they  do  so  along  blood 
vessels.  The  most  common  syndromes  in- 
clude : 

Basilar  meningeal  proliferation;  diffuse  or  fo- 
cal; microgranulomas  or  masses.  Cranial 
nerves  (especially  II,  III,  VI  and  VII),  pitu- 
itary gland,  hypothalamus,  infundibulum  and 
anterior  walls  of  III  ventricle  involved  com- 
monly. 

Tumor  mass,  intracerebral  or  extracerebral. 

Infiltration  of  spinal  nerve  roots,  nerve  trunks, 
peripheral  nerves. 

Skeletal  muscle  infiltration. 

Encephalitic  (microgranulomatous)  infiltration; 
focal,  multifocal,  diffuse. 

Spinal  cord;  meningeal  or  intramedullary  infil- 
tration by  microgranulomas  or  masses. 

Obstructive  hydrocephalus  may  occur. 

Sarcoidosis  is,  for  most  part,  a chronic, 
indolent  disease  with  or  without  acute  ex- 
acerbations and  remissions.  It  usually  lin- 
gers two  years  with  recovery,  though  scars, 
atrophy  or  demyelinization  may  remain. 
Occasional  cases  pursue  an  unrelenting,  pro- 
gressive course.  Neurologic  relapses  and 
remissions  may  make  for  confusion  with 
multiple  sclerosis. 

Twenty  to  twenty-five  per  cent  of  patients 
are  found  to  be  asymptomatic.  The  neuro- 
logic syndrome  may  provide  the  first  sjunp- 
toms.  l\Iore  commonly,  the  disease  has 
smoldered  along  for  months,  and  then  neu- 
rologic featui'es  appear. 

Extraneurologic  clues,  past  or  present, 
consist  of : 

Pulmonary  infiltration;  hilar  node  enlargement; 
cough,  chest  pain,  dyspnea,  hemoptysis. 

Lymphadenopathy. 

Ocular  lesions;  iritis,  iridocyclitis,  choroido- 
retinitis,  retinal  periphlebitis,  papilledema, 
vitreous  opacities,  preretinal  infiltrates. 

Skin  lesions;  erythema  nodosum. 

Joint  pain;  arthritis. 

Parotid  swelling. 

Febrile  reaction  in  some. 
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Patients  are  commonly  ages  18-80  and 
tend  to  come  from  a rural  population.  Ne- 
groes are  more  affected  than  white  races. 
More  patients  are  reported  from  Eastern 
and  Southeastern  United  States  and  Scan- 
dinavian countries.  Sixty-five  per  cent  re- 
cover within  two  years.  Fatalities  tend  to 
occur  with  severe  infiltration  of  lungs, 
heart,  brain  or  kidneys. 

Osseous  lesions  appear  in  about  20  per 
cent  of  cases  and  occur  especially  in  small, 
long  bones  of  hands  and  feet.  Discreet,  ec- 
centric, lytic  lesions  are  characteristic  and 
diagnostic. 

The  disorder  may  appear  in  surprisingly 
monosymptomatic  form,  neurologic  or 
otherwise. 

In  the  common,  basilar-meningeal  form, 
cranial  nerve,  hypothalamic  and  pituitary 
symptoms  are  usual.  Diabetes  insipidus  and 
occasionally  hypopituitarism  occur.  Al- 
though cranial  nerves  II,  III,  VI,  and  VII 
are  especially  involved,  any  cranial  neiwe 
palsy  may  appear,  alone,  in  combination  or 
in  sequence.  They  are  often  transient.  If 
basilar  cisterns  or  III  ventricle  become  ob- 
structed, hydrocephalus  occurs. 

Tumor  masses  are  commonly  intracere- 
bral (or  intracerebellar)  and  mimic  neo- 
plasm of  the  brain  so  closely  that  often 
surgical  exploration  is  indicated. 

Infiltration  of  spinal  neiwe  roots,  nerve 
trunks  or  peripheral  nerves  may  be  painless 
or  othei*wise.  Syndromes  may  or  may  not 
be  symmetrical.  Mononeuritic  and  poly- 
neuritic forms  are  described. 

Skeletal  muscle  involvement  may  be  con- 
siderable, the  patient  presenting  a picture 
resembling  muscular  dystrophy,  progressive 
spinal  muscular  atrophy  or  myositis.  These, 
too,  may  be  painless  or  othei*wise,  and  if 
combined  with  arthralgia,  they  may  resemble 
rheumatoid  arthritis  or  other  collagen  dis- 
ease. Proximal  or  symmetrical  muscle  in- 
volvement is  most  common,  generalized  in- 
volvement next  most  common.  Sarcoidosis 
of  muscle  usually  presents  a slotv,  progres- 
sive picture  with  remissions  not  in  evi- 
dence. Contractures  and  rarely  increased 
muscle  mass  may  appear. 

Encephalitic  infiltration  may  present  a 
variety  of  focal  or  diffuse  cerebral  deficits, 
delirium,  dementia,  coma  or  convulsions. 


Spinal  cord  involvement  is  rare.  Men- 
ingeal masses,  scarring  or  microgranulo- 
matous  intramedullaiy  invasion  may  occur. 
Accordingly,  some  disclose  a subarachnoid 
block  and  some  do  not.  Vertebral  involve- 
ment is  likewise  rare.  Severe  destruction 
of  a vertebral  body  may  occur,  with  X-ray 
resemblance  to  metastatic  malignancy. 

A number  of  laboratory  procedures  may 
assist  in  diagnosis: 

Spinal  fluid  examination 
Kveim  skin  test 
Biopsies 

Serum  alkaline  phosphatase 
Hypercalcemia 
Tuberculin  skin  test 
Sedimentation  rate 
Hyperproteinemia 

Spinal  fluid  findings  are  variable.  De- 
pending on  location  of  the  lesion,  pressure 
may  be  elevated  or  subarachnoid  block  may 
exist.  Spinal  fluid  protein  is  in  normal 
range  in  at  least  20  per  cent  of  cases.  Usual 
ranges  are  150-300  mg.  per  100  ml.  although 
instances  of  900  mg.  have  been  reported. 
Cell  counts  vary  from  none  to  several  hun- 
dred, predominantly  lymphocytes.  A first 
zone  rise  of  colloidal  gold  curve  occurs  in 
30-40  per  cent  of  cases.  Sugar  concentra- 
tion is  usually  in  normal  range  but  occasion- 
al estimations  below  20  mg.  per  100  ml. 
have  been  recorded. 

The  Kveim  skin  test  requires  intracutane- 
ous  injection  of  a suspension  of  sarcoidal 
tissue.  In  4-6  weeks,  a papule  develops  at 
the  injection  site.  Biopsy  of  this  discloses 
diagnostic  granuloma  formation.  The  test 
is  reported  to  be  85  per  cent  accurate  in 
cases  of  sarcoidosis.  False-positives  appear 
in  less  than  1 per  cent  of  nonsarcoidal  cases. 

Biopsies  may  be  taken  from  a variety  of 
involved  sites.  Lymph  node  (scalene),  liver 
and  muscle  (serial  sections)  biopsies  are 
commonly  used. 

Serum  alkaline  phosphatase  and  calcium 
levels  are  often  increased.  Hypercalcemia 
may  be  severe  enough  to  cause  symptoms 
including  renal  damage  and  uremia.  In  un- 
certain cases  of  sarcoidosis,  appearance  of 
normocalcemia  with  corticosteroid  therapy 
helps  to  differentiate  this  disease  from  hy- 
perparathyroidism, myeloma  or  metastatic 
carcinoma. 

The  tuberculin  skin  test  is  negative  in  as 
high  as  80  per  cent  of  cases  (“anergic”  re- 
action). 
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Sedimentation  rate  is  usually  elevated 
during  active  stages. 

HjiDerproteinemia  and  hyperglobulinemia 
are  often  present. 

The  treatment  of  sarcoidosis  is  difficult 
to  assess  because  of  the  known,  spontaneous 
remissions.  Corticosteroids  appear  to  be  of 
definite  value,  nevertheless. 

Behcet’s  Disease 

Behcet’s  disease  may  be  of  viral  origin 
but  confirmation  is  awaited  (Evans,  Dud- 
geon, Whitty).  A chronic,  recurrent  dis- 
ease, it  may  linger  over  15-20  years.  The 
complete  clinical  picture  is  characterized 
by: 

Recurrent  bouts,  lasting  1-4  weeks,  approxi- 
mately 3-4  times  a year.  Remissions  may  be 
incomplete. 

Iritis,  often  with  hypopyon.  Occasionally  kera- 
titis, choroiditis,  retinitis,  retinal  hemorrhage, 
periphlebitis  of  retina,  retrobulbar  neuritis. 

Aphthous  ulcers  of  mouth,  labia  or  scrotum. 
Crops  of  3-6.  Occasionally  on  perineum, 
penis,  vaginal  wall,  cervix.  May  be  macules, 
papules,  pustules,  folliculitis. 

^lore  general  skin  involvement  with  erythema 
nodosa,  pyoderma,  acne,  nodules. 

Thrombophlebitis,  general;  large  or  small  vein. 

Arthritis,  arthralgia. 

Constitutional  and  febrile  symptoms  may  occur 
with  acute  recurrence. 

Most  patients  ages  20-40. 

^lore  common  in  men. 

Most  cases  reported  from  eastern  Mediter- 
ranean and  Middle  East,  Europe,  British 
Isles. 

10-20  per  cent  incidence  of  neurologic  manifes- 
tations. 

Neurologic  s>Tnptoms  appear  between  the 
second  and  fifth  year  of  the  disease,  are 
recurrent  or  occasionally  irregularly  pro- 
gressive. Most  cases  of  mortality  with 
Behcet’s  disease  are  associated  with  neuro- 
logic manifestations.  One-third  of  cases 
with  involvement  of  the  neiwous  system  die 
and  these  usually  within  three  years  of  on- 
set of  neurologic  symptoms. 

The  neurologic  picture  usually  discloses 
one  of  three  patterns : 

1.  Brain  stem  involvement  predominating: 
Spastic  paresis  or  plegias,  cranial  nerve 
loss,  bulbar  and  pseudobulbar  deficits,  cere- 
bellar tract  deficit.  Parkinsonism,  papil- 
ledema. 

2.  Meningomyelitic  involvement;  often  febrile 
meningitic  syndrome,  pareses  and  plegias, 
even  tetraplegia.  Ascending  and  transverse 
myelitis  syndromes. 


3.  Diffuse  encephalitic  involvement:  delirium, 
dementia,  stupor,  convulsions,  papilledema. 

Although  no  part  of  the  nervous  system 
may  be  spared,  sensory  and  peripheral  nerve 
sjTidromes  are  rare.  Brain  stem  involve- 
ment is  the  most  common.  Pyramidal  tract 
signs  are  common.  Headache  is  a frequent 
complaint.  Some  neurologic  bouts  are  fe- 
brile, others  not.  With  extensive  brain 
stem  disease,  respiratory  paralysis  may  oc- 
cur. 

This  disease  has  been  confused  \rith  mul- 
tiple sclerosis  from  which  it  may  be  differ- 
entiated by : 

1.  More  rapidly  progressive  course 

2.  Infectious  symptoms  or  meningitic  picture 

3.  Other  features  of  Behcet’s  disease 

4.  Headache 

Neuropathologic  study  reveals  lesions 
particularly  in  the  white  matter  of : 

Cerebral  peduncles 
Pons,  medulla 
Hypothalamus 
Cranial  nerves 

Lesions  consist  of : 

Perivascular  focal  softening  and  lymphocytic 
infiltration 

Meningeal  inflammation 

Small  areas  of  perivascular  demyelinization 

Laboratory  findings  disclose  in  many 
cases : 

Spinal  fluid  changes 
Increase  serum  fibrinogen 
Nonspecific  skin  tests 

Ten  to  twenty  per  cent  of  neurologic 
cases  reported  reveal  no  spinal  fluid 
changes.  This  is  more  likely  during  inactive 
stages  or  with  approach  of  a remission. 
Cell  counts  are  predominantly  bmiphocytic 
and  may  vary  from  10  to  1000.  Most  appear 
to  be  under  200.  Protein  levels  are  likewise 
variable,  with  levels  commonly  under  200 
mg.,  although  occasionally  much  higher  lev- 
els are  recorded.  Glucose  levels  are  not  low- 
ered. Some  patients  are  found  neurological- 
ly  asjTnptoniatic  with  mild  to  moderate 
spinal  fluid  changes. 

Nonspecific  skin  tests  have  been  noted  in 
this  disease.  After  a needle  puncture,  a 
papule  or  pustule  often  forms.  A skin  re- 
action appears  following  intradermal  injec- 
tion of  normal  saline. 

A satisfactory  treatment  is  not  known. 
Corticosteroids,  in  large  doses,  are  in  vogue 
but  results  reported  are  conflicting. 
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Reiter’s  Disease 

Reiter’s  disease  presents  a recurrent  triad 
of  urethritis,  conjunctivitis  and  arth'dtis  — 
usually  appearing  in  that  order.  Other  symp- 
toms may  appear,  namely  mucocutaneous 
lesions,  enterocolitis  (diarrhea)  and  neuro- 
logic manifestations.  Its  etiology  remains 
unknown  although  it  has  some  features  re- 
sembling both  infectious  diseases  and  col- 
lagen diseases.  It  has  a number  of  similari- 
ties to  rheumatoid  arthritis  with  which  it 
may  be  confused. 

It  is  uncommon  in  Negroes,  more  common 
in  men  and  seen  especially  in  age  group  20- 
40. 

Onset  of  the  triad  usually  follows  urethri- 
tis in  2-4  weeks.  In  Scandinavia  and 
France,  enterocolitis  appears  often  at  onset 
(and  may  replace  urethritis)  followed  by 
other  features  in  10-20  days. 

Urethritis.  This  is  nonspecific.  Bacteri- 
ologic  and  virologic  studies  to  date  disclose 
nothing  significant.  There  is  a history  of 
extramarital  sexual  exposure  in  20-30  per 
cent.  Venereal  transmission  is  suspected 
but  epidemiologic  proof  is  awaited.  A num- 
ber of  cases  appear  in  the  wake  of  gonor- 
rhea and  its  treatment. 

The  urethral  discharge  may  be  seropuru- 
lent,  purulent  or  occasionally  bloody.  It 
is  less  profuse  than  that  usually  seen  with 
gonorrhea.  Commonly  it  subsides  in  two 
weeks,  occasionally  lingering  to  six  weeks. 

Complications  or  extension  of  the  disease 
may  bring  forth: 

Cystitis 

Prostatitis 

Seminal  vesiculitis 

Pyelonephritis 

Hematuria 

Penile  ulcers 

Balanitis 

Inflammation,  erosion  of  urethral  meatus 

Ocular.  Bilateral  conjunctivitis  appears. 
It  may  be  mild  to  severe.  Bacteriologic  in- 
vestigations reveal  nothing  significant. 
Complications  or  extension  include: 

Scleritis  Iridocyclitis 

Episcleritis  Keratitis 

Iritis 

Arthritis.  This  feature  is  often  predom- 
inant and  quite  disabling.  In  general,  it  re- 
sembles rheumatoid  arthritis.  It  may  pre- 
sent quite  an  acute,  inflammatory  picture. 


Typically  one  finds  the  following  involve- 
ment: 

Polyarthritic  Lower  extremities 

Asymmetrical  Large  joints 

Migratory  Knees,  hips,  ankles 

Wrists,  elbows  and  low  back  may  also  be 
implicated.  Hydrarthrosis  is  common. 
Muscular  wasting  may  be  rapid  and  exten- 
sive. The  acute  stages  subside  often  in 
1-4  weeks,  although  it  may  take  two  to  six 
months  before  chronic  residuals  disappear. 
Subsequent  recurrences  are  less  severe. 
Residual  joint  damage  or  a certain  amount 
of  “chronic  arthritis”  may  remain  from 
each  bout.  One  may  find  sequelae  of  joint 
swelling,  tenderness,  stiffness,  limited  mo- 
tion, muscular  atrophy,  backache,  “sciatica” 
or  painful  foot  deformities. 

X-ray  examination  reveals  little  in  the 
first  attack.  In  the  chronic,  residual  phase 
or  particularly  with  recurrences,  nonspe- 
cific arthritic  changes  similar  to  those  of 
rheumatoid  arthritis  appear.  Osteoporosis 
is  common,  poorly  defined,  spotty  and  locat- 
ed near  ends  of  long  bones.  Bones  of  feet 
and  sacro-iliac  joints  in  particular  disclose 
involvement.  A fluffy  periosteal  prolifera- 
tion is  said  to  be  typical  of  Reiter’s  disease 
and  is  usually  found  on  plantar  aspects  of 
metatarsals,  tarsals,  phalanges  and  malle- 
oli. 

Mucocutaneous.  A variety  of  dermato- 
logic disturbances  may  appear  on : 

Soles  of  feet  Mouth 

Legs  Nails 

Palms  Gians  penis 

Ulcerations,  flat  pustules,  keratitic  crusts, 
psoriasis-like  lesions,  vesicles,  and  a variety 
of  inflammatory  reactions  are  described. 

Enterocolitis.  “Dysentery,”  when  it  oc- 
curs in  this  disease,  usually  presents  as  the 
first  symptom.  It  may  take  the  place  of 
urethritis  although  not  invariably. 

Neurologic.  This  is  one  of  the  less  com- 
mon manifestations  of  the  disease.  Per- 
ipheral nerve  involvement  is  most  common, 
usually  localized  in  n e r v e s of  proximal 
muscles.  In  severe  cases,  a more  distal 
polyneuritis  or  mononeuritis  (single  or 
multiple)  may  occur.  Radiculitis,  “sci- 
atica,” and  intercostal  nerve  involvement 
have  appeared.  Cranial  nerve  deficits  may 
occur.  Trigeminal  neuralgia,  facial  paraly- 
sis and  optic  neuritis  have  been  described. 
A few  cases  of  meningo-encephalitis  (de- 
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lirium,  convulsions,  or  coma)  and  brain 
stem  involvement  have  appeared  in  the  ac- 
tive phase. 

The  course  of  the  disease  tends  to  be  re- 
current but  self-limited.  The  symptoms  and 
disability  of  the  initial  attack  mav  linger 
two  to  six  months,  occurring  thereafter  with 
less  severe  episodes.  Urethritis  and  con- 
junctivitis are  more  transient  than  the  ar- 
thritis. Recurrences  may  be  few  to  many 
but  at  least  one  recurrence  up  to  twenty 
years  later  may  be  expected.  The  disease 
does  not  cany  any  mortality. 

Spinal  fluid  studies  have  been  too  few 
to  be  certain  of  their  value.  In  a number  of 
cases,  no  changes  appear.  In  others,  a pro- 
tein elevation  is  recorded. 

Laboratory  data  reveal,  particularly,  an 
increased  sedimentation  rate,  which  corre- 
lates with  the  acuteness  *^nd  sever’ tv  of  the 
disease.  Leukocytosis  of  10,000-20,000  is 
not  unusual.  Hypoalbuminemia  with  in- 
creased alpha-2  globulin  is  also  reported. 

Treatment  remains  uncertain.  A \ariety 
of  antibiotic,  antirheumatic  agents  and  cor- 
ticosteroids have  been  tried. 

Harada’s  Uveo-Encephalitis 
( Vogt-Koy  anagi-H  arada ) 

This  disease  is  characterized  by  uveitis, 
deafness,  depigmentation  of  skin  and  hair, 
and  meningo-encephalitic  sjTiiptoms.  Eti- 
ology is  unknown.  It  has  been  considered 
a viral  disease,  also  an  immunologic  dis- 
order (response  to  uveal  pigment)  but  proof 
is  awaited. 

It  occurs  equally  in  men  and  women  but 
more  in  pigmented  races. 

Incomplete  and  abortive  cases  are  seen, 
with  little  more  than  uveitis.  Some  of  these 
disclose  spinal  fluid  pleocytosis  but  no  neu- 
rologic symptoms. 


Meningeal  and  ophthalmic  phases  may  oc- 
cur in  sequence  or  simultaneously.  The 
comp^.ets  syndrome  may  be  outlined  as  fol- 
lows : 

Meningitic  or  encephalitic: 

Malaise 
^lild  fever 
Headache 
Meningitis 
Lethargy,  delirium 
Diabetes  insipidus 
Neurogenic  glycosuria 
Deafness 

Extra-ocular  muscle  paralysis 

Ophthalmic  (may  linger  3-5  months): 

Bilateral  uveitis 
Subretinal  exudates 
Retinal  hemorrhages 
Retinal  detachment  (inferior) 

Retrobulbar  neuritis 

Enlarged  blind  spot,  central  scotomata 

Convalescent  (may  require  6-12  months  more): 
Ophthalmic  sequelae  (70%  of  cases) 

Retinal  detachment 
Glaucoma 
Cataract 
Optic  atrophy 
Bulbar  atrophy 

Skin  changes 

Depigmentation,  hair,  skin 
Alopecia 

One  case  report  describes  association  of 
this  syndrome  with  diffuse  polyneuritis 
(Palacio). 

Spinal  fluid  during  the  active  stages 
often  discloses  lymphocyte  count  up  to  300 
and  a moderate  protein  elevation.  Spinal 
fluid  pressure  may  be  increased. 

Corticosteroids  may  be  of  value  in  treat- 
ment. 

(References  will  be  available  from  the  author, 
on  request). 


“There  is  always  one  way  to  separate  the  men  from  the  boys,” 
he  (the  old  man)  said  “That  is  to  watch  and  see  if  a feller’ll  do 
a thing  the  hard  way,  whan  all  the  other  fellers  are  sitting  around 
and  grumbling  and  quarreling,  that  it  can’t  be  done.”  (Ruark: 
The  Old  Man  and  the  Boy). 


464 


Nebraska  S.  M.  J. 


ORGANIZATION  SECTION 


Coming  Meetings 


Medicare  in  Operation 


CRIPPLED  CHILDREN’S  CLINICS— 
August  10  — Broken  Bow,  Elks  Club 
August  24  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

September  7 — Grand  Island,  St.  Francis 
Hospital 

September  21  — Cozad,  City  Elks  Lodge 

CANCELLATION  — 2nd  Annual  Session 
on  Medical  Aspects  of  Competitive  Ath- 
letics. Scheduled  for  August  16  - 17. 

NEBRASKA  CHAPTER,  American  College 
of  Surgeons,  Annual  Scientific  Session — 
Yancy  Hotel,  Grand  Island,  Sunday,  Oc- 
tober 6,  1963. 

AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

ANNUAL  MEETING  of  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation — August  26,  1963,  Shera- 
ton-Dallas  Hotel,  Dallas,  Texas.  Address: 
Doctor  Max  K.  Newman,  President,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — Annual 
convention,  November  22-25,  1963;  Pal- 
mer House,  Chicago. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Coverage  for  Patients  Not  Hospitalized — 

Out-patient  care  or  care  provided  a pa- 
tient in  a physician’s  office  is  covered  by 
Medicare,  only  when  administered  during 
maternity  care,  or  in  the  case  of  an  acci- 
dent. There  is  no  coverage  provided  for  of- 
fice examination  or  diagnostic  testing  when 
the  patient  has  not  been  or  is  not  going  to 
be  hospitalized  for  that  particular  condition. 
There  is  no  coverage  of  new  baby  care  out- 
side of  the  new  born  care  administered  di- 
rectly following  birth.  No  allowance  is 
made  for  any  immunization  or  oral  medi- 
cations under  any  conditions.  Allowance  is 
made,  however,  for  injections  administered 
by  the  attending  physician  during  prenatal 
visits  for  pregnancy,  and/or  injections  given 
for  accident  treatment.  When  a patient  is 
being  treated  for  an  accident,  coverage  is  for 
the  initial  treatment  only,  not  to  include  fol- 
low up  visits,  except  for  X ray. 

When  a patient  is  being  treated,  either 
as  an  out-patient  or  in  a physician’s  office, 
in  the  case  of  an  accident,  the  patient  or 
the  sponsor  is  required  by  Medicare  to  pay 
the  first  $15  of  the  physician’s  charge  that 
is  covered  under  Medicare  allowances. 


THE  MONTH  IN  WASHINGTON 

The  Department  of  Health,  Education 
and  Welfare  is  well  along  in  its  investigation 
of  krebiozen,  the  controversial  product 
which  has  been  distributed  as  an  anti-cancer 
investigational  drug. 

HEW  disclosed  its  progress  in  the  investi- 
gation in  answering  a suit  filed  in  federal 
district  court  by  Dr.  Stevan  Durovic,  a 
refugee  Yugoslav  physician  who  maintains 
he  discovered  krebiozen.  The  court  denied 
Durovic’s  petition  for  a temporary  injunc- 
tion against  the  Food  and  Drug  Administra- 
tion which  would  have  hampered  the  federal 
government’s  investigation  of  krebiozen. 

HEW  said  it  is  trying  to  answer  the 
basic  question:  Is  krebiozen  effective?  To 
get  the  answer,  HEW  said,  “it  is  necessary 
to  know  precisely  what  krebiozen  is,  how  it 
is  manufactured,  and  what  controls  are  used 
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to  insure  its  safety,  efficacy,  sterility,  pur- 
ity, and  identity.  The  results  of  tests  on 
animals  and  full  details  of  the  case  his- 
tories of  tests  on  human  patients  must  be 
known. 

“It  is  the  responsibility  of  the  manufac- 
turer to  make  this  information  available  to 
FDA.  The  sponsors  of  krebiozen  have  been 
advised  repeatedly  since  the  filing  of  their 
first  new  drug  application  in  1954  that  in- 
formation submitted  by  them  has  not  met 
the  foregoing  requirements.” 

FDA  personnel  began  the  government  in- 
vestigation last  February  by  copying  508 
case  history  records  furnished  by  Durovic 
and  for  each  of  which  it  was  claimed  that 
krebiozen  had  been  effective  in  some  meas- 
ure. The  FDA  then  set  out  to  obtain  the  full 
medical  facts  and  records  about  each  case. 
This  entailed  visits  to  patients,  physicians, 
hospitals,  laboratories,  pathologists,  sur- 
geons, radiologists,  and  anyone  else  associat- 
ed with  the  treatment  of  these  patients. 

“About  half  of  the  508  cases  copied  bj^  the 
Food  and  Drug  Administration  and  NIH  of- 
ficials have  already  been  thoroughly  investi- 
gated by  the  FDA’s  field  staff,”  the  HEW 
said  in  a July  3 report.  FDA  expects  to 
complete  this  phase  of  the  investigation 
within  a few  weeks. 

“As  these  completed  cases  are  received 
by  FDA  in  Washington,  they  are  reviewed 
by  medical  officers  of  the  Bureau  of  Medi- 
cine, FDA,  and  a summaiy  made  of  each 
case  together  with  the  physicians’  conclu- 
sions as  to  whether  the  claim  of  benefit  is 
justified  by  objective  evidence.  The  re- 
view of  about  100  cases  by  these  physicians 
has  been  completed  to  date. 

“Physicians  of  the  National  Cancer  In- 
stitute will  make  a second  independent  re- 
view of  each  case,  consulting  when  necessary 
with  outside  experts  in  the  particular  fields 
of  treatment  involved  to  determine  whether 
any  claim  of  benefit  is  justified. 

“These  reviews  will  be  the  basis  on  which 
judgment  will  be  made  by  scientists  at  the 
National  Cancer  Institute  as  to  whether 
clinical  testing  by  NCI  is  justified.” 

Durovic  filed  his  suit  for  an  injunction 


after  FDA  officials  undertook  to  acquire 
infoi-mation  relating  to  the  manufacture, 
packaging,  processing,  and  distribution  of 
krebiozen.  In  this  inspectional  phase  of  the 
investigation,  the  FDA  seeks  to  determine 
the  composition  of  the  product,  how  it  is 
made,  the  controls  exercised  in  the  manu- 
facture to  insure  uniformity  of  composition, 
purity,  sterility,  potency,  stability  and  safe- 
ty, the  labeling  employed,  the  distribution  of 
the  product,  and  other  matters  bearing  on 
the  legality  of  distribution  of  the  product 
under  federal  law. 

The  developers  of  krebiozen  claim  it  is 
made  from  a yellowish-white  powder  ex- 
tracted from  the  blood  of  a horse.  The  pow- 
der is  dissolved  in  mineral  oil  and  the  com- 
bination is  put  into  a glass  ampule  which 
holds  one  cubic  centimeter. 

Some  of  the  powder  substance  was  ob- 
tained from  horses  killed  in  Argentina  and 
some  of  it  from  horses  at  Rockford,  111.  The 
blood  of  the  horses  killed  at  Rockford  was 
used  to  prepare  two  batches  of  the  powder 
in  the  Ken-L  Ration  Division  of  the  Quaker 
Oats  Co.  in  1959  and  1960,  the  government 
brief  said.  The  division  makes  dog  food. 

“The  conditions  of  pre-treatment  inspec- 
tion of  the  horses,  of  injecting  the  animals, 
of  selection  of  animals  for  bleeding,  of  bleed- 
ing, and  of  handling  the  blood  and  plasma 
met  none  of  the  basic  requirements  of  cur- 
rent good  manufacturing  practice,”  the  brief 
said. 

The  American  IMedical  Association 
warned  that  research  on  new  drugs  could  be 
seriously  hampered  by  too  exacting  regula- 
tion and  supervision  by  the  federal  govern- 
ment. 

Dr.  Hugh  H.  Hussey,  director  of  the 
AMA’s  Division  of  Scientific  Activities,  told 
a Senate  subcommittee  that  “medicine  and 
the  pharmaceutical  industry  have  established 
an  outstanding  record,  particulars^  over  the 
last  two  decades,  in  the  discovery,  develop- 
ment and  use  of  life-saving,  health-saving, 
and  pain  relieving  drugs.” 

“The  benefit  to  our  people  from  such  dis- 
covery is  so  great  in  terms  of  reduced  mor- 
tality and  the  increased  control  of  numerous 
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diseases  that  it  is  difficult  to  speculate  what 
the  state  of  our  nation’s  health  would  be 
without  them,”  he  added. 

Dr.  Hussey  said  the  AMA  was  well  aware 
of  the  responsibilities  of  private  industry  in 
drug  research,  developing  and  marketing. 
But  these  activities,  particularly  research, 
could  not  be  stereotyped,  he  said. 

“There  are  few  men  and  few  organiza- 
tions with  the  talent,  experience,  resources, 
knowledge  and  courage  to  carry  out  drug  re- 
search from  the  initial  step  to  the  point 
where  the  drug  is  available  to  save  the  lives 
and  health  of  our  citizens,”  Dr.  Hussey  said. 
“The  manner  in  which  these  men  and  organ- 
izations operate  is  highly  individualistic.  It 
is,  therefore,  important  to  insure  protection 
of  the  creativity  of  such  persons  which  could 
be  harmed  by  standardization  of  their  pro- 
cedure through  unnecessary  an  doverly  bur- 
densome governmental  regulation  and  super- 
vision. 

“Thus,  in  the  best  interests  of  the  health 
care  of  the  American  people,  consideration 
must  be  given  to  the  benefits,  accomplish- 
ments and  the  work  and  practical  problems 
of  the  drug  investigators  and  pharmaceu- 
tical industry,  as  well  as  to  the  responsibil- 
ities of  the  Food  and  Drug  Administration, 
in  assessing  and  solving  problems  in  this 
field.  The  AMA  does  not,  and  we  are  sure 
that  no  one  in  the  government,  in  the  phar- 
maceutical industry  or  in  the  scientific  pro- 
fessions involved,  want  to  see  a single  indi- 
vidual injured  by  an  unsafe  drug. 

“We  are  equally  sure  these  same  groups 
are  similarly  opposed  to  any  regulatory 
measures  which  would  delay  or  prevent  the 
development  of  lifesaving  and  health-sav- 
ing drugs.  Thus,  in  considering  the  pro- 
posed regulations  governing  investigational 
new  drugs,  we  believe  that  there  is  only  one 
ultimate  test  to  be  applied : What  procedures 
and  what  actions  of  government,  industry 
and  the  scientific  professions  will  lead  to 
the  quickest  discovery  and  most  effective 
utilization  of  drugs  for  the  greatest  benefit 
of  the  people  of  this  country  in  their  con- 
stant struggle  against  disease  and  death?” 
(From  the  Washington  Office,  AMA). 


COMPENSATION  OF  HOUSE  OFFICERS 

This  special  report  is  submitted  by  the  Council 
on  Medical  Service  and  the  Council  on  Medical 
Education  and  Hospitals  in  response  to  instructions 
of  the  House  of  Delegates  in  June,  1961.  It  is 
based  on  the  considerations  and  conclusions  of  the 
Liaison  Committee  of  the  two  Councils. 

PART  I.  INTRODUCTION 

The  action  of  the  House  in  June  of  1961  was  in 
response  to  the  report  of  the  Special  Study  Com- 
mittee of  the  Council  on  Medical  Education  and 
Hospitals  charged  with  consideration  of  the  general 
problems  of  facilities  for  medical  education  and 
recruitment  to  medicine.  The  House,  in  adopting 
the  report  of  the  Special  Study  Committee,  acknowl- 
edged that  “the  financially  lean  years  of  the  intern- 
ship and  residency  ...  a part  of  the  costly  medical 
education  complex  from  the  viewpoint  of  students 
. . . is  known  to  have  a deterring  influence  on  pre- 
professional students  who  favor  a career  in  medi- 
cine but  are  financially  insecure;”  and,  to  lessen 
this  economic  pressure  on  medical  students  the 
House  recommended  that: 

“1.  The  graduate  physician  serving  as  in- 
tern or  resident  should  receive  financial  sup- 
port commensurate  with  his  professional  re- 
sponsibilities and  with  due  recognition  of  his 
educational  opportunities,  and  that, 

“2.  The  medical  profession  must  assume  an 
increasing  responsibility  for  the  development  of 
appropriate  methods  of  financial  support  of 
the  intem  and  resident,  so  as  to  accomplish  the 
above  objective.” 

The  specific  purpose  to  be  served  by  the  present 
report  is  contained  in  the  action  of  the  House  of 
Delegates  (Report  of  the  Reference  Committee  on 
Medical  Education  and  Hospitals,  June,  1961)  as 
follows: 

“It  is  urged  that  the  Council  on  Medical  Edu- 
cation and  Hospitals  and  the  Council  on  Medical 
Service  continue  their  joint  study  of  the  best 
mechanisms  by  which  these  recommendations 
may  be  accomplished.” 

PART  II.  CONCLUSIONS  AND 
RECOMMENDATIONS 

A.  The  Council  on  Medical  Service  and  the  Council 
on  Medical  Education  and  Hospitals  are  in 
complete  agreement  with  the  June,  1961  policy 
statement  of  the  House  of  Delegates  that  “The 
graduate  physician  serving  as  intern  or  resident 
should  receive  financial  support  commensurate 
with  his  professional  r-esponsibilities  and  with 
due  recognition  of  his  educational  opportun- 
ities.” 

B.  The  Councils  are  also  in  complete  agreement 
with  the  corollaiy  policy  statement  of  the 
House  of  Delegates  that  “the  medical  profession 
must  assume  an  increasing  responsibility  for 
the  development  of  appropriate  methods  of  fi- 
nancial support  of  the  intern  and  resident,  so 
as  to  accomplish  the  above  objective.” 

C.  Since  the  majority  of  house  officer  training 
programs  depend  to  a variable  degree  upon  the 
participation  of  paying  patients,  the  Councils 
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conclude  that  fees  from  all  sources  attributable 
to  sez’vdces  provided  by  house  officers  to  such 
patients  should  be  collected  for  and  allocated 
solely  to  the  financial  support  of  the  graduate 
training  pi-ograms.  The  folowing  principles 
having  direct  application  to  this  conclusion 
were  established  as  American  Medical  Associa- 
tion policy  in  1961: 

“Each  doctor  engaged  in  the  care  of  the 
patient  is  entitled  to  compensation  commen- 
surate wth  the  value  of  the  seiwices  he  has 
personally  rendered.” 

“No  doctor  should  bill  or  be  paid  for  a 
service  which  he  does  not  perfonn  . . 

D.  While  the  term  “house  officer”  embraces  both 
the  intern  and  the  resident,  the  Councils  be- 
lieve that  the  educational  function  of  the  initial 
year  of  hospital  experience  is  of  primary  and 
paramount  importance.  The  intern,  certainly 
during  his  first  year  of  hospital  experience, 
properly  assumes  fewer  significant  professional 
responsibilities  than  does  the  resident  at  more 
advanced  levels  of  competence,  especially  for 
definitive  medical  care  or  for  major  surgical 
procedures;  accordingly,  the  recommendations 
in  this  report  apply  more  generally  to  residents 
than  to  interns. 

E.  In  specific  response  to  the  instructions  of  the 
Reference  Committee,  the  Councils  recommend 
the  following  principles  to  govern  the  assign- 
ment of  professional  responsibility  of  house 
officers  for  patients  and  the  disposition  of  funds 
resulting  from  this  relationship: 

1.  Assignment  of  responsibility  to  house  of- 
ficers for  the  care  of  patients  shall  be 
based  on  their  competence  to  assume  this 
responsibility. 

2.  The  number  of  patients  assigned  to  house 
officers  shall  be  limited  by  the  educational 
needs  of  the  training  program. 

3.  The  care  of  such  patients  shall  continue  to 
be  under  the  supeiwision  of  the  attending 
staff  physician,  and  ultimate  responsibility 
for  their  care  shall  remain  in  his  hands. 

4.  Paying  patients  shall  be  assigned  to  the 
house  staff  by  the  attending  physician  only 
with  the  knowledge  and  consent  of  the  pa- 
tients concerned. 

5.  A special  fund  of  the  professional  staff 
should  be  established  for  support  of  house 
officer  training  programs,  so  that  funds 
could  be  received  from  a variety  of  sources 
such  as  endowment  income,  grants,  assess- 
ments, donations,  fund-raising  activities, 
hospital  income  from  patients,  and  fees  for 
professional  care  of  patients. 

a.  When  the  house  staff  has  an  assigned 
role  in  the  pi’ofessional  care  of  paying 
patients,  all  applicable  fees  shall  be  col- 
lected and  shall  be  deposited  in  the  spe- 
cial fund. 

b.  The  special  fund  shall  be  administered 
by  a committee  of  the  attending  staff. 

1.  Report  of  Reference  Committee  on  Insurance  and  Medical 
Service.  Proceedings  of  the  House  of  Delegates,  June  25-30, 
1961,  p.  157. 


c.  The  fund  shall  be  used  exclusively  in 
support  of  the  house  officer  training 
programs,  including  the  provision  of 
adequate  compensation  for  house  offi- 
cers. 

d.  The  fund  shall  not  be  used  for  support 
of  the  general  operations  of  a hospital, 
medical  school,  university,  or  welfare 
department. 

F.  It  is  the  consensus  of  the  two  councils  that 
the  sources  and  amount  of  compensation  for 
house  officers,  as  well  as  the  apportionment  of 
financial  responsibility,  should  be  determined 
locally  by  agreement  between  the  hospital  gov- 
erning body  and  the  attending  staff  and  imple- 
mented in  accordance  with  state  laws  and  the 
ethical  principles  of  the  American  Medical  As- 
sociation. 

APPENDIX  A TO  THE  REPORT  ON 
COMPENSATION  OF  HOUSE  OFFICERS 
Supporting  Data  and  Discussion: 

The  level  of  compensation  for  house  officers, 
if  it  is  to  be  effective  in  recniitment  of  physicians, 
should  take  into  account  the  cost  in  time  and  money 
of  modern  living  and  modern  education,  as  well  as 
a comparison  of  the  remuneration  of  individuals 
of  similar  educational  achievement  in  other  profes- 
sional fields.  The  following  table  shows  compara- 
tive compensation  for  medical  students  and  other 
graduate  students  in  arts  and  sciences  both  be- 
fore graduating  with  receipt  of  the  professional  de- 
grees, as  well  as  during  subsequent  training  as 
house  officers  (MD),  and  as  post-doctoral  trainees 
(PhD). 

Comparative  Compensation  for  Medical  and 
Other  Graduate  Students: 

Category  of  Student  Average  Annual  Earned  Income 


Medical  Students  $ 500 

Arts  and  Sciences  Students $2,000 

Source  of  Data 


AAMC  Studies,  1959;  Whiting,  et  al.  Journal  of 
Medical  Education,  July,  1961 

Post-Doctoral  Trainee  Average  Annual  Starting  Salary 


Intern  (MD)  $2,800 

Resident  (MD)  $3,300 

Source  of  Data 


Council  on  Medical  Educational  and  Hospitals,  An- 
nual Report,  JAMA,  November  17,  1962 

Arts  and  Sciences  Trainees  Average  Annual  Starting  Salary 

Arts  and  Sciences  Trainees  (PhD)  — 

Post-Doctoral  Research  Fellowships, 

Air  Force  Office  of  Scientific  Re- 
search   $7,500-$9,300 

Resident  Research  Associate- 
ships,  National  Aeronautics  & 

Space  Administration $9,500-$10,000 

Source  of  Data 

Research  and  Training  programs  administered  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council,  1963-1964. 

Traditionally,  house  officers  have  had  responsi- 


468 


Nebraska  S.  M.  J. 


bility  primarily  for  the  care  of  non-paying  patients, 
in  return  for  which  they  received  board,  room,  laun- 
dry, and  a stipend  regarded  usually  as  an  education- 
al allowance. 

New  factors  presently  influence  this  traditional 
arrangement: 

First,  most  house  officers  are  now'  married. 
This  situation  makes  the  board  of  room  provi- 
sions less  valuable  because  of  the  house  offi- 
cer’s need  to  establish  another  household  out- 
side the  hospital. 

Second,  an  increasing  number  of  patients 
whom  the  house  officer  serves  are  paying  pa- 
tients. 

While  the  house  officer  undei^takes  graduate 
training  primarily  for  educational  purposes,  it  is 
nevertheless  true  that  the  level  of  professional 
responsibilities  w'hich  he  discharges  in  the  caie  of 
his  assigned  patients  often  bears  little  relation  to  the 
level  of  his  compensation.  This  may  account,  in 
part,  for  the  widely  vaiying  pattenis  and  practices 
throughout  the  country  for  the  compensation  of 
house  officers. 

An  objective  reappraisal  of  the  true  value  of 
house  officer  services  is  a responsibility  which  must 
be  accepted  by  the  medical  staff  of  each  hospital. 

To  provide  factual  background  information  on 
the  costs  and  sources  of  financing  graduate  train- 
ing programs,  a questionnaire  study  was  made  by 
the  Council  on  Medical  Education  and  Hospitals  in 
August  of  1960.  This  study  showed  that  house  of- 
ficer training  programs  were  supported  from  a 
variety  of  sources.  These  sources  included  general 
hospital  revenue,  assessments  levied  on  the  attend- 
ing staff,  voluntary  donations  by  the  attending  staff, 
special  fund-raising  activities  by  others,  income 
from  endowments  or  grants,  and  income  from  third- 
party  medical  care  plans.  Of  particular  interest 
w'as  the  fact  that  in  20%  of  818  non-federal  hos- 
pitals responding  to  the  questionnaire,  special 
mechanisms  had  already  been  established  for  the 
collection  of  fees  for  the  services  of  house  officers 
to  paying  patients  and  for  placing  these  fees  in  a 
special  fund  for  support  of  the  training  programs, 
including  compensation  for  the  house  officers. 

Concern  for  adequate  compensation  of  the  house 
officer  must  be  shared  by  the  patient,  the  com- 
munity, the  hospital  governing  body,  and  the  hos- 
pital attending  staff,  since  each  benefits  from 
house  officer  services. 

The  patient  benefits  because  he  has  professional 
care  available  in  the  hospital  around-the-clock. 
The  community  itself  benefits  from  the  presence  of 
competent  professional  seiwices  available  at  the 
hospital  at  all  times  for  the  care  of  all  patients. 
Basic  professional  staff  services  in  the  hospital 
are  available  in  the  event  of  local  or  national 
emergency  or  catastrophe,  and  for  the  care  of  the 
community’s  indigent  sick.  The  hospital  benefits 
because  it  is  the  area  within  which  these  readily 
available  professional  medical  sei’vices  are  provided 
for  non-paying  patients,  and  also  because  the  house 
officer  provides  administrative  and  teaching  services 
in  connection  w’ith  other  hospital  activities  and 


training  programs.  With  the  modern  conversion  of 
the  hospital  population  used  for  teaching  from  pre- 
dominantly indigent  to  predominantly  paying  pa- 
tients, the  hospital  attending  staff  benefits  because 
the  house  officer  provides  a professional  seiwice 
to  the  attending  physician  in  assisting  him  in  the 
care  of  paying  patients. 

The  Council  on  Medical  Service  and  the  Council 
on  Medical  Education  and  Hospitals  agree  that  a 
specific  minimum  salary  level  cannot  be  set  for 
nationwide  application  in  all  hospitals.  Never- 
theless, they  believe  that  remuneration  in  all  hos- 
pitals should  be  sufficient  to  support  beginning 
house  officers  without  resorting  to  outside  em- 
ployment. Cost-of-living  estimates  are  generally 
available  for  most  areas  of  this  nation  and  could 
be  used  as  guides  by  individual  hospital  staffs.  As 
house  officers  progress  through  their  training,  the 
increases  in  their  professional  responsibilities  should 
be  recognized  through  annual  increments  in  com- 
pensation. 

The  Councils  believe  it  is  inappropriate  to  rec- 
ommend a single  method  of  improving  compensation 
for  uniform  application  throughout  the  country 
because  of  the  wide  differences  in  (a)  hospital  or- 
ganization and  hospital  sponsorship,  (b)  methods  of 
hospital  and  medical  care  financing,  and  (c)  types 
of  practice  and  staffing  in  the  many  different  in- 
stitutions in  the  United  States. 

The  methods  for  improving  compensation  of 
house  officers  must  be  developed  locally  through 
the  mutual  efforts  of  the  hospital  attending  staff 
and  the  hospital  governing  body. 

In  some  instances,  hospital  attending  staffs  have 
formed  partnerships  for  purposes  of  compensating 
house  officers  as  employees  of  the  partnerships. 
The  two  Councils  have  been  advised  that  such  pro- 
cedure is  ethical  and  legal  and  that  house  officers 
compensated  under  this  arrangement  need  not  be 
licensed  unless  particular  state  law's  specify  other- 
w'ise.  Regardless  of  the  method  by  which  the  hos- 
pital attending  staff  participates  in  the  compensa- 
tion of  the  house  staff,  the  hospital  corporate  body 
should  not  be  relieved  of  responsibility  for  paying 
its  share  of  such  compensation  through  a mutually 
acceptable  arrangement. 

The  hospital  governing  body  is  responsible  for 
appointment  of  qualified  physicians  to  the  hospital 
attending  staff  upon  recommendation  of  the  appro- 
priate staff  committee.  This  same  responsibility 
applies  for  appointment  of  qualified  interns  and 
residents  to  the  hospital  house  staff.  This  respon- 
sibility of  the  hospital  governing  body  w'ould  not 
be  altered  by  changes  in  the  methods  of  employment 
and  levels  of  compensation  of  house  officers.  Nor 
w'ould  such  changes  alter  in  any  w'ay  the  operation 
of  the  training  programs  or  the  standards  by 
W'hich  such  programs  are  evaluated,  approved,  and 
listed  by  the  Council  on  Medical  Education  and  Hos- 
pitals in  the  Directory  of  Appi'oved  Internships 
and  Residencies. 

Several  state  delegations  among  which 
were  Maryland,  Missouri,  Tennessee,  and 
New  Jersey,  presented  resolutions  disap- 
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proving  the  Report  of  the  Council  on  Medi- 
cal Education  and  Hospitals,  and  the  Coun- 
cil on  Medical  Sei-\dce,  as  quoted  above.  In 
general,  these  states  agreed  that  house  offi- 
cers should  be  adequately  paid  but  not  with 
funds  collected  by  the  attending  staff  mem- 
bers for  care  of  the  patients  assigned  to 
these  house  officers. 

The  following  quotation  is  from  the  re- 
port by  the  Reference  Committee  to  which 
this  matter  was  assigned  (Ref.  Com.  Med. 
Educ.  & Hosp).  This  report  was  duly 
passed  by  the  House  but  did  arouse  greater 
interest  and  more  argument  from  the  floor 
than  almost  any  other  item  considered  dur- 
ing this  session.  It  was  necessary  to  take 
a second  vote  with  careful  count  in  order  to 
assure  the  Speaker  of  the  will  of  the  House. 

The  verbatum  report  of  the  Reference 
Committee  on  this  matter  follows: 

11.  Compensation  of  House  Officers. 

(Repoii;  of  Council  on  Medical  Sen’ice  and 
Council  on  Medical  Education  and  Hos- 
pitals (page  374-383  of  the  Handbook; 
Resolution  9,  Compensation  of  Interns  and 
Residents,  introduced  by  the  Tennessee 
delegation;  Resolution  12,  Compensation  of 
Interns  and  Residents,  introduced  by  the 
New  Jersey  delegation;  Resolution  17, 
Compensation  of  Interns  and  Residents, 
introduced  by  the  Missouri  delegation; 
Resolution  20,  Disapproval  of  the  Prin- 
ciples Expressed  in  the  AMA  Special  Re- 
port on  Compensation  of  Interas  and  Resi- 
dents, introduced  by  the  Maryland  dele- 
gation; and  Resolution  49,  Interns  and 
Residents,  introduced  by  the  Florida  dele- 
gation). 

Your  reference  committee  fully  subscribes  to  the 
two  basic  principles  previously  approved  by  the 
House  of  Delegates  that:  (a)  The  graduate  physi- 
cian seiwing  as  intern  or  resident  should  receive 
financial  support  commensurate  with  his  profession- 
al responsibilities  and  with  due  recognition  of  his 
educational  opportunities  and  (b)  that  the  medical 
profession  must  assume  an  increasing  responsibility 
for  the  development  of  appropriate  methods  of  fi- 
nancial support  of  the  intern  and  resident,  so  as  to 
accomplish  the  above  objective. 

After  serious  thought  your  reference  committee 
came  to  the  conclusion  that  the  report  should  be  dis- 
approved and  we  so  recommend.  It  is  further  rec- 
ommended that  any  future  proposal  pertaining  to 
this  matter  be  thoroughly  studied  by  the  law  de- 
partment and  judicial  council  before  submission  to 
the  House.  In  view  of  the  above  your  reference 
committee  recommends  that  Resolutions  No.  9,  12, 
17,  20  and  49  be  disapproved. 


Doctors  and  Medicine  in  the  News 

Pothoff  and  Committee  Develop 
Protective  Emblem — 

A committee  headed  by  Dr.  Carl  Pott- 
hoff.  University  of  Nebraska  College  of 
Medicine,  has  developed  a tag  on  which  is 
imprinted  an  emblem  to  indicate  that  the 
wearer  has  some  unusual  medical  condition 
such  as  diabetes  or  sensitivity  to  certain 
drugs.  This  has  been  made  public  by  the 
AMA. 

In  case  the  wearer  is  found  unconscious, 
the  emblem  indicates  that,  instead  of  being 
intoxicated,  he  may  have  a condition  that 
should  warn  the  one  prescribing  treatment 
of  possible  reason  for  loss  of  consciousness 
and  of  the  danger  of  using  certain  drugs 
such  as  penicillin.  (Omaha  W orld-Herdkl, 
June  14,  1963). 

Creighton  Receives  PHS  Grants — 

U.S.  Public  Health  Service  grants  total- 
ing $59,780  have  been  received  by  Creighton 
University  Schools  of  Medicine  and  Phar- 
macy. 

From  this,  Drs.  Richard  W.  Booth  and 
John  M.  McKain  receive  $17,900  to  study  ex- 
perimental aortic  stenosis;  Dr.  Paul  E.  Be- 
noit, $18,146  for  research  on  blood  vessels 
and  nerves  in  forelimb  of  Cebus  alhifrons; 
and  Drs.  Tully  J.  Speaker  and  Glendon  U. 
Redman,  $5,740  for  the  study  of  analogs  of 
pharmacologic  agents.  (South  Omaha  Sun, 
June  20,  1963). 


Human  Interest  Tales 

Doctor  G.  0.  Johnson,  Fairbury,  has 
joined  the  Fairbury  Clinic. 

Doctor  William  Nutzman,  Kearney,  spoke 
at  a meeting  of  the  Kearney  Rotary  Club  in 
May. 

Doctor  Carl  Potthoff,  Omaha,  spoke  at  a 
meeting  of  the  Six-T  Club  in  Omaha  dur- 
ing May. 

Doctor  Gene  Wilkins,  Greeley,  Colorado, 
joined  the  Doctors  Bell  & Bell  Clinic  in  Julj^ 
at  York. 
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Doctor  Homer  H.  Johnson,  Lincoln,  ob- 
served his  60th  anniversary  of  medical  prac- 
tice in  June. 

The  new  addition  of  the  Warren  Memorial 
Hospital  in  Friend  was  completed  and 
opened  in  May. 

The  American  College  of  Cardiology  has 
appointed  Dr.  Arthur  L.  Smith,  Jr.,  as  Gov- 
ernor for  Nebraska. 

Doctor  K.  F.  Deubler  has  become  associat- 
ed with  the  Lincoln  Clinic,  in  the  Department 
of  Obstetrics  and  Gynecology. 

Doctor  Walter  C.  Harvey,  Jr.,  Gering,  has 
been  named  president  of  the  West  Nebraska 
General  Hospital  Medical  Staff. 

Doctor  A.  W.  Anderson,  Lexington,  has 
moved  to  Hastings  where  he  is  a senior 
physician  at  the  Hastings  State  Hospital. 

Doctor  James  H.  Walston,  who  formerly 
practiced  in  South  Dakota,  has  joined  the 
staff  of  Doctor  L.  T.  Gathman  in  South 
Sioux  City. 

Doctor  Herbert  P.  Jacobi,  Omaha,  will 
present  a paper  at  the  International  Con- 
gress of  Gerontology  in  Copenhagen,  Den- 
mark, in  August. 

Doctor  John  H.  Calvert,  Pierce,  was 
named  Layman  of  the  Year  at  the  annual 
Nebraska  Conference  of  the  Methodist 
Church  held  in  June. 

Dr.  Arthur  L.  Smith,  Sr.,  was  recently 
elected  vice  president  of  the  American  Col- 
lege of  Angiology  at  their  meeting  in  At- 
lantic City,  New  Jersey. 

Doctor  Thomas  J.  Gurnett,  Omaha,  has 
been  appointed  Chief  of  Staff  of  Archbishop 
Bergan  Mercy  Hospital,  construction  of 
which  will  be  completed  this  year. 

Three  general  practice  programs  in  psy- 
chiatry at  the  University  of  Nebraska  Col- 
lege of  Medicine  will  receive  continued  sup- 
port from  the  National  Institute  of  Mental 
Health. 

Doctor  Theodore  R.  Pfundt,  Chairman  of 
the  Department  of  Pediatrics  at  the  Creigh- 
ton University  School  of  Medicine,  attended 


the  American  Medical  Association  conven- 
tion in  Atlantic  City. 

Doctors  H.  Chandler  Elliott,  Meyor  Beber, 
Merrill  T.  Eaton,  Thaddeus  Krush,  and  La- 
Vern  C.  Strough  have  been  elevated  to  the 
rank  of  Full  Professor  at  the  University  of 
Nebraska  College  of  Medicine. 

Doctor  J.  D.  McCarthy,  Omaha,  has  been 
elected  President  of  Aces  and  Deuces  for  the 
year  1963  and  1964.  Aces  and  Deuces  is 
an  organization  of  State  Associations  having 
one  or  two  Delegates  to  the  American  Med- 
ical Association. 


Announcements 

Omaha  Mid-West  Annual  Session — 

The  Omaha  Mid-West  Clinical  Society  will 
treat  Nebraskans  and  others  with  another, 
the  31st,  of  its  annual  sessions,  late  in  Octo- 
ber. While  the  detailed  program  has  not 
become  available,  we  have  a partial  list  of 
the  distinguished  speakers  and  the  subjects 
on  which  they  will  speak.  The  list  follqws: 

PRELIMINARY  PROGRAM  ANNOUNCEMENT 
31st  ANNUAL  ASSEMBLY 
OMAHA  MID-WEST  CLINICAL  SOCIETY 
Executive  Office:  1613  Medical  Arts  Bldg. 

Omaha  2,  Nebraska 

Meeting  Dates — October  28,  29,  30  and  31,  1963 
Meeting  Headquarters — Omaha  Civic  Auditorium 
Partial  List  of  Distinguished  Speakers: 

Clinical  Pathology  and  Basic  Sciences — 

George  J.  Hamwi,  M.D.,  Columbus,  Ohio,  Profes- 
sor of  Medicine;  Director,  Division  of  Endocrin- 
ology and  Metabolism,  the  Ohio  State  Univer- 
sity, Columbus 

“The  Treatment  of  Hyperlipidemia” 

“Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Thyroid  Disease” 

“Insulin  Resistance  and  Antagonism” 

Gynecology  and  Obstetrics — 

M.  Edward  Davis,  M.D.,  Chicago,  Illinois.  The 
Joseph  Bolivar  DeLee;  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology 
of  the  University  of  Chicago  School  of  Medicine 
and  Chief  of  the  Chicago  Lying-In  Hospital, 
Chicago. 

“Obstetrical  Factors  in  Perinatal  Mortality” 
“The  Menopause  and  Its  Management” 

“The  Modern  Role  of  Abdominal  Delivery” 

“The  Management  of  Abortion” 
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Medicine — 

Frank  Princi,  M.D.,  Cincinnati,  Ohio.  Professor 
of  Industrial  Medicine,  University  of  Cincinnati; 
Associate  Director,  The  Kettering  Laboratory, 
Cincinnati. 

“Etiology,  Diagnosis  and  Management  of  the 
Pneumoconioses” 

“Rural  Occupational  Diseases” 

“Disability  Evaluation  in  Occupational  Disease” 
“Non-Siliceous  Industrial  Pulmonary  Disease” 

Neuropsychiatry — 

Herbert  S.  Ripley,  M.D.,  Seattle,  Washington. 
Professor  and  Chairman,  Department  of  Psy- 
chiatry, University  of  Washington  School  of 
Medicine,  Seattle. 

“Psychotherapy  for  the  Non-Psychiatric  Physi- 
cian” 

“Changes  in  Cardiovascular  Function  Associat- 
ed With  Emotion” 

“Psychological  Factors  in  Pain” 

“Emotional  Reactions  to  Disability” 

Orthopedic  Surgery — 

Edward  L.  Compere,  M.D.,  Chicago,  Illinois.  Pro- 
fessor and  Chairman  of  the  Department  of 
Orthopedic  Surgeiy,  Northwestern  University 
Medical  School;  ChaiiTnan,  Department  of  Or- 
thopedic Surgery,  Chicago  Wesley  Memorial 
Hospital;  Senior  Consultant,  Orthopedic  Sur- 
gery, Veterans  Administration  Research  Hos- 
pital, Chicago. 

Presently  fulfilling  a commitment  as  Visiting 
or  Fulbright  Professor  and  Lecturer  of  Sur- 
gery at  the  University  of  Sao  Paulo,  Ri- 
beirao  Preto  Brazil,  for  one  semester  from 
mid-March  to  mid-June  1963,  under  the  au- 
spices of  the  Fulbright  Commission,  United 
States  Department  of  State. 

“The  Treatment  of  Osteomyelitis  and  Post- 
operative Wound” 

“Infections  by  Closed  Irrigation  with  a Solu- 
tion” 

“Containing  a Detergent  and  Appropriate  Anti- 
biotic” 

“The  Causes  of  and  Treatment  for  Chronic 
Backache” 

“The  Management  of  the  More  Common  Frac- 
tures’ 

Otolaryngology — 

Frederick  F.  Guilford,  M.D.,  Houston,  Texas. 
Clinical  Professor  of  Otology,  Baylor  Univer- 
sity College  of  Medicine. 

“Management  of  the  Hard  of  Hearing  Patient” 
“Dizziness” 

“Present  Day  Tympanoplasty” 

Pediatric.s — 

William  H.  Zinkham,  M.D.,  Baltimore,  Maiyland. 
Associate  Professor  of  Pediatrics,  The  Johns 
Hopkins  Hospital,  Baltimore. 

“Diagnosis  and  Treatment  of  Anemias  in  Child- 
hood” 

“Drugs  As  Poisons” 

“Peripheral  Eosinophilia  — Why?” 


Surgery — 

George  Crile,  Jr.,  M.D.,  Cleveland,  Ohio.  Head 
of  the  Department  of  General  Sui-gery,  Cleve- 
land Clinic. 

“Results  of  Simplified  Treatment  of  Cancer 
of  the  Breast” 

“Nonmalignant  Disease  of  the  Breast” 
“Diseases  of  the  Thyroid” 

“Biologic  Problems  in  the  Treatment  of  Cancer” 
Surgery — 

J.  Cuthbert  Owens,  M.D.,  Denver,  Colorado.  As- 
sociate Professor  of  Surgery,  University  of 
Colorado  Medical  Center,  Denver. 

“Pain  of  the  Ischemic  Extremity” 

“Management  of  Acute  Chest  Injuries” 
“Emergency  Room  Problems” 

Urology — 

Donald  R.  Smith,  M.D.,  San  Francisco,  California. 
Clinical  Professor  of  Urology  and  Chairman  of 
the  Division  of  Ui’ology,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco. 
“Office  Laboratory  Tests  in  the  Diagnosis  of 
Urologic  Lesions” 

“The  Urologist’s  Role  in  the  Study  of  Patients 
With  Hypertension’ 

“Psychosomatic  Clystitis” 

“Pyelonephritis  and  Vesicoureteral  Reflux” 

— Eleven  Distinguished  Guest  Speakers 
— 32  Individual  Member  Lectures 
— Daily  Panel  Discussions 
— Technical  Exhibits 
—Scientific  Exhibits 
— Scientific  Films 
— Q and  A Periods 

All  program  events  at  Civic  Auditorium,  including 
informal  mealtime  discussions  with  distinguished 
guests.  Meeting  not  open  to  public,  admission  by 
badge  only. 

For  further  information  address  inquiries  to — 
Director  of  Clinics 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Omaha  2,  Nebraska 


Polio  Vaccine  Available — 

“Supplies  of  Lederle’s  new  trivalent  at- 
tenuated live  oral  anti-polio  vaccine,  Ori- 
mune,  are  currently  available  and  production 
at  Lederle  Laboratories  is  under  way  to  meet 
expected  Fall  demand. 

Trivalent  Orimune  should  significantly  re- 
duce the  present  complexity  of  administer- 
ing oral  Sabin  vaccine  by  eliminating  the 
necessity  for  three  spaced  feedings  of  three 
different  single  type  vaccines  in  a required 
feeding  sequence  with  all  the  necessary  book- 
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keeping  and  accounting.  By  contrast,  ad- 
ministration of  the  trivalent  vaccine  means 
feeding  one  product  only  twice.  Active  im- 
munity against  all  three  types  of  polio  is 
provided  after  the  first  feeding,  and  more 
completed  protection  after  the  second  feed- 
ing eight  weeks  later. 

Hahnemann  Medical  College  and 
Hospital  PG  Course — 

A postgraduate  course  in  the  form  of  a 
symposium  on  “Aging  of  the  Lung”  will 
be  sponsored  by  the  Hahnemann  Medical 
College  and  Hospital,  at  the  Sheraton  Hotel 
in  Philadelphia,  on  November  18-20,  1963. 
Primary  purpose  of  this  meeting  will  be  to 
consider  recent  developments  in  the  bio- 
chemistry, morphology,  and  physiology  of 
aging  as  it  relates  to  the  lung.  The  formal 
presentations  will  thus  serve  as  a basis,  not 
only  to  summarize  the  present  status,  but  to 
delineate  unsolved  problems. 


News  and  Views 

Notes  on  Selected  Actions  of  AMA 
House  of  Delegates — 

In  1962  the  Board  of  Trustees  of  the 
AMA  requested  the  Council  on  Drugs  to 
conduct  a study  of  the  relationship  between 
tobacco  and  disease.  The  Council  failed,  at 
least  for  a time,  to  find  three  individuals 
knowledgeable  in  epidemiology,  statistics, 
and  research  design  to  be  recommended  to 
the  Board  as  a committee  to  conduct  such  a 
study.  It  was  later  ascertained  that  some 
individuals  who  had  been  considered  had 
been  appointed  by  the  United  States  Public 
Health  Service  on  a committee  for  similar 
purpose. 

The  “Board  concluded  that  the  AMA 
should  defer  any  statements  regarding  the 
relationship  of  tobacco  and  disease.  The 
AMA  is  continuing  its  study  of  this  im- 
portant subject  and  is  merely  deferring  any 
public  pronouncement  pending  the  avail- 
ability of  more  information.” 

Furthermore,  after  consideration  of  reso- 
lutions No.  24  (Ohio  Delegation)  and  45 
(Florida  Delegation),  both  requesting  early 
(“immediate,”  Florida)  public  pronounce- 


ment by  the  AMA  in  regard  to  ill  effects  of 
smoking,  the  House  accepted  and  passed  the 
following: 

“Your  committee  is  in  accord  with  the 
opinions  expressed  by  the  Board  of  Trustees 
. . . and  with  the  intent  of  resolutions  24  and 
45,  but  because  of  the  stature  of  the  Ameri- 
can Medical  Association,  it  cannot  incrim- 
inate a single  factor  as  an  etiologic  agent  in 
disease  without  complete  documentation  . . . 
Therefore  we  recommend  that  resolutions  24 
and  45  not  be  adopted  at  this  time  and 
that  the  statements  contained  in  Supplemen- 
tary Report  0 (quoted  above)  of  the  Board 
of  Trustees  be  approved.” 

New  List  of  Officers,  Nebraska 
Pathologists — 

The  following  is  the  listing  of  the  1963- 
64  officers  and  committee  members  of  the 
Nebraska  Association  of  Pathologists: 

Dr.  Milton  Simons —President 

Dr.  E.  D.  Zeman  President-Elect 

Dr.  D.  M.  Fitch Secretary-Treasurer 

Dr.  R.  B.  Wilson  Executive  Commfttee 

Dr.  T.  L.  Perrin  Executive  Committee 

Dr.  Loyd  Wagner  Executive  Committee 

Speeding  Wonder-Drugs  to  the  Sick  People — 

The  implications  of  the  following  release 
from  Eli  Lilly  are  self-evident.  Remember, 
this  is  only  one  biological  company: 

The  largest  new  drug  application  (NDA) 
ever  submitted  by  Eli  Lilly  and  Company 
— all  8,000  pages  of  it — has  been  sent  to  the 
Food  and  Drug  Administration  in  Wash- 
ington. The  application  covers  a drug  for 
use  in  the  psychiatric  field. 

The  NDA  is  one  of  the  first  processed 
by  Lilly  under  the  new  FDA  regulations  is- 
sued in  accordance  with  the  Drug  Amend- 
ments of  1962. 

It  would  take  one  of  the  FDA  reviewing 
officers  fifty  eight-hour  working  days  to 
read  the  Lilly  NDA  if  he  spent  only  three 
minutes  on  each  page. 

The  new  drug  application  contains  de- 
tailed reports  on  the  new  medicine  — its 
chemistry,  its  activity  in  animals,  its  thera- 
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peutic  action  and  side-effects  in  human  be- 
ings. Formerly  summaries  of  this  informa- 
tion were  sufficient  for  the  FDA,  but  now 
they  must  be  accompanied  by  individual  re- 
ports on  the  use  of  the  drug  in  each  animal 
and  each  subject  or  patient  by  each  investi- 
gator. 

Some  150  investigators  studied  the  new 
Lilly  drug  in  2,170  subjects.  The  enormous 
task  of  analyzing  the  data  was  done  in  part 
by  electronic  computer.  It  was  possible  to 
encode  the  data  from  1,888  patients  for  the 
computer. 

A Lilly  spokesman  said  that  the  larger 
NDA  does  not  mean  that  more  clinical  work 
is  being  done  by  Lilly  but  merely  that  more 
records  and  reports  are  obligatory. 

Each  copy  of  the  Lilly  application  stands 
34  inches  high.  The  government  gets  three 
copies.  The  company  also  put  together 
thirteen  for  its  own  use  and  for  the  use  of 
other  organizations,  such  as  the  American 
Medical  Association. 


A new  drug  application  for  a psychiatric 
drug  in  several  dosage  foiTns  stands  thirty- 
four  inches  high.  A physician  of  Eli  Lilly 
and  Company  steadies  the  stack  of  8,000 
pages  of  reports.  The  bottles  are  samples 
required  under  the  new  regulations  of  the 
Food  and  Drug  Administration. 


If  all  sixteen  copies  were  put  into  a single  1 1 
stack,  it  would  be  45  feet  4 inches  tall.  j 

1 f 

A group  of  Lilly  employees  worked  many  t 
hours  of  overtime  collating  some  128,000 
pages  of  reports  into  the  sixty-four  volumes 
and  related  summaries  of  the  sixteen  NDA’s. 

The  Lilly  spokesman  traced  the  growth  of 
the  new  drug  applications  in  recent  decades. 

In  1940,  he  said,  the  average  NDA  was  six 
pages  long.  By  1950,  it  was  sixty;  and  by 
1960,  almost  600  pages.  Now  it  is  clear 
that  a 6,000-page  application  could  be  the 
rule  rather  than  the  exception. 

An  NDA  for  another  drug  recently  invest- 
igated by  Lilly  under  the  old  regulations 
would  have  run  at  least  10,000  pages  if  the 
new  rules  had  been  in  effect. 

As  Others  See  Them — 

The  following  bit  of  humor  was  sent  to 
us  by  Dr.  John  D.  Pollack,  of  Norfolk.  It 
is  said  to  be  from  a speech  by  one  of  the 
surgical  nurses  at  Our  Lady  of  Lourdes  Hos- 
pital at  Norfolk  — Sister  Mary  Jude. 

. . . Just  as  in  any  large  university  there 
are  various  types  of  professors,  so  any  scrub 
nurse  can  tell  you  — there  are  various  types 
of  surgeons! 

At  the  head  of  the  list  is  Dr.  Poppit.  He 
is  the  surgeon  who  wants  eveiy  instrument 
from  the  towel  clip  to  large  retractor  popped 
right  into  the  palm  of  his  hand.  (And  it 
better  POP!). 

His  opposite  is  Dr.  Pll-Get-It-Myself. 

Just  try  to  pop  an  instrument  into  his  hand 
and  it’s  like  playing  “See-if-you-can-find- 
my-hand !”  He  wants  every  instrument  laid 
right  down  there  on  the  operating  table 
where  he  can  pick  it  up  himself  — and  you 
keep  your  hands  off! 

Dr.  Dim-Eye  is  the  doctor  who,  despite 
the  powerful  spotlight  equipped  with  6 re- 
flectors, can’t  seem  to  see.  To  everyone  else 
in  the  operating  room,  the  reason  is  obvious 
— his  head  is  in  the  way.  But  no  one  dare 
mention  this  little  fact  to  Dr.  Dim-Eye. 

It’s  better  to  attempt  in  some  way  to  make 
the  light  shine  around  his  head  (or  maybe 
through  it) . And  no  matter  how  many  con- 
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tortions  the  circulating  nurse  may  go 
through  to  adjust  the  light  for  him,  his  only 
comment  is:  “Well,  if  you  can’t  get  it  any 
better,  that’ll  do!’’ 

One  of  my  favorites  is  Dr.  Needles.  If 
you  give  him  a small  needle,  he  says : “Don’t 
you  have  a larger  one?’’  And  if  you  give 
him  a larger  one  he  says:  “Don’t  you  have 
any  between  those  two  sizes?”  If  you  give 
him  your  needle  set  and  ask  him  to  choose 
the  needle  he  wants,  he  usually  takes  the 
first  one  you  gave  him  with  some  comment 
like:  “You  KNOW  I always  use  this  size 
needle!”  In  such  a case,  my  only  comment 
is:  “Yes,  Doctor!” 

Dr.  Tiptable  is  the  surgeon  who,  no  mat- 
ter how  many  operations  he  may  have  per- 
formed on  a certain  table,  never  fails  to  have 
his  first  question  of  the  morning  be:  “Does 
this  table  tip?” 

One  very  amusing  fellow  is  Dr.  Hide-  the- 
Sponge.  If  ever  a sponge  is  unaccounted  for, 
he  is  loud  and  clear  in  his  orders  telling 
everyone  just  where  to  look  for  it,  until  at 
last  it  is  discovered,  hiding  under  his  hand ! 

But  in  spite  of  these  not-so-rare  specimens, 
working  in  the  operating  room  can  be  stim- 
ulating and  satisfying  ... 


News  from  Our  Medical  Schools 

A Midwestern  cancer  research  institute 
was  opened  on  June  9 on  the  University  of 
Nebraska  College  of  Medicine  campus,  in 
Omaha. 

University  of  Nebraska  officials  joined 
with  members  of  the  Eugene  C.  Eppley  Foun- 
dation at  a ribbon  cutting  ceremony,  official- 
ly opening  the  Eugene  C.  Eppley  Institute 
for  Research  in  Cancer  and  Allied  Diseases. 

The  Institute  was  built  through  a two  and 
one-half  million  dollar  gift,  made  on  May 
3,  1960,  by  the  Eppley  Foundation;  $650,- 
000  of  the  gift  was  set  aside  for  the  build- 
ing itself,  with  $1,850,000  for  the  endow- 
ment of  its  program  over  a twenty  year 
period.  A grant  of  $800,000  from  the  Unit- 
ed States  Public  Health  Service  and  $350,000 
from  the  University  of  Nebraska  College  of 


Ribbon-cutting  ceremony  by  Chancellor 
Cliffoi’d  M.  Hardin  (r).  University  of  Ne- 
braska, and  Elton  Loucks,  Eppley  Founda- 
tion. 

Medicine’s  building  fund  were  applied  to- 
ward construction  costs. 

Prior  to  the  ribbon-cutting  ceremony,  t)r. 
James  P.  Cooney,  vice  president  for  medical 
affairs  of  the  American  Cancer  Institute, 
said  that  cancer  investigation  is  the  “great- 
est concerted  effort  in  the  history  of  man 
to  conquer  a disease.” 

The  director  of  the  new  Institute,  Dr. 
Henry  M.  Lemon,  remarked  that  the  six- 
story  Institute  was  being  dedicated  to  the 
“improvement  of  human  knowledge  in  medi- 
cine.” 

Clifford  M.  Hardin,  Ph.D.,  Chancellor  of 
the  University  of  Nebraska,  and  Elton  C. 
Loucks,  president  of  the  Eppley  Board,  par- 
ticipated in  the  ribbon-cutting  ceremony. 

The  six-story  Institute,  plus  a basement, 
consists  of  four  floors  for  laboratories,  two 
for  animal  care  and  building  seiwices  and 
one  for  administrative  offices. 

No  patient-care  beds  are  housed  within 
the  Institute  itself ; patient-care  will  be  ren- 
dered in  the  present  patient-care  areas  of 
University  Hospital.  The  Institute  was 
planned  as  a flexible  adjunct  to  the  existing 
research  laboratories  and  patient-care  areas 
of  the  College  of  Medicine.  Several  tunnels 
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DR.  HENRY  M.  LEMON 
Dii’ector  of  the  Eppley  Institute  for  Research 
in  Cancer  and  Allied  Diseases 


connect  the  Institute  to  the  present  facili- 
ties on  the  medical  campus. 

Initial  research  projects  will  include  the 
pathogenesis  of  aging  and  cancer,  drugs  and 
hormonal  effects  on  the  central  nervous  sys- 
tem, investigation  of  the  relationship  of 
parathyroid  disease  to  “osteoporosis,”  hu- 
man genetic  studies,  new  anticancer  drug 
development  and  improvement  in  cancer 
chemotherapy  methods.  The  Eppley  staff 
will  consist  of  150  to  two  hundred  people. 

Actual  moving  date  into  the  new  Institute 
is  scheduled  for  July  1,  1963.  Cancer  re- 
search has  been  conducted  in  temporary 
quarters  in  University  Hospital. 

FIRST  EPPLEY  SCIENTIFIC 
SYMPOSIUM 

On  Monday,  June  10,  seven  of  the  fore- 
most researchers  in  cancer,  together  with 
faculty  members  from  the  University  of  Ne- 


braska and  one  from  Creighton  University, 
presented  the  First  Eugene  C.  Eppley  Scien- 
tific Symposium  on  “DNA  Disease.” 

Nationally  renowned  speakers  on  the  pro- 
gram were  Dr.  Sidney  Farber,  director  of 
the  Children’s  Cancer  Research  Founda- 
tion and  professor  of  pathology  at  the  Har- 
vard Medical  School;  Dr.  Robert  J.  Hueb- 
ner,  chief  at  the  Laboratory  of  Infectious 
Diseases,  National  Institute  of  Allergj'  and 
Infectious  Diseases,  National  Institutes  of 
Health;  Dr.  Roy  Hertz,  chief  of  the  Endo- 
crinology Branch,  National  Cancer  Insti- 
tute, National  Institutes  of  Health;  Dr.  M. 
Lois  IMurphy,  Sloan-Kettering  Institute  for 
Cancer  Research  and  associate  professor  of 
pediatrics  at  the  Cornell  University  Medical 
College;  Dr.  Raymond  M.  Rice,  vice  presi- 
dent for  medical  affairs  for  Eli  Lilly  and 
Company;  Dr.  Monto  Mo,  associate  profes- 
sor of  microbiologj’  at  the  Graduate  School 
of  Public  Health,  University  of  Pittsburgh; 
and  Dr.  Igor  Tamm,  associate  professor  at 
the  Rockefeller  Institute. 

Approximately  150  physicians  from  Ne- 
braska and  surrounding  states  attending  the 
one-day  symposium  which  dealth  with  asr 
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pects  of  cancer,  birth  defects,  drugs  and 
viruses. 

DEDICATORY  BANQUET 

Keynote  speaker  for  the  dedicatory  ban- 
quet, which  was  held  at  the  Sheraton-Fon- 
tenelle  Hotel  in  downtown  Omaha,  was  Dr. 
Sidney  Farber.  He  addressed  the  180  guests 
on  “The  Promise  of  Cancer  Research.” 

Man  can  retain  his  optimism  in  the  eradi- 
cation of  cancer.  Dr.  Farber  commented  in 
his  keynote  address,  Monday  evening.  “We 
are  just  beginning  to  know  the  biochemical 
differences  between  the  normal  cell  and  the 
cancer  cell;”  possibly  one  day  “these  differ- 
ences will  be  so  clearly  defined  that  correc- 
tion of  them  may  be  accomplished  as  simply 
as  we  now  prevent  rickets,  scurvy  or  pel- 
legra,”  he  pointed  out. 

Dr.  Farber  said  that  the  aims  of  cancer 
research  are  the  discovery  of  new  methods 
of  treatment  and,  ultimately,  its  cure;  the 
discovery  of  the  causes  of  cancer  and  make 
possible  its  prevention;  and  a means  of  de- 
tecting the  biochemical  abnormalities  re- 
sponsible and  then  to  eradicate  the  disease 
from  medical  history. 

“We  are  told  that  in  this  year  more  than 
260  thousand  Americans  will  die  of  cancer,” 
Dr.  Farber  explained. 

The  Eppley  Research  Institute  is  a “splen- 
did model  for  the  country,”  he  said,  and  is 
an  excellent  example  of  the  joint  efforts 
of  private  philanthropy,  state  and  federal 
support  and  the  voluntary  health  agencies. 

The  Woman's  Auxiliary 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  presented  a check  for 
$278,410.35  to  the  AMA-Education  and  Re- 
search Foundation  during  the  recent  annual 
convention  of  the  AMA  at  Atlantic  City, 
N.J.  The  presentation  was  made  by  Mrs. 
William  G.  Thuss,  president  of  the  Aux- 
iliary. 

Donna  Reed  Award — 

Atlantic  City  — Donna  Reed,  star  of  tele- 
vision and  movies,  received  a special  com- 


mendation from  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  recently 
for  her  portrayal  of  a doctor’s  wife  in  “The 
Donna  Reed  Show”  television  program. 

Mrs.  William  G.  Thuss,  Birmingham,  Aux- 
iliary president,  presented  the  award  to 
Miss  Reed  at  the  organization’s  40th  annual 
convention  at  Atlantic  City’s  Haddon  Hall 
Hotel. 

The  presentation  marked  the  first  time 
that  the  Auxiliary  has  conferred  such  an 
honor  on  a non-member. 

Miss  Reed,  who  was  on  hand  to  receive 
the  award,  has  portrayed  the  wife  of  a 
small-town  pediatrician  for  more  than  five 
years. 

The  citation  said: 

“The  Woman’s  Auxiliary  to  the  American 
Medical  Association  takes  pleasure  in  pre- 
senting this  expression  of  high  regard  and 
appreciation  to  Donna  Reed.  Through  her 
television  program  she  exemplifies  the  ideals 
and  dedication  of  the  doctor’s  wife  in  a 
warmly  understanding  and  convincing  man- 
ner.” 

Report  of  40th  Annual  Woman’s  Auxiliary 
Convention  to  the  AMA  by  Margaret  N.  Wolfe — 

Auxiliary  members’  service  is  the  best 
possible  communications  to  the  layman,  and 
“while  we  recognize  that  actions  speak  more 
loudly  than  words,  the  words  which  follow 
our  demonstrations  are  important  and  bet- 
ter received,”  the  new  president  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation said  in  her  inaugural  address. 

In  assuming  the  presidency,  Mrs.  C.  Rod- 
ney Stoltz,  Watertown,  S.D.,  said  that  com- 
prehension is  the  key  to  future  success  and 
“our  first  need  is  to  communicate  with  our- 
selves.” 

“If  each  one  truly  communicates,  giving 
recognition  to  our  aims,  our  program  and 
our  accomplishments,  the  Auxiliary  will 
stand  the  test  of  scrutiny.  We  can  and 
should  invite  it:  Scrutiny  by  our  own  mem- 
bers, members  of  our  medical  societies,  po- 
tential members  and  the  public.  One  of  the 
most  overlooked  aspects  of  evaluation  is  the 
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process  of  being  asked  penetrating  ques- 
tions and  being  required  to  give  a considered 
answer,”  Mrs.  Stoltz  said. 

“Our  goal  for  the  year  is  both  to  Serve 
and  Communicate,”  she  added. 

]\Irs.  Stoltz  succeeds  Mrs.  William  G. 
Thuss,  Birmingham,  Ala.  The  new  presi- 
dent-elect is  Mrs.  William  H.  Evans,  Youngs- 
town, Ohio. 

Other  Auxiliary  officers  installed  at  the 
40th  annual  convention  in  Atlantic  City  in- 
clude: Mrs.  John  M.  Chenault,  Decatur, 
Ala.,  first  vice  president;  Mrs.  Howard  Lili- 
jestrand,  Honolulu,  Hawaii,  constitutional 
secretary,  and  Mrs.  C.  R.  Pearson,  Baraboo, 
Wis.,  treasurer. 

Regional  vice  presidents  are:  Mrs.  Wil- 
liam Stone,  Baltimore,  Md.,  eastern;  Mrs. 
Earl  W.  Roles,  Prospect,  Ky.,  southern ; Mrs. 
Richard  A.  Sutter,  St.  Louis,  Mo.,  north  cen- 
tral, and  Mrs.  G.  Prentiss  Lee,  Portland, 
Ore.,  western.  Directors  elected  for  two 
years  are:  Mrs.  E.  R.  W.  Fox,  Coeur  d'Alene, 
Ida. ; Mrs.  Lemuel  C.  McGee,  Wilmington, 
Del.,  and  Mrs.  Morton  Arnold,  Windham 
Center,  Conn. 

A check  for  $278,410.35  was  presented  to 
the  AMA  Education  and  Research  Founda- 
tion, representing  a contribution  of  unre- 
stricted funds  for  medical  schools  and  addi- 
tional funds  for  the  student  loan  guarantee 
program.  The  Ethel  Gastineau  Trophy  was 
awarded  jointly  to  the  Woman’s  Auxiliaiy 
to  the  Ohio  State  Medical  Association  and 
the  Woman’s  Auxiliary  to  the  Tennessee 
Medical  Association,  in  recognition  of  their 
outstanding  service  to  the  AMA-ERF  pro- 
gram. 

Ohio  also  won  the  award  for  the  largest 
contribution  by  a state,  and  Tennessee  won 
the  award  for  the  largest  per  capita  contri- 
bution by  a state.  County  Auxiliaries  cited 
for  outstanding  efforts  in  AMA-ERF  were: 
Crawford,  111.;  Medina,  Ohio;  Macomb, 
IMich.;  Greeneville,  S.C.;  Hamilton,  Tenn., 
and  Los  Angeles,  Calif. 

Other  convention  highlights: 

— Presentation  of  a special  commendation 
to  Donna  Reed,  television  actress,  for 


her  portrayal  of  a doctor’s  wife.  In 
accepting  the  award.  Miss  Reed  said 
that  it  was  particularly  pleasing  that  it 
came  from  the  segment  of  society  which 
they  tried  to  portray  on  their  program. 

— Presentation  of  a special  health  mobili- 
zation award  — the  first  of  its  kind 
to  a women’s  organization.  In  making 
the  presentation.  Dr.  Gabriel  Ferraz- 
zano,  chief  of  the  Public  Health  Serv- 
ice’s Division  of  Health  Mobilization, 
commended  the  Auxiliary  for  its  out- 
standing nationwide  service  in  civil  de- 
fense. 

— Dr.  George  Fister,  then  AMA  presi- 
dent, praised  the  Auxiliary  for  its  work 
and  said  that  “if  our  past  proclaims 
our  future,  then  the  finest  form  of 
medicine  in  the  w o r 1 d will  be  pre- 
served.” 

— Dr.  Edward  R.  Annis,  new  AMA  presi- 
dent, urged  physicians’  wives  “not  to 
sin  by  silence.”  “It  should  be  the  per- 
sonal goal  of  every  Auxiliary  member 
to  tell  medicine’s  story  so  that  both  sides 
will  be  heard.  Never  be  too  busy  to 
tell  the  truth,”  he  said. 

— A discussion  of  “Telling  Our  Story 
...  To  the  Public,  To  the  Medical 
Profession  and  To  the  Auxiliary  Mem- 
bership.” Mrs.  Muriel  Fox  Aronson, 
vice  president  of  a public  relations  firm ; 
Robert  Riley,  the  AMA  News  editor, 
and  Mrs.  John  Wagner,  Auxiliary  Pub- 
lications Committee  chairman,  spoke  on 
communications  methods. 

Business  sessions  were  devoted  to  state 
and  national  reports  and  speeches  by  Con- 
gressman Bruce  Alger,  Project  HOPE 
President  William  Walsh,  MD,  and  AMA 
staff  personnel. 

Total  registration : 1,325. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  Tlie  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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Know  Your 
Blue  Shield  Plan 


New  England  Plans  Hold  Fourth  Annual 
Professional  Relations  Conference — 

The  Blue  Shield  Plans  serving  Connecti- 
cut, Massachusetts,  Maine,  New  Kampshire- 
Vermont,  and  Rhode  Island  held  their 
fourth  annual  professional  relations  confer- 
ence in  Groton,  Connecticut  last  month  and 
attracted  a record  number  of  physician  dele- 
gates to  the  two-day  meeting  that  featured 
presentations  on  public  relations,  market- 
ing and  the  physician’s  role  in  Blue  Shield. 

Dr.  Daniel  F.  Hanley,  executive  director 
of  the  Maine  Medical  Association,  told  the 
delegates  that  physicians  should  lend  their 
active  support  in  promoting  the  Blue  Shield 
program  among  their  patients,  because 
“.  . . the  welfare  of  the  doctor  and  Blue 
Shield  are  identical,”  and  what  “.  . . is  good 
for  Blue  Shield  is  good  for  medicine.”  Dr. 
Hanley  urged  physicians  to  explain  to  pa- 
tients the  importance  of  making  proper  use 
of  their  Blue  Shield  benefits  and  said  that 
doctors  should  place  special  emphasis  on  get- 
ting patients  to  understand  that  making  un- 
necessary demands  on  their  Blue  Shield  cov- 
erage can  adversely  affect  the  solvency  of 
the  program  and  lead  eventually  to  an  infla- 
tion of  the  rates  charged  for  coverage.  Dr. 
Hanley  emphasized  that  the  greatest  single 
responsibility  a physician  has  to  Blue  Shield 
is  to  see  to  it  that  the  program  is  used 
properly. 

Dr.  Hanley  also  urged  physicians  to  study 
objectively  the  service  benefit  feature  of 
Blue  Shield  because  he  said  he  felt  that 
“.  . . the  service  feature  can  be  used  by 
the  doctor  to  protect  the  voluntary  medical 
system.”  He  said  he  believed  the  service 
feature  of  Blue  Shield  was  devised  largely  in 
the  patient’s  interest,  but  said  he  felt  it  has 
come  to  serve  as  a means  of  protecting  the 
interests  of  the  doctor  as  well. 

Mr.  Howard  Cadwell,  president  of  the 
Western  Massachusetts  Electric  Company, 
told  the  delegates  that  the  public  relations 
problems  of  public  utilities  appeared  to  co- 


incide in  some  respects  to  those  of  the  medi- 
cal profession  and  pointed  out  that  physi- 
cians might  find  public  attitudes  toward  the 
medical  profession  influenced  by  the  same 
confusion  of  terms  as  the  attitudes  once  held 
toward  public  utility  companies.  Cadwell 
said  that  when  the  utility  companies  under- 
took their  public  relations  programs  they 
quickly  learned  the  value  of  opinion  sampling 
in  deteiTnining  the  specific  areas  of  misun- 
derstanding to  be  overcome  in  their  public 
relations  efforts.  Cadwell  said  he  felt  that 
the  medical  profession  should  adopt  similar 
opinion  sampling  techniques  in  developing 
its  public  relations  efforts  in  order  to  avoid 
the  costly  unproductive  efforts  that  can  re- 
sult when  assumptions  are  made  about  pub- 
lic opinion  in  developing  specific  public  re- 
lations activities. 

Others  who  addressed  the  conference  were 
W.  T.  Gove,  president  of  the  Bill  Gove  Or- 
ganization, Coral  Gables,  Florida,  and  Mack 
Hanan,  managing  partner  of  Hanan  and 
Son,  New  York. 

Group  discussion  sessions  were  again  a 
feature  of  the  two-day  New  England  con- 
ference, which  continues  to  serve  as  an  ef- 
fective professional  relations  activity  for 
New  England  Plan  trustees  and  medical  so- 
ciety representatives. 

The  above  is  reprinted  from  the  National 
Association  of  Blue  Shield  Plans  June  News- 
letter. 

DO  YOU  KNOW  WHY  ...  A husband 
and  wife  have  to  pay  the  same  Blue  Cross 
and  Blue  Shield  Family  rate  as  a man  who 
has  a wife  and  four  children? 

Studies  over  the  years  of  hospital  and 
doctor  bills  show  that  it  costs  Blue  Cross 
and  Blue  Shield  no  more  to  protect  a family 
with  a number  of  children  than  it  does  just 
a man  and  wife  (two-person  family). 

Generally  speaking,  the  two-person  fam- 
ily is  one  where  the  children  are  grown  and 
the  husband  and  wife  are  in  their  later 
years.  Statistics,  again,  have  proved  that 
children  and  adults  under  age  40  are  hos- 
pitalized for  shorter  periods  than  those  in 
the  upper  age  brackets.  A new  baby,  a ton- 
sillectomy and  a broken  arm  — typical 
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among  growing  families  — would  not  cost 
as  much  as  a broken  hip  or  a stroke  for  an 
older  person. 

Granted  every  two-person  family  is  not 
in  the  upper  age  bracket.  But  it  would  be 
impossible  to  have  coverage  designed  for 
every  individual  situation.  Blue  Cross  and 
Blue  Shield  base  their  coverage  on  the  mem- 
bership’s average  needs.  Rates,  therefore, 
coincide  with  these  averages. 

Also,  it  costs  less  to  administer  the  Plans 
with  only  two  classes  of  contracts  — Indi- 
vidual and  Family. 


TUBERCULOSIS  ABSTRACTS 

CONTROLLED  TRIAL  OF  THE  PROPHYLACTIC 
TUBERCULOSIS  MORBIDITY  IN  A 
USE  OF  ISONIAZID  AMONG 
HOUSEHOLD  CONTACTS 

— Shirley  H.  Ferebee  and  Frank  W.  Mount,  MD.  The 
American  Review  of  Respirator>'  Diseases,  April,  1962. 

Results  of  a controlled  study  among  close  con- 
tacts of  newly  reported  tuberculosis  cases  sug- 
gest that  isoniazid  prophylaxis  may  be  a valu- 
able addition  to  a tuberculosis  contact  pro- 
gram. 

Isoniazid  has  four  requisites  of  the  ideal  pro- 
phylactic agent  for  tuberculosis:  it  is  extremely 
effective  in  treatment,  safe,  cheap,  and  easy  to 
take.  Therefore,  the  Tuberculosis  Program  of  the 
Public  Health  Service  has  undertaken  a series  of 
controlled  trials  of  the  prophylactic  usefulness  of 
isoniazid  in  different  situations. 

One  of  these  trials  was  among  household  asso- 
ciates of  new  cases  of  tuberculosis  who  were  en- 
rolled in  the  study  at  the  time  the  index  case  was 
reported  to  the  health  department.  The  present 
report  is  limited  to  tuberculosis  morbidity  obseiwed 
in  this  trial. 

PLAN  OF  STUDY 

Contacts  of  5,677  persons  with  newly  re- 
reported tuberculosis  entered  the  trial.  They  were 
located  in  39  communities  across  the  southern  part 
of  continental  United  States  and  in  Puerto  Rico. 
After  excluding  479  cases  of  active  tuberculosis 
found  on  original  examination  of  the  contacts,  25,- 
033  were  entered  in  the  prophylaxis  trial.  Of  these, 
12,594  were  assigned  placebo  and  12,439,  isoniazid. 
The  plan  of  the  study  was  such  that  only  the  cen- 
tral office  (PHS)  knew  the  code  by  which  bottles 
of  placebo  or  isoniazid  were  assigned.  All  contacts 
within  one  household  were  assigned  the  same  medi- 
cation, that  is,  all  had  isoniazid  or  all  had  placebos. 
Each  contact  was  asked  to  take  the  prescribed 
number  of  pills  for  one  year.  Daily  dosage  was  on 
the  basis  of  5 milligrams  per  kilogram  of  body 
weight,  or,  for  adults,  approximately  300  mg. 

During  the  medication  year,  24  persons  on  placebo 


and  34  on  isoniazid  (excluding  five  known  not  to 
have  taken  the  pills)  died  of  nontuberculous  causes. 

Boards  of  clinical  investigators  reviewed  the 
clinical,  bacteriologic,  and  roentgenographic  evidence 
on  all  cases  of  tuberculosis  without  knowledge  of 
the  prophylactic  medication  the  subjects  had  re- 
ceived. 

ACTIVITY  STATUS 

Roentgenographic  evidence  of  active  primary 
tuberculosis  was  detected  during  the  medication 
year  in  29  persons  receiving  placebo  and  22  re- 
ceiving isoniazid.  Among  those  uninfected  at  the 
start  of  the  trial,  16  cases  occuiu'ed  in  the  placebo 
group  and  5 in  the  isoniazid  group.  Twelve  of 
the  placebo  cases  and  3 of  the  isoniazid  involved 
only  enlargement  of  the  lymph  nodes,  while  4 
placebo  cases  and  2 isoniazid  showed  both  paren- 
chymal lesions  and  enlargement  of  lymph  nodes. 

Isoniazid  had  no  effect  on  the  number  of  cases 
of  priman,'  tuberculosis  detected  during  the  year 
among  those  infected  (tuberculin  positive)  at  the 
start  of  the  trial,  with  13  cases  in  the  placebo 
group  and  17  in  the  isoniazid  gi'oup.  It  is  generally 
agreed  that  the  perifocal  reaction  discernible  on 
roentgenograms  appears  at  approximately  the  same 
time  as  skin  sensitivity  to  tuberculin.  This  sug- 
gests that  cases  among  the  initially  infected  detected 
after  the  start  of  trial  may  represent  primary  dis- 
ease actually  present  on  entry. 

Only  12  cases  of  primai-y  disease  have  been 
obseiwed  since  the  participants  completed  their  year 
of  medication,  6 in  the  placebo  group  and  6 in 
the  isoniazid. 

During  the  year,  extrapulmonary  tuberculosis 
developed  in  20  contacts,  16  of  these  had  been  as- 
signed placebo  and  4 isoniazid. 

Pulmonary  tuberculosis  developed  during  the  year 
in  62  persons  assigned  placebo  compared  with  14 
persons  assigned  isoniazid.  The  difference  is 
highly  significant  statistically. 

The  review  board  classified  each  case  by  the 
stage  of  disease  at  the  time  the  case  was  dis- 
covered by  the  health  department.  Nearly  one 
fourth  had  minimal  disease;  one  half  had  mod- 
erately advanced  disease;  the  others,  far  advanced 
disease. 

RISK  FACTORS 

The  risk  of  tuberculosis,  chiefly  primary  dis- 
ease, was  high  for  children  less  than  5 years  of 
age,  but  very  low  for  children  from  5 to  9 years. 
Ten  to  14  years  appeared  to  be  a period  of  transi- 
tion from  low  risk  to  the  high  rate  of  pulmonary 
disease  in  young  adults.  After  age  15,  the  risk 
remained  high  until  age  30,  when  it  declined 
slightly,  Artth  a considerable  reduction  after  45 
years  of  age. 

The  size  of  the  initial  tuberculin  reaction  was 
directly  related  to  the  risk  of  the  disease.  The  risk 
was  lowest  for  contacts  with  reactions  of  less  than 
5 mm.  of  induration  to  5 TU  of  PPD-S  and  in- 
creased with  the  size  of  reaction  to  a rate  of 
20  per  1,000  for  those  with  the  largest  reactions. 

Adult  contacts  in  the  placebo  group  who  subse- 
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quently  developed  active  tuberculosis  weighed  less 
than  the  average  at  the  time  they  entered  the 
trial.  The  initial  weights  of  children  who  de- 
veloped tuberculosis  did  not  differ  from  the  average. 

Whether  a course  of  isoniazid  will  eradicate  an 
old  infection  so  that  it  will  never  activate  may  be 
learned  from  continued  obseiwation  of  the  par- 
ticipants. At  present,  the  data  will  not  support  the 
hypothesis  that  isoniazid  can  permanently  affect 
a dormant  tuberculous  focus.  On  the  other  hand  it 
would  seem  possible  that  isoniazid  could  permanent- 
ly alter  the  course  of  a new  infection  by  eradicating 
the  tuberculous  focus  and  its  seedings,  thus  mak- 
ing subsequent  endogenous  reactivation  impossible. 
The  prevention  of  primary  disease  among  the  ini- 
tially uninfected  and  the  prevention  of  extrapul- 
monary  disease  give  encouragement  to  this  point 
of  view.  If  this  possibility  should  prove  correct, 
prophylactic  isoniazid  could  be  particularly  useful 
in  populations  in  which  much  new  infection  is  oc- 
curring. However,'  all  populations  with  high  rates 
of  tuberculin  reactors  cannot  automatically  be  as- 
sumed to  have  much  recent  infection. 

At  least  two  thirds  of  the  contacts  in  this  trial 
apparently  took  their  pills  with  a high  degree 
of  regularity.  From  a strictly  pi-actical  point  of 
view,  enough  contacts  took  enough  pills  to  cause 
a considerable  reduction  in  tuberculosis.  This  re- 
sponse must  be  credited  largely  to  the  interest 
taken  in  these  families  by  the  cooperating  health 
departments  and  probably  also  to  the  awareness 
of  danger  on  the  part  of  the  immediate  family. 

Efficiently  organized,  the  cost  of  adding  isoniazid 


prophylaxis  to  an  established  contact  program 
should  be  very  little.  Furthermore,  an  active  pro- 
cedure to  prevent  tuberculosis  added  to  the  usual 
passive  policy  of  watchful  waiting  should  improve 
considerably  the  cooperation  of  contact  families. 


The  Dumping  Syndrome:  An  Interpretation 

— H.  C.  Kellner  and  S.  M.  Mellinkoff,  Gas- 
troenterology 44 : 424  (April)  1963. 

The  dumping  syndrome  represents  a com- 
plex and  variable  mixture  of  psychological 
disorders  which  tend  to  ensue  when  the  nor- 
mal gastric  emptying  mechanisms  are  sur- 
gically altered.  This  tendency  is  fortified  in 
proportion  to  the  degree  of  alteration,  but, 
with  the  usual  standard  operations,  most 
patients  adapt  themselves  to  the  new  situa- 
tion without  clinically  significant  handicaps. 
In  those  who  do  not  become  adapted  to  the 
new  situation  and  develop  persistent  dump- 
ing, a variety  of  physiological  and  bio- 
chemical aberrations  have  been  found,  but 
the  central  cause  of  failure  to  adapt  is  usual- 
ly an  emotional  one,  and  ordinarily  therapy 
should  be  directed  towards  the  motivation  of 
the  patient. 
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Books 


“Bilharziasis,”  a Ciba  Foundation  Symposium,  edit- 
ed by  G.  E.  W.  Wolstenholme,  MRCP,  and  Maeve 
O’Connor.  Published  in  May,  1963  by  Little, 
Brown  and  Company  of  Boston.  433  pa^es  with 
46  illustrations.  $11.50. 

In  this  symposium,  twenty-six  world  authorities 
from  Egy’pt,  Brazil,  Ireland,  West  Germany,  Ghana, 
Switzerland,  China,  Transvaal,  England,  Tangan- 
yika, Kenya,  and  the  U.S.A.,  convened  at  the  Mena 
House  Hotel  in  Cairo,  Egypt  from  18  through  22 
March,  1962  to  discuss  modern  aspects  of  research 
on  bilharziasis  and  its  control.  In  addition  to  sum- 
marizing progress  to  date,  their  findings  delineate 
many  hopeful  lines  of  attack  for  the  future.  The 
discussions  begin  with  the  epidemiology  of  bil- 
harziasis, the  ecology  of  its  intermediate  hosts, 
and  the  parasites  and  their  intermediate  hosts.  They 
continue  with  the  physiology  of  the  schistosomes, 
clinical  and  pathological  aspects  of  bilharziasis,  and 
current  immunological  studies  and  chemotherapy. 
Concluding  discussions  cover  the  use  of  mollusci- 
cides  in  bilharziasis  control,  bilharziasis  control  in 
rural  health  programs,  and  the  modfication  of  habi- 
tats in  the  control  of  bilharbiasis,  with  special 
reference  to  water  resource  development. 

Held  in  association  with  the  Egyptian  Medical 
Association,  this  symposium  commemorated  Dr. 
Theodor  Maxmilian  Bilharz  (1825-1862). 


“Handbook  of  Pediatric  Medical  Emergencies”  by 
A.  G.  DeSanctis,  MD,  and  Charles  Varga,  MD, 
and  9 other  contributors.  Published  in  July, 
1963  by  The  C.  V.  iMosby  Company  of  St.  Louis, 
Missouri.  457  pages  with  85  illustrations.  $12.75. 

The  material  in  this  handbook  was  prepared  to 
seiwe  as  a guide  for  physicians  enrolled  in  the 
courses  offered  by  the  Pediatric  Department  of  the 
Post-Graduate  Medical  School,  New  York  Univer- 
sity — Bellevue  Medical  Center.  Advances  in  the 
emergency  care  of  infants  and  children  are  constant- 
ly being  reported,  and  the  authors  have  selected  the 
most  valuable  and  the  ones  that  have  proven  to  be 
effective.  Chapter  headings  include  the  following: 

a.  Cardiovascular  emergencies 

b.  Metabolic  emergencies 

c.  Genitourinary  emergencies 

d.  Neurologic  emergencies 

e.  Respiratoiy  emergencies 

f.  Emergencies  in  the  newborn 

g.  Pediatric  anesthesia 

h.  Shock 

i.  Hemorrhage 

j.  Emergencies  due  to  physical  and  chemical 
agents 

k.  Eye  injuries 

l.  Emergencies  due  to  hypersensitivity  and 
toxins 


m.  Psychiatric  emergencies 

n.  Poisoning 

o.  Commercial  sources  of  poisons  and  poisons 
generally  found  in  household  articles 

p.  The  physician’s  responsibilities  in  cases  of 
poisoning 

q.  Parameters  to  be  used  for  guiding  fluid  and 
drug  therapy 

r.  Dosages  of  drugs  commonly  used  in  emer- 
gencies; time-action  factors  of  the  insulins; 
and  disturbances  of  acid-base  equilibrium 

This  reader  was  especially  interested  in  the 
chapter  on  Metabolic  Emergencies  written  by  Hans 
G.  Keitel,  MD,  Director  of  Pediatrics  at  The  Jef- 
ferson Medical  College  in  Philadelphia.  This  en- 
tire chapter  was  taken,  with  slight  modifications 
and  additions,  from  Dr.  Keitel’s  recent  book,  “The 
Patho-physiology  and  Treatment  of  Body  Fluid  Dis- 
turbances.” This  reviewer  worked  with  Dr.  Keitel 
in  1948-1950,  and  it  is  with  pleasure  that  Dr. 
Keitel’s  advancement  in  position  and  responsibility 
is  noted. 

This  book  is  now  in  its  3rd  edition,  and  it  should 
prove  to  be  near  the  top  on  the  medical  book  best- 
seller list. 


“Annals  of  Life  Insurance  Medicine — 1962,  Volume 
1,”  edited  by  Eugene  V.  Higgins,  MD,  and  Harry 
E.  Ungerleider,  MD  of  New  York;  and  H.  Jeck- 
lin,  5ID,  and  Ernst  Tanner,  MD  of  Zurich.  Pub- 
lished by  Springer- Verlag  of  Berlin-Gottingen- 
lished  by  Springer- Verlay  of  Berlin-Gottingen- 
Heidelberg. 

Mention  is  made  of  this  new  publication,  the 
first  of  a projected  series  of  similar  books,  dealing 
with  the  medical  problems  of  the  life  insurance 
industry. 

Chapter  headings  include  the  following: 

a.  The  Investigation  of  Mortality 

b.  Metabolic  Causes  of  Myocardial  Ischemia 

c.  Ethnological  and  Clinical  Considerations  on 
the  Relationship  Between  Body  Weight  and 
Arteriosclerosis 

d.  An  Appraisal  of  the  Exercise  Electrocardio- 
gram Test 

e.  The  Prognastic  Implications  of  the  Electro- 
cardiogram 

f.  Cancer  — the  Challenger 

g.  The  Demonstration  of  Anti-hypertensive 
Substances  in  the  Urine 

The  above  articles  have  been  written  by  out- 
standing authorities  and  deserve  the  attention  of 
the  practicing  physicians,  the  teachers  in  our  medi- 
cal schools,  and  their  students. 
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“A  Manual  for  Simple  Burial,”  edited  by  Ernest 
Morgan.  Published  in  December,  1962  by  The 
Celo  Press  of  Burnsville,  North  Carolina.  64 
pages.  $1.00. 

This  small  paper-bound  book  has  been  published 
to  encourage  simplicity,  economy,  and  dignity  in 
funeral  arrangements.  The  author  protests  osten- 
tatious and  extravagant  funerals,  and  he  tells  how 
individuals  can  fonn  Memorial  Societies  and  by 
means  of  such  a “co-operative  gi'oup”  can  make 
arrangements  with  local  funeral  directors  and  mor- 
tuaries for  simple,  inexpensive  funerals.  He  tells 
about  funeral  pre-payment  plans  that  are  work- 
ing in  many  communities. 

In  addition,  the  author  outlines  the  proper  pro- 
cedures to  be  followed  in  the  event  that  one  wishes 
to  bequeath  his  eyes  to  relieve  blindness  in  others. 
Listed  are  the  addresses  of  all  of  the  active  Eye 
Banks  in  the  United  States  and  Canada. 

Also  outlined  is  the  procedure  to  be  followed  by 
those  wishing  to  bequeath  their  bodies  to  medical 
and  dental  schools.  Listed  are  the  requirements 
of  the  various  medical  schools  and  state  anatomical 
boards  in  the  United  States  and  Canada. 


“Intestinal  Biopsy,”  the  Proceedings  of  the  Ciba 
Foundation  Study  Group  Number  14,  edited  by 
G.  E.  W.  Wolstenholme,  MRCP,  and  Margaret 
P.  Cameron.  Published  in  May,  1963  by  Little, 
Brown  and  Company  of  Boston.  120  pages  with 
53  illustrations.  $2.95. 


Twenty-one  eminent  physicians  from  Spain,  Aus- 
tralia, England,  Portugal,  Scotland,  France,  Hol- 
land, and  the  U.S.A.  assembled  at  the  Institute  of 
Clinical  and  Medical  Investigation  in  Madrid  on 
23  May  1962  to  discuss  intestinal  biopsy  and  its 
relationship  to  the  diagnosis  and  treatment  of  dis- 
eases affecting  the  intestine. 


Papers  read  and  discussed  included  the  following: 


a. 

Dissecting  microscope  appearances 
intestinal  mucosa 

of 

the 

b. 

Electron  microscope  study  of  fat  absoi-ption 
in  normal  subjects  and  in  patients  with 

idiopathic  steatorrhoea 

c. 

The  effects  of  a gluten-free  diet 
testinal  histology  in  coeliac  disease 

on 

in- 

d. 

The  significance  of  mucosal  damage 

e. 

Biopsy  studies  on  the  pathogenesis 
eliac  sprue 

of 

co- 

f. 

Intestinal  biopsy  in  tropical  sprue 

FMN 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthi’itis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 


August,  1963 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbuiy,  Nebraska 

National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wrn.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

.American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  Piesident 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 

Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 

Nebraska  Diabetes  Association 

J.  William  Hervert,  M.D.,  President 

Mr.  Tom  Skillman,  Secretary 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Division 

American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Heart  Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pharmaceutical  A.ssociation 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 

Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  State  Pediatric  .Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
.502  South  44th,  Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Sustained 

high-level  protection 
in  peptic  ulcer 

all  day 


all  night 

with  b.  /.  d.  dosage 

PRO-BANTHINE  P.  A’. 

Brand  of  PROPANTHELINE  Bromide 

Prolonged- Acting  Tablets -30  mg. 


Pro-Banthlne  P.A.  provides  the  full  anticholinergic  benefit 
of  Pro-Banthlne®  plus  the  greater  convenience  and  more 
consistent  therapeutic  effect  of  a long-acting  dosage  form. 

Asher^  has  summarized  the  advantages  of  prolonged- 
action  dosage  forms:  “First,  they  should  be  of  great  value  in 
the  suppression  of  night  acid  secretion  in  the  ulcer  patient. 
Also,  in  the  ulcer  patient,  with  high  acid  secretion  during 
the  day  these  drugs  should  be  of  help  when  used  with  regu- 
lar doses  of  shorter-acting  anticholinergic  agents.  A third 
application  is  in  the  chronic  treatment  of  certain  patients 
whose  tendency  to  recurrent  ulcer  has  been  established.” 
Pro-Banthlne  P.A.  offers  consistent,  sustained  anticholin- 
ergic effects  for  more  consistent  suppression  of  acid  secre- 
tion and  motility  on  simple  twice  or  thrice  daily  dosage  in 
most  patients. 

e.D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


Suggested  Adult  Dosage: 

One  tablet  at  bedtime  and  one  in  the 
morning,  supplemented,  if  necessary,  by 
additional  tablets  of  Pro-Banthlne  P.A. 
or  standard  Pro-Banthlne  to  meet  indi- 
vidual requirements. 

Pro-Banthlne  P.A. 

is  supplied  as  capsule-shaped,  peach- 
colored  tablets  of  30  mg.  each. 

Contraindications: 

Glaucoma;  severe  cardiac  disease. 

Possible  Side  Actions: 

Xerostomia,  mydriasis  and,  occasionally, 
hesitancy  in  urination.  Theoretically,  a 
curare-like  action  may  occur. 


1.  Asher,  L.  M.:  The  Choice  of  Anticholinergic  Drugs 
in  the  Treatment  of  Functional  Digestive  Diseases, 
Amer.  J.  Dig.  Dis.  4:260-275  (April)  1959. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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(magnesium-aluminum  hydroxide  gel) 

I 

Practically  standard  treatment,  now.  for  perforated  ulcer.  Why  is  Maalox  included?  Antacid  therapy  ; 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  on 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation — three  important  reasons  for 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospital  |i'; 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfort.  ‘ 
Supplied:  Suspension;  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  to  1 
teaspoonful  and  each  Maalox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  how  harsh  soap  can  be? 


j,  -:W  -’*• 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline  — in  the  pH  10  or  higher 
range— and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
alkali- free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali.  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral  'fj/\ 

baby  bar 

LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 


i.e.80-2^/62 
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A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  1 884  ...  BOOKLET  ON  REQUEST 
Fu//y  Accredited 


Selection  of  Medical  Students — 

(Continued  from  page  20- A) 

of  the  major  basic  problems  of  medical 
schools  today  is  the  method  of  selecting  their 
students  for  their  freshmen  classes  and  the 
acceptance  of  these  methods  by  doctors, 
businessmen,  and  legislators.  The  high 
standards  of  medical  practice  can  be  main- 
tained only  with  the  careful  selection  of 
medical  students.  The  community  must 
have  confidence  in  the  methods  of  selection. 

The  report  urges  that  the  premedical  stu- 
dent be  impressed  with  the  fact  that  the  im- 
portant thing  is  not  “who  you  know,  but  how 
good  you  are.”  With  the  limited  places 
available  in  medical  schools,  if  Deans  permit 
students  to  be  admitted  for  political  or  fi- 
nancial reasons  and  pressures,  a more  quali- 
fied student  without  these  influences  would 
be  eliminated. 

Boxing  As  a Social  .Safety  Valve — 

Professional  boxing  is  again  under  attack 
as  a brutal  sport  in  which  lives  have  been 
(Continued  on  page  32- A) 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma"^Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma^Compound+Codeine  j 

carisoprodol  200  mg.,  acefophenefidin  160  mg.,  caffeine  32  mg., 
codeine  phosphafe  16  mg.  (Warning -may  be  habit  forming.) 

WALLACE  LABORATORIES  / Cranbury,  N.J. 


CSO-9193 
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PHYSICIANS'  EXCHANGE  . 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  wotd  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

AVAILABLE  IMMEDIATELY  — For  lease  or 
sale.  Papillion  Medical  Center.  Unopposed  prac- 
tice. Will  introduce.  For  particulars  write,  call 
or  wire:  D.  E.  Baca,  M.D.,  2580  South  90th,  Omaha, 
Nebraska.  Now  is  the  time  to  move  to  Suburban 
Omaha  and  enjoy  our  tremendous  growth. 

oooooooooooooooooooooooooooooooooooo 

oooooooooooooooooooooooooooooooooooo 


“We  can  take  you  now,  Mrs.  Brown;  that  lady 
he  was  treating  for  the  same  ailment  as  you 
have  just  dropped  dead.” 


Boxing  As  a Social  Safety  Valve — 

(Continued  from  page  30- A) 
lost.  An  editorial  in  the  Pennsylvania  Medi- 
cal Society  Journal  comes  to  the  defense  of 
this  sport,  and  while  not  defending  the  re- 
grettable fact  of  injuries  and  fatalities,  holds 
that  body-contact  sports  or  contests  serve 
society  in  a manner  that  is  not  readily  dis- 
cernible. 

Every  man  is  said  to  have  some  degree  of 
hostility  generated  by  frustration  and  other 
experiences  in  his  current  and  past  life.  This 
hostility  will  seek  expression  in  one  way  or 
another.  Boxing  provides  young  men  in 
their  late  teens  and  early  adult  life  a means 
of  expressing  this  hostility  in  controlled 
combat.  The  spectators  are  served  in  a 
similar  manner  because  they  vicariously  dis- 
charge their  hostility. 

Greater  control  of  boxing  should  be  exer- 
cised and  supervision  is  needed  over  train- 
ing and  conditioning.  Supervision  should 
extend  to  the  contract  made  between  a boxer 
and  his  manager  so  that  the  interests  of  the 
fighter  are  protected. 

Kerr-Mills  in  Texas — 

Texas  has  a program  to  provide  recipients 
of  old  age  assistance  with  hospital  and 
medical  benefits  under  the  Kerr-Mills  Act. 
An  editorial  in  the  Texas  State  Journal  of 
Medicine  states  that  this  program  may  be 
the  last  chance  to  show  the  people  of  this 
country  that  a program  of  health  care  under 
voluntary  auspices  will  get  the  job  done. 

To  insure  its  satisfactory  operation,  the 
program  has  been  watched  by  the  Texas 
Medical  Association.  Hospital  utilization 
ratios  and  over-all  costs  are  under  constant 
scrutiny.  Concern  is  expressed  for  the  un- 
usually high  percentage  of  patients  who  have 
been  hospitalized  in  some  areas  of  the  state. 

During  a three  month  period,  8.2  per  cent 
of  the  recipients  of  old  age  assistance  in 
Texas  were  hospitalized.  But  in  some  30 
counties  this  percentage  was  exceeded  by  50 
per  cent  or  more,  and  in  one  county  35  of 
91  recipients  or  more  than  38  per  cent  were 
hospitalized. 

The  various  county  medical  societies. 
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in  OMAHA.  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


where  utilization  appears  high,  have  been 
asked  to  establish  committees  to  ascertain 
the  facts  about  use  of  the  program  and  to 
contribute  to  a practical  and  factual  analysis 
of  utilization. 


Protein  Abnormalities  in  Ulcerative  Colitis 
Patients  and  Their  Families  — W.  R. 
Thayer,  Jr.,  and  H.  M.  Spiro,  Gastroenter- 
ology 44:444  (April)  1963. 

An  antinuclear  factor,  which  has  been 
found  in  lupus  erythematosus  patients  and 
their  families,  has  also  been  found  in  ulcer- 
ative colitis.  The  sera  of  98  subjects  from 
34  families  with  ulcerative  colitis  were  ex- 
amined for  the  presence  of  antinuclear  and 
rheumatoid  factors,  thyroid  antibodies,  and 
positive  lupus  erythematosus  (LE)  latex 
tests.  These  were  compared  with  a contratest 
group  of  relatives  of  gastric  cancer  patients. 
The  antinuclear  factor  was  found  in  23%  of 
the  ulcerative  colitis  families,  but  only  in 
3%  of  the  contratest  group.  The  incidence 
of  rheumatoid  factor,  thyroid  antibody,  and 
LE  latex  was  the  same  in  both  groups. 


“Good  thing  we  can  call  them  ‘staff’  ...  in- 
stead of  having  to  call  them  office  ‘force’.” 
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one  answer. . . three  minutes 
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three  answers 


. . .ten  seconds 


DIP 

AND 

READ 


combistix' 


urine 


protein  •glucose  • pH 


BASIC  COMBINATION  TEST  FOR  BEDSIDE  AND  OFFICE 


, . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — as  the  stethoscope. 

Ames  products  are  available  through  your  regular  supplier,  ssaes 
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Formerly  nervous  and  tense, 


now  better  able  to... 

make  decisions 


This,  in  essence,  is  what  happens  when 
you  place  a patient  on  Librium 
(chlordiazepoxide  HCl).  Since  this  agent 
generally  relieves  anxiety  and  tension 
without  dulling  mental  clarity  or  inducing 
drowsiness,  most  patients  become  better 
able  to  function  normally,  take  an  active 
interest  in  family  and  surroundings,  meet 
and  solve  daily  problems.  This- antianxiety 
agent  is  virtually  free  from  extrapyramidal 
side  effects,  and  does  not  produce  or 
deepen  depression. 


Anxiety  and  tension  relieved 
Alertness  maintained 


Librium’ 


i 


(chlordiazepoxide  HCl)  ROCHEj 

the  successor  to  the  tranquilizers 


Dosage:  Usual  adult  dose  in  mild  to  moderate  anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily;  in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 : 
times  daily.  Side  effects:  Drowsiness  and  ataxia,  usually  dose-related,  have  been  reported  in  some  patients  — particularly  the  elderly  and  debilitated., 
Paradoxical  reactions,  i.e.,  excitement,  stimulation,  elevation  of  affect  and  acute  rage,  have  been  reported  in  psychiatric  patients;  these  reactions  mayj 
be  secondary  to  relief  of  anxiety  and  should  be  watched  for  in  the  early  stages  of  therapy.  Other  side  effects,  usually  dose-related,  have  included  isolated! 
instances  of  minor  skin  rashes,  minor  menstrual  irregularities,  nausea,  constipation,  increased  and  decreased  libido.  Precautions:  In  elderly,  debilitated, 
patients,  limit  dosage  to  smallest  effective  amount  to  preclude  development  of  ataxia  or  oversedation  (not  more  than  10  mg  per  day  initially,  to  be 
increased  gradually  as  needed  and  tolerated).  Until  the  correct  maintenance  dosage  is  established,  patients  receiving  this  agent  should  be  advised 
against  possibly  hazardous  procedures  requiring  complete  mental  alertness  or  physical  coordination.  Caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  administering  Librium  (chlordiazepoxide  HCl)  to  addiction-prone  individuals.  Careful  consideratiori 
should  be  given  to  the  pharmacology  of  any  agents  to  be  employed  concomitantly  — particularly  the  MAO  inhibitors  and  phenothiazines.  Observe  usual ; 
precautions  in  impaired  renal  or  hepatic  furiv^tion.  Peiluuic  blood  counts  and  liver  function  tests  may  be  advisable  in  protracted  treatment.  Caution 
should  be  exercised  in  prescribing  any  therapeutic  agent  to  pregnant  patients. 
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whatever 
the  shape 
or  form 
of  allergy... 


Benadryl 

(Diphenhydramino 

hydrochloride) 

eifectively  relieves  the  symptoms  of  vasomot  ‘ 
rhinitis  For  patients  sensitive  to  animal  danders,  this  agef 
provides  twofold  therapeutic  action  to  help  abort  an  allerr 
attack.  Antihistaminic  action:  A potent  antihistaminic, 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  snet 


3,  lacrimation,  nasal  blockage,  and  rhinorrhea.  Antispas- 
odic  action:  Because  of  its  inherent  atropine-like 
;operties,  the  drug  affords  concurrent  relief  of  bronchial 
lasm.  Indications:  Allergic  diseases  such  as  hay  fever, 
lergic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
!rum  sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
Itestinal  allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
ies,  reactions  to  injection  of  contrast  media,  reactions  to 
|ierapeutic  preparations,  and  allergic  transfusion  reactions; 
Iso  postoperative  nausea  and  vomiting,  nausea  of  preg- 
ancy,  motion  sickness,  parkinsonism  and  drug-induced 
xtrapyramidal  reactions,  and  quieting  emotionally  disturbed 
hildren.  Parenteral  administration  is  indicated  where,  in  the 
idgment  of  the  physician,  prompt  action  is  necessary  and 
ral  therapy  would  be  inadequate.  Precautions:  Avoid 
jbcutaneous  or  perivascular  injection.  Single  parenteral  dos- 
ge  greater  than  100  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 
a germicidal  agent;  Elixir,  10  mg.  per 
4 cc.  with  14  per  cent  alcohol;  2 per 
cent  Ointment  (water-miscible  base). 


PARKE-DAVIS 


THE  NEBRASKA  STATE 
MEDICAL  JOURNAL 

2900  Jackson  Drive,  Lincoln  2,  Nebraska 
Phone  423-2197 


CONTENTS: 

EDITORIALS- 

Cigarette  Smoking  and  Lung  Cancer 485 

"Do  Physicians  Still  Practice  Medicine?  ' ..486 

Comments  From  Your  President 488 

ORIGINAL  SECTION- 

Biliary  Artresia 

Early  Diagnosis  and  Management 489 

Robert  H.  Westfall,  MD 
Loyd  R.  Schultz,  MD 
Traumatic  Rupture  of  the  Spleen 

in  Infants  and  Children 492 

Paul  H.  McDermott,  Jr.,  MD 
Claude  H.  Organ,  MD,  FACS 
The  Effects  of  Valium  on 

Psychological  Testing  499 

Ricardo  Mulero 
J.  Whitney  Kelley,  MD 
Donald  L.  Fauth 

Technique  of  Sigmoidoscopy 506 

George  E.  Larson,  MD 
Anaphylactic  Response  to  Trypsin 

(Obstetrical  Case  Reports) 511 


J.  H.  Dunlap,  MD 

SPECIAL  CONTRIBUTION- 

The  Neurologic  Manifestations  of 

Collagen  Diseases  (First  Installment' 513 

John  A.  Aita,  MD 

SPECIAL  ARTICLE 

Nebraskan  Wields  Cudgel  Against  the 


Theft  of  Liberty  by  Government 517 

Mrs.  Haven  Smith 

ORGANIZATION  SECTION- 

Coming  Meetings  519 

Delegates'  Report  Proceedings  House  of  Delegates, 

American  Medical  Association. 519 

Medicare  in  Operation 523 

Doctors  and  Medicine  in  the  News 523 

Human  Interest  Tales .524 

Announcements  525 

News  and  Views 528 

Deaths  530 

The  Woman's  Auxiliary 530 

Know  Your  Blue  Shield  Plan 533 

Books  534 

Organizations,  National 535 

Organizations,  State 536 


OUR  COVER  THIS  MONTH- 

The  cover  picture  Is  an  aerial  view  of  water  skiing  at  the 
Fremont  Lakes.  (Photograph  by  Dick  Hufnagle,  Lincoln). 


SEPTEMBER.  1963  VOL.  48.  NO.  9 


EDITOR— 

GEORGE  W.  COVEY.  MD 
2900  Jackson  Drive.  Lincoln  2 

ASSOCIATE  EDITORS— 

FREDERICK  M.  NEBE.  MD 
Review  Editor 

943  Stuart  Building.  Lincoln  8 

RICHARD  L.  EGAN.  MD 
St.  Joseph’s  Hospital.  Omaha 

C.  R.  HANKINS,  MD 

822  The  Doctors  Building,  Omaha  31 

J.  MARSHALL  NEELY.  MD 
924  Sharp  Building,  Lincoln  8 

W.  MAX  GENTRY.  MD 
1720  Tenth  Street.  Gering 

GEORGE  E.  STAFFORD,  MD 
800  South  13th  St.,  Lincoln  8 

B.  R.  BANCROFT.  MD 

Kearney  Medical  Arts  Building,  Kearne> 

JAMES  J.  O'NEIL,  MD 

612  Medical  Arts  Building,  Omaha  2 

FRANK  P.  STONE.  MD 
2300  South  13th,  Lincoln  2 

ROBERT  J.  STEIN.  MD 
430  Stuart  Building,  Lincoln  8 

J.  H.  BARTHELL,  MD 

1012  Sharp  Building,  Lincoln  8 

H.  A.  HANSEN.  MD 

48th  and  A Streets,  Lincoln  6 

H.  V.  MUNGER,  MD 

140  South  27th  St.,  Lincoln  10 

BERNARD  F.  WENDT.  MD 

735  South  56th  Street,  Lincoln  6 

FRANK  COLE.  MD 

2430  Lake  Street,  Lincoln  2 

FRANK  H.  TANNER.  MD 

1835  South  Pershing  Road,  Lincoln  2 

K.  D.  ROSE,  MD 

University  Health  Service,  Lincoln  8 

KEN  NEFF,  Business  Manager 
1315  Sharp  Building,  Lincoln 
Telephone  HEmlock  2-7585 


SUBSCRIPTION  RATE 
$5.00  Per  Year  Single  Copies  50c  Each 


The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
(8V4  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  6 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Journal’s 
address. 

Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company.  Norfolk,  Nebr. 

Copyright  1963  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 


4-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


* v» 

\ '%  ' 

! V ■ H ^ • / ■ 


V 


^>;r  . ’ ;’f 

.. , '*  :1 ' * <4 

^ <r>'  ■ ‘.  ■ .‘ 

-4j.;,  y 4 

'Iv-'-" 41 


naiiinr 

antihistsninic  decwigestant 


helps  hay  fever 
patients  forget 
the ‘season  ’ 


HKfTHROP  later  riwKt 
NntyM,llt 

0MW<(Sl«lM|6r«|liie. 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [Xlhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  Is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yldiamine)and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  t?96M 


nTz^  Nasal  spray 


Wmfhrop 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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Calms  the 
tense 
and 
anxious 
patient 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  elinical  studies 
and  over  eight  years  of  clinieal  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1. 

2. 

3. 


Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
of  clinical  conditions. 

Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:!  or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown 


CM-9239 




WALLACE  LABORATORIES /Cran^J«ry,  N.J. 


Current  Comment 


The  Month  in  Washington  — 

The  Food  and  Drug  Administration,  act- 
ing on  the  advice  of  a committee  of  medical 
experts,  gave  the  go-ahead  for  continued  use 
of  the  oral  contraceptive  Enovid.  However, 
the  agency  urged  certain  cautions  in  its  use. 
Continued  use  only  on  physician’s  prescrip- 
tion was  recommended.  There  is  not 
enough  evidence  available  now  to  show  any 
relationship  between  consumption  of  Enovid 
and  the  occurrence  of  certain  circulatory  dis- 
orders, mainly  thrombophletis  and  pulmon- 
ary embolism,  according  to  the  advisory 
committee. 

However,  FDA  requested  the  manufactur- 
er, G.  D.  Searle  & Co.,  to  advise  physicians 
on  the  labeling  of  certain  contraindications 
and  of  an  apparent  hazard  in  women  over 
35.  Principal  contraindications  for  use  of 
Enovid  as  a contraceptive  were  listed  as: 
(1)  certain  cancers;  (2)  liver  disfunctions 
or  diseases;  (3)  patients  with  a history  of 
thrombophlebitis  or  pulmonary  embolism. 
Enovid,  used  by  some  two  million  American 
women,  was  recommended  only  for  short- 
term use  (2-4  years),  and  primarily  where 
pregnancy  is  contraindicated. 


or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  * Paris,  Ontario 


The  advisory  committee,  formed  five 
months  ago,  said  statistical  evaluation  indi- 
cates that  there  is  an  apparent  hazard  from 
the  consumption  of  Enovid  by  women  35 
years  of  age  or  over.  FDA  said  this  appar- 
ent hazard  must  be  weighed  by  the  physi- 
cian against  the  demonstrated  hazard  of 
pregnancy  in  determining  whether  to  ad- 
minister the  drug  to  women  of  that  age 
group. 

The  committee  found  need  for  additional 
studies  regarding  the  possible  effects  of 
Enovid.  Such  studies  are  now  under  way 
and  others  will  be  undertaken. 

The  advisory  committee  was  headed  by 
Irving  S.  Wright,  M.D.,  New  York,  N.Y. 
Copies  of  the  report  are  available  upon  re- 
quest to  Division  of  Public  Information, 
Food  and  Drug  Administration,  Washing- 
ton 25,  D.C. 

(Continued  on  page  11-A) 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 


You'll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 

tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


Dual  Filter  makes  the  difference 


DUAI.  FILTER  TOTCVtOYl 

Produit  oj  ijAt  k VMUUroR  L ii  vw  miJJtr  namr  , « f r 
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The  Month  in  Washington — 

(Continued  from  page  8- A) 

The  federal  government  sharply  ques- 
tioned the  actions  of  the  developer  of  kre- 
biozen  in  a brief  filed  in  Chicago  Federal 
District  Court.  The  brief  was  the  govern- 
ment’s answer  to  charges  by  Dr.  Stevan 
Durovic,  discovered  of  krebiozen,  that  he 
was  being  harassed  by  Federal  agents. 

The  government  has  charged  that  Durovic 
resisted  and  hampered  its  investigation  of 
the  alleged  anti-cancer  product,  which  has 
been  banned  from  interstate  commerce. 

The  government  said  Durovic,  in  1950, 
bought  more  than  one  million  ampules.  This 
was  five  times  the  number  of  ampules  he 
needed  to  handle  the  krebiozen  powder  he 
had  brought  to  the  United  States  from  Ar- 
gentina, the  brief  said. 

Durovic  has  said  he  discovered  the  excess 
ampules  were  defective  and  destroyed  them 
last  May. 

The  government  brief  said  “it  may  be 
that  a half  million  ampules  were  destroyed 
on  May  15,  1963.  It  may  be  that  Durovic 
purchased  enough  mineral  oil  in  1950  to 
fill  more  than  a million  ampules  with 
krebiozen  solution,  but  poured  all  of  the 
excess  over  that  needed  to  fill  200,000  am- 
pules down  the  drain. 

“It  may  be.  But  there  are  strong  reasons 
to  doubt  it.  And  this  is  where  the  investi- 
gation is  called  for  most  urgently.” 

The  brief  said  that  although  krebiozen 
has  been  sold  for  $9  an  ampule,  the  cost  per 
ampule  is  about  8 cents. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation and  forty-four  U.S.  drug  producers 
filed  official  objections  to  “invalid”  pro- 
posed regulations  over  drug  advertising. 
The  industry  asserted  that  rules  issued  by 
the  Food  and  Drug  Administration  go  be- 
yond the  law  and  the  intent  of  Congress. 

One  regulation  subjects  virtually  all  drug 
advertisements  in  professional  journals  to 
possible  federal  pre-publication  censorship. 
The  petition  addressed  to  the  FDA  states 
(Continued  on  page  20-A) 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltrater 

meprobamate  200  mg.+ 
pentaer^hritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury.  N.  J. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


11-A 


f 


With  ARISTOCORT  Triamcinolone,  many 
asthmatic  patients  obtain  early  gratifying 
relief  of  wheezing,  dyspnea  and  spasmodic 
coughing.  And  maintenance  dosage  in  many 
cases  can  be  surprisingly  low  — often  as  little 
as  a single  2 mg.  tablet  per  day.  Yet  it  pro- 
vides this  symptomatic  control— which  may 
enable  many  patients  to  continue  their  cus- 
tomary livelihoods  or  regular  household 
activities  — with  only  minimal  interference 
with  other  metabolic  functions.  In  this  respect, 
ARISTOCORT  Triamcinolone  is  distin- 
guished compared  with  other  corticosteroids, 
old  and  new.  Typical  steroid  problems  of 
sodium  retention  and  edema,  euphoria,  or 
voracious  appetite  and  excessive  weight  gain 
rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
of  glucocorticoids  is  desired,  side  effects  of 


glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 
fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  increased 
intracranial  pressure.  Other  glucocorticoid 
effects  thought  more  likely  to  occur  with 
triamcinolone:  reversible  weakness  of  mus- 
cles and  flushing  of  face. 
precautions:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute  glo- 
merular nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone.  Syrup 
— 2 mg.  of  triamcinolone  diacetate  per  5 cc. 
(5  mg.  of  triamcinolone  diacetate  is  equiva- 
lent to  4 mg.  of  triamcinolone) . 


Triamcinolone 


Maximum  steroid  benefits  with  minimum  steroid  penalty 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

162-R3  (DC31-S) 


When  li 
the  phone 
seems  like 
lifting  a load 


in  chronic  bronchitis  and  emphysema 

I ® brand  OF 

IbUPRcL  ISOPROTERENOL 


hydrochloride 


hydrochloride 


MISTOMETER 


Q.I.D. 


ISUPREL  (isoproterenol/ Winthrop)  “...can 
increase  breathing  efficiency  in  pulmonary 
emphysema.”^  The  patient  with  chronic  ob- 
structive pulmonary  disease  “...should  use 
the  bronchodilator  four  times  daily  whether 
or  not  he  experiences  episodes  of  broncho- 
spasm. "2 

Use  of  the  Mistometer  eases  breathing  by  re- 
laxing bronchospasm,  and  aiding  productive 
cough.  “Of  the  aerosol  bronchodilators,  ISU- 
PREL (isoproterenol/ Winthrop)  seems  to  be 
the  best Conscientious  use  q.i.d.  im- 

proves vital  capacity  and  exercise  tolerance. 

The  Mistometer  brings  new  efficacy  and  con- 
venience-enables patients  to  maintain  treat- 
ment wherever  they  are. 

With  use  of  ISUPREL  (isoproterenol/Win- 
throp),  occasionally  tachycardia,  palpitation, 
nervousness,  nausea  and  vomiting  or  head- 
ache may  occur,  especially  with  excessive 
dosage.  Adjust  dosage  carefully  in  patients 
with  hyperthyroidism,  acute  coronary  disease, 
cardiac  asthma  or  limited  cardiac  reserve, 
and  in  persons  sensitive  to  sympathomimetic 
amines. 


Caution:  Epinephrine  should  not  be  adminis- 
tered with  ISUPREL  (isoproterenol/Winthrop) 
as  both  drugs  are  direct  cardiac  stimulants 
and  their  combined  effects  may  induce  seri- 
ous arrhythmia.  If  desired  they  may,  however, 
be  alternated,  provided  an  interval  of  at  least 
four  hours  has  elapsed. 

Dosage:  Two  inhalations  at  least  one  minute 
apart  four  times  daily,  regularly.  Inhalations 
may  be  taken  more  often  if  indicated. 

Available  as  ISUPREL  HCI  (isoproterenol 
HCI/Winthrop)  Mistometer  — single  unit  com- 
bining plastic  nebulizer  and  ISUPREL  (iso- 
proterenol/Winthrop) solution  1:400  — or  0.25 
per  cent  w/w  (=2.8  mg.  per  ml.),  and  includes 
alcohol,  33  per 
cent;  bottles  of 
15  ml. 

1.  Reeves,  J.  E.:  M. 

Times  90:512,  May, 

1962.  2.  Williams, 

M.  H.,  Jr.:  M.  Sc.  11: 

433,  March  19,  1962. 

3.  Peckenschneider, 

L.  E.:  J.  Kansas  M. 

SOC.  56:486,  Sept.,  1955. 


Winthrop  Laboratories, 
New  York  18,  N.Y. 


l/i//nfhrop 
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(magnesium-aluminum  hydroxide  gel) 

Practically  standard  treatment,  now,  for  perforated  ulcer.  Why  is  Maalox  included?  Antacid  therapy 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  on 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation  — three  important  reasons  for 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospital 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfort. 
Supplied:  Suspension;  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  to  1 
teaspoonful  and  each  Maalox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


WTED  WfHOlE  BLOOD 
2Ui00  UHiT 


NH 


WILLIAM  H.  RORER,  INC.,  FORT  WASHINGTON,  PA. 


r 


Lifts  depression.^ 


I feel  like  my  old  self  ag’ain!”  Thanks  to 
your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  ^ 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


‘Depror  both  lifts  depression  and  calms  anxiety 


Tranquilizers 
reduce  anxiety 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Inergizers  may  stimulate  the  depressed 
atient,  but  they  often  aggravate  anxiety  and 
hsomnia.  Tranquilizers  may  help  the  anxious 
latient,  but  they  often  deepen  depression  and 
[motional  fatigue. 


eprol’  avoids  these  “seesaw”  effects;  it  re- 
ieves  both  depression  and  anxiety.  Moreover, 
t does  not  cause  liver  damage,  psychotic  reac- 
;ions  or  changes  in  sexual  function. 


Usual  Dosage:  1 tablet  q.i.d. 
May  be  increased  gradually,  as 
needed,  to  3 tablets  q.i.d. ; with 
establishment  of  relief,  may  be 
reduced  gradually  to  mainte- 
nance levels. 


*DeproU 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES /Cra/,6«r>',  N.J. 


C0>9250 


STARTING  TOMORROW  MORNING 


•• 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 

Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbilal  (Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  196S 
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the  dooble  purpose  laxative 

THAT  RELIEVES 

CONSTIPATION -ACID  INDIGESTION 


BOTTLES  OF 
4 OZ.,  8 OZ., 

1 PT.,  1 QT. 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative -lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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The  Month  in  Washington — 

(Contiued  fi’om  page  11-A) 
that  this  “disregards  the  statutory  com- 
mand.” 

Also,  according  to  the  industry,  FDA  has 
gone  beyond  powers  granted  by  Congress 
by  trying  to  specify  how  prescription  drug 
advertisements  should  be  designed  and  writ- 
ten and  where  certain  information  should  be 
placed.  The  law  requires  such  advertise- 
ments to  carry  information  in  “brief  sum- 
mary” relating  to  side  effects,  contrindica- 
tions  and  effectiveness,  but  it  does  not  give 
the  Department  of  Health,  Education  and 
W'elfare  power  over  the  entire  layout,  t>T)og- 
raphy  and  content,  the  industry  asserted. 

“The  main  difficulty  is  that  the  Food  and 
Drug  Administration  in  these  regulations, 
treats  advertising  as  labeling,”  Dr.  Austin 
Smith,  president  of  the  PMA,  said.  “Con- 
gress made  a clear  distinction  between  the 
two.” 

Congressional  polls  are  showing  strong 
grass-roots  opposition  to  any  medical-hos- 
pital plan  for  the  aged  under  the  Social  Se- 


curity system.  Twenty-three  polls  so  far 
have  asked  for  an  opinion  on  the  contro- 
versial issue.  In  one  it  was  revealed  a ma- 
jority favored  the  plan.  The  questionnaires 
were  sent  by  congressmen  from  both  parties 
and  from  all  sections  of  the  nation. 

Some  211,666  individual  responses  were 
included  in  a tabulation  of  the  polls,  with 
134,973  individuals  opposed  to  the  use  of 
the  Social  Security  mechanism,  58,121  fav- 
oring it,  and  the  remaining  18,572  with  no 
opinion.  The  tabulation  shows  that  63.8 
per  cent  of  those  responding  opposed  the  use 
of  the  Social  Security  mechanism,  27.4  per 
cent  favored  it,  and  8.8  per  cent  had  no 
opinion.  Comparative  percentages  tabulated 
near  the  close  of  the  87th  Congress  were 
84.4  per  cent  in  opposition,  39.2  per  cent  in 
favor,  and  6.4  per  cent  with  no  opinion. 

Medical  Schools  Are  Complex — 

The  complexity  of  a modern  medical 
school  derives  from  the  many  functions  that 
must  serve  both  at  the  basic  science  and 
(Continued  on  page  31-A) 


20-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


clear  the  tract  with  Rohitussin* 


When  summer  coughs  make  the  rounds  and  Interfere  with 
work  and  play  schedules,  Robitussin  “clears  the  tract" 
safely.  Glyceryl  guaiacolate,  the  expectorant  agent,  in- 
creases respiratory  tract  fluid  (R.T.F.)  almost  200%.  In- 
creased R.T.F.  helps  flush  mucous  plugs  and  other  irri- 
tants from  the  bronchi  to  make  coughs  more  efficient.  In 
the  treatment  of  coughs  in  425  infants  and  children, 
Blanchard  and  Ford  found  that  Robitussin  “...passed 
all  criteria  for  clinical  usefulness  and  is  highly  recom- 
mended.”* After  more  than  thirteen  years  and  millions 
of  prescriptions,  no  serious  side  effects  have  been  re- 
ported from  Robitussin.  Acceptance  by  infants  and  older 
children  has  been  outstanding. 

'Blanchard,  K.,  and  Ford,  R.  A.;  Clin.  Med.,  3:961.  1956. 


Robitu$sin®-each  5 cc.  tsp.  con- 
tains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5% 


Robitussin®  A-C  — Robitussin  with 
antihistamine  and  codeine 
Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 

(exempt  narcotic) 

Alcohol  3.5% 


A l-l  Rnhing  rnmr>an\/  Inrnrt^^ratofl  Pirhmr^nr^  OH  \/f>-mniQ^ 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25"/o  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 
Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  V«  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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For  comprehensive  control  of  the  whole  pain  complex ••• 

Like  a triad,  the  action  of  Trancogesic  is  direct  and  simple  as  1,2,3.  Its  tranquilaxant  component  — chlor- 
mezanone  — 1.  reduces  emotional  reaction  to  pain  ...  2.  decreases  skeletal  muscle  spasm  . . . and  3.  its 
aspirin  component  dims  the  patient’s  perception  of  pain.  Thus,  Trancogesic  controls  the  whole  pain  com- 
plex — with  unsurpassed  tolerance. 

Each  tablet  of  Trancogesic  contains  100  mg.  of  chlormezanone  and  300  mg.  (5  grains)  of  aspirin.  The 
usual  adult  dosage  is  2 tablets  of  Trancogesic  three  or  four  times  daily.  Reactions  to  Trancogesic  have 
been  minor  — gastric  distress,  and  an  occasional  weakness,  sedation  or  dizziness.  Ordinarily,  these  may 
be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the  drug.  Trancogesic  is  contrainindi- 
cated  in  persons  known  or  suspected  to  have  an  idiosyncrasy  to  aspirin. 

WiNTHROP  Laboratories,  New  York  18,  N.  Y. 


TRAlMCOGESir 

CHLORMEZANONE  with  ASPIRIN 

^TRADEMARK  too  MG.  SOO  MG. 


W/nthrop 


1777M 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.'"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,^'"* or  severe  hypertension. 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rurv/rux-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (I)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6J:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P. : J.  Am.  Geriatrics  Soc.  J0:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ^ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  ( 

Carolina  M.  J.:  2i: 248  —the  Priceless  Ingredient 
(June)  1962. 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (‘‘numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Sonuf  Compound  s 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


SonufCompoimd+Codeine  j 

carisoprodoi  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


\V/©  WALLACE  LABORATORIES  J Cranhury,  N.J. 


CSO-9193 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘P0LYSP0RIN’.L 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


.Leu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


S/nce  /925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


OoNLEY  MEDICA 

SUPPLY  COMP/lIVY 

2415  “O"  SK  LircoIiiI,  Nebrosho 
AUTHORIZED  CONTRACT  AGENT 


“Your  walk  proved  your  point,  Miss  Wilson. 
It  certainly  has  to  be  something  other  than  un- 
used muscles.” 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  how  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range— and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
alkali-free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral  ()/\ 

BABY^  alkali- free  baby  bar 

LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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all  things  consUlered.,,the  tleeision  is  for 


in  otitis  tnedia^  having  weighed  the  classi-' 
cal  considerations  basic  to  management,  physicians' 
often  choose  DECLOMYCIN  demethylchlortetra-i 
cycline  for  broad-spectrum  antibiotic  therapy. 
DECLOMYCIN  demethylchlortetracycline  produces 
activity  levels  higher  than  do  other  tetracyclines... 
at  lower  dosage. ..and  maintains  them  without 
significant  fluctuation. 

Activity  is  prolonged  24  to  48  hours  after  the  last 


BECLQMYCIN 


DEMETHYLCHLORTETRACYCLINE  mrm 


dose,  thus  helps  protect  against  relapse— an  “extra 
dimension”  in  broad-spectrum  control. 

Effective  in  a wide  range  of  everyday  infections— 
respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive.  Side 
Effects  typical  of  tetracyclines  which  may  occur: 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagi- 
nitis, dermatitis,  overgrowth  of  nonsusceptible  or- 


ganisms. Also:  photodynamic  reaction  (making 
avoidance  of  direct  sunlight  advisable)  and,  very 
rarely,  anaphylactoid  reaction. 

Syrup,  75  mg.  demethylchlortetracycline  / 5 cc. 
and  Pediatric  Drops,  60  mg.  / cc. 

Average  Daily  Z?osage— Infants  and  Children:  3 
to  6 mg.  per  lb.  body  weight,  in  2 or  4 doses. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

eses-s 


Get  your 

low-back  patient 
back  to  work 
in  days 

instead  of  weeks 


Wallace  Laboratories 
Cranbury,  New  Jersey 


You  can  expect  rapid  results  from  ‘Soma’ 
(carisoprodol)  — because  this  unique  drug 
breaks  up  both  the  spasm  and  pain  of  low- 
back  syndrome  at  the  same  time. 

Your  patients  will  usually  begin  to  feel 
better  within  a few  hours.  And  as  Kestler 
demonstrated  in  a controlled  study  of  212 
consecutive  patients  with  low-back  prob- 
lems: the  average  time  for  full  recovery  was 
only  11.5  da^^s  with  ‘Soma’  (carisoprodol), 
41  days  without  it.  ( J.A.M.A.,  April,  1960.) 

Carisoprodol  seldom  produces  side  effects. 
Occasional  drowsiness  may  occur,  usually 
at  higher  than  recommended  dosage.  Indi- 
vidual reactions  may  occur  rarely. 

USUAL  DOSAGE:  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with  an  independent 
pain-relieving  action 

^oma* 

carisoprodol 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


Medical  Schools  Are  Complex — 

(Continued  from  page  20- A) 

clinical  levels.  Basic  science  departments 
must  teach  scientific  principles  in  fields  that 
are  expanding  at  a rapid  rate.  An  editorial 
in  the  Texas  State  Journal  of  Medicine 
notes  that  for  faculty  members  to  keep 
abreast  of  new  knowledge,  each  department 
must  develop  active  research  programs. 
Graduate  students  who  play  an  important 
role  in  the  teaching  of  medical  students,  re- 
quire a vital  research  environment.  The 
funding  of  research  programs,  the  provision 
of  laboratory  and  animal  facilities,  and  the 
constant  adaptation  of  educational  pro- 
grams to  the  advancement  of  knowledge 
make  the  administration  of  these  depart- 
ments no  easy  task. 

In  the  clinical  years,  an  apprenticeship 
type  of  training  no  longer  suffices  for  the 
medical  student.  Neither  is  it  possible  for 
voluntary  faculty  members  to  administer  a 
complex  program  of  clinical  education.  The 
clerkship  has  become  intimately  bound  up 
with  the  internship  and  residency  programs, 
each  of  which  is  far  more  formally  organ- 


ized than  was  the  case  even  15  years  ago. 
These  departments  require  a nucleus  of  full 
time  staff  members  who,  in  turn,  must  have, 
research  facilities. 

The  implementation  of  these  changes  has 
proved  to  be  an  expensive  operation  as  well 
as  a complex  one.  Even  undergraduate  edu- 
cation at  the  college  level,  as  it  becomes 
much  influenced  by  scientific  development, 
has  become  almost  as  costly  as  the  education 
of  medical  students. 

One  may  hear  the  complaint  that  medical 
education  is  too  complicated,  takes  too  long, 
is  too  expensive  and  implies  that  we  should 
go  back  to  the  old  days  when  things  were 
done  simply.  In  the  old  days  the  patient 
was  the  important  element  in  education  and 
the  skilled  clinician  was  the  best  teacher. 
The  critical  question  is  whether  physicians 
trained  in  the  old  way  would  be  able  to 
meet  the  challenges  and  patient  needs  of 
today  and  tomorrow.  Advances  in  medicine 
have  made  the  present  day  physician  more 
effective  than  he  has  ever  been  before.  He 
(Continued  on  page  32- A) 
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WHO  PAYS  THE 
OFFICE  RENT? 

And  telephone  bill.. .and 
utilities ...  and  employee 
salaries... if  YOU  are  sick 
or  injured? 

Physicians  Mutual  Insurance  Company  (The 
Doctors'  Company)  will  help  pay  all  of  your 
usual  office  expenses  when  you  are  sick  or 
disabled — if  you  are  the  fortunate  owner  of 
our  new,  low-rate  Office  Overhead  Expense 
Policy. 

Premiums  are  tax  deductible^  too! 

Write  today  for  free  information  . . 
without  obligation. 

PHYSICIANS  MUTUAL  INSURANCE 
COMPANY 

115  South  42nd  St.  Omaha  31,  Nebraska 


Medical  Schools  Are  Complex — 

(Continued  from  page  31-A) 
cannot  bring  his  patients  the  best  of  medi- 
cal care  unless  his  education  permits  him  to 
adapt  rapidly  to  change  in  medical  knowl- 
edge. Medical  research,  medical  education, 
and  medical  care  are  bound  together.  In 
the  same  way  those  who  devote  themselves 
to  the  various  phases  of  medicine  are  equal- 
ly bound  together  and  dependent  upon  each 
other.  Communication  between  the  physi- 
cians in  practice  and  those  who  teach  and  do 
research  in  our  medical  schools  is  necessary 
so  that  we  know  more  about  the  problem  of 
one  another. 

Medicare  in  Colorado — 

Colorado  has  a five  year  old  state  pro- 
gram for  the  health  care  of  the  indigent 
aged.  The  Wall  Street  Journal  in  a descrip- 
tion of  present  problems  of  the  progi’am  sug- 
gests that  there  may  be  a lesson  for  the  na- 
tion in  the  troubles  of  this  pioneering  pro- 
gram of  health  care. 

Although  there  have  been  cases  of  chisel- 
( Continued  on  page  36- A) 


“Do  you  want  your  sedative  before  or  after 
he  tells  you  you’ll  have  to  have  an  operation?” 
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m Supportive  therapy 
M for  the  aged  and  debilitated 

W Physiotonic  benefits 
f with  new  oral  anabolic 

WINSTROL 

brand  of 

STANOZOLOL 


Notable  increase  in  vigor,  strength  and  sense  of  well-being 


ROL  (stanozolol-Winthrop),  a heterocyclic  steroid,  combines 
i anabolic  effects  with  outstanding  tolerance,  stimulates  appe- 
! ) promotes  weight  gain . . . restores  a positive  metabolic  balance, 
[iteracts  the  catabolic  effects  of  concomitant  corticosteroid  or 
' herapy.  WINSTROL  (stanozolol-Winthrop)  rebuilds  body  tissue 
It  builds  strength,  confidence  and  a sense  of  well-being  in  con- 
associated  with  excess  protein  breakdown,  insufficient  protein 
and  inadequate  nitrogen  and  mineral  retention, 
ffects  and  Precautions:  Prolonged  administration  can  produce 
rsutism,  acne  or  voice  change.  In  an  occasional  patient,  edema 
en  observed  and  in  young  women  the  menstrual  periods  have 
nilder  and  shorter.  These  side  effects  are  reversible,  and  pa- 
receiving  prolonged  treatment  should  be  examined  and  ques- 


tioned periodically  so  that,  should  side  effects  appear,  the  dosage 
may  be  reduced  or  administration  of  the  drug  discontinued  for  a time. 
In  patients  with  impaired  cardiac  and  renal  function,  there  is  the  pos- 
sibility of  sodium  and  water  retention.  Liver  function  tests  may  reveal 
an  increase  in  bromsulphalein  retention,  particularly  in  elderly  pa- 
tients. In  such  cases,  therapy  should  be  discontinued.  Although  it  has 
been  used  in  patients  with  cancer  of  the  prostate,  its  mild  androgenic 
activity  is  considered  by  some  investigators  to  be  a contraindication. 
Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or  with  meals;  young 
women,  I tablet  b.i.d.;  children  (school  age);  up  to  I tablet  t.i.d.;  chil- 
dren (pre-school  age):  V2  tablet  b.i.d.  Available  as  scored  tablets  of 
2 mg.  in  bottles  of  100.  For  best  results,  administer  with  a high  protein 

diet.  WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y. 


rked  improvement  in  appetite/ Measurabie  weight  gain 


This  is  the  key  that  opens  the  box  that  con- 
tains the  labels.  Only  authorized  supervisory 
personnel  have  the  key  to  transfer  labels  from 
the  "lockup  box”  to  the  labeling  machine. 
■ These  responsible  Lilly  employees  regard  la- 
bels as  serious  business.  To  make  certain  that  the 
right  label  appears  on  each  container,  all  labels 
are  kept  under  lock  and  key  until  needed  on 
the  finishing  line.  Only  the  quantity  needed  to 


finish  the  lot  is  dispensed.  When  transferred  to 
the  finishing  belt,  the  appropriate  number 
of  labels  is  placed  in  the  labeling  machine. 
Excess  labels  are  put  in  the  lockup  box 
until  needed.  At  night,  the  supervisor  returns 
unused  labels  to  the  box  lest  some  get  lost  or 
misplaced.  ■ This  is  just  one  more  precaution 
in  an  endless  list  of  rules  that  contribute  immeas- 
urably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


CIGARETTE  SMOKING  AND  LUNG 
CANCER 

The  question  as  to  the  propriety  of  launch- 
ing drives  in  high  schools  against  smoking 
of  cigarettes  because  this  habit  causes  lung 
cancer  is  debatable. 

— Cigarette  smoking  as  a cause  of  cancer 
of  the  lung  is  accepted  almost  entirely  on  the 
basis  of  statistical  evidence. 

— Statisticians  of  international  reputation 
have  analyzed  the  statistics  on  which  the 
conclusions  are  based  and  failed  to  arrive 
at  the  same  or  similar  conclusions. 

— Errors  in  diagnosis  of  primary  car- 
cinoma of  the  lung  are  being  reported  in  in- 
creasing numbers. 

— Proponents  of  this  theory  have  failed 
to  take  any  other  possible,  if  not  probable 
cause  of  lung  cancer  into  account  . 

— More  and  more,  other  etiologic  factors 
are  being  proved  from  time  to  time,  either 
with  or  instead  of  cigarette  smoking. 

— Items  of  proven  truth  continue  to  crop 
up  as  the  sole  or  major  cause  of  lung  cancer. 

As  support  for  these  theses  let  us  mention 
a few  items  of  recently  publicized  knowl- 
edge : 

— Viruses  have  long  been  accused  as  pos- 
sible causes  of  cancer.  Now,  more  and  more 
data  are  accumulating  that  certain  viruses 
do  produce  cancer  (including  leukemia)  in 
a greater  number  of  birds  and  animals,  and 
certain  data  point  strongly  to  the  possibility 
that  some  of  these  do  produce  cancer  in  man. 
(Note  report  of  17th  Annual  Symposium  on 
Fundamental  Cancer  Research,  University 
of  Texas  M.  D.  Anderson  Hospital  and  Can- 
cer Research  Institute,  February  20  - 22, 
1963)  . 

— Lung  cancer  is  less  frequent  in  Aus- 
tralia than  in  Great  Britain,  but  Australians 
smoke  more  cigarettes.  Also,  men  and  wom- 
en who  migrate  from  Great  Britain  to  Aus- 
tralia have  become  heavier  smokers  in  ac- 
cord with  local  habits,  but  have  experienced 


a decline  in  the  rate  of  lung  cancer  to  a 
point  40  per  cent  below  that  of  a similar 
group  in  Great  Britain.  This  is  interpreted 
to  mean  that  other  factors  such  as  lack  of 
air  pollution  (not  with  cigarette  smoke)  may 
account  for  the  marked  decline  in  lung  can- 
cer rate  upon  moving  to  Australia.  (“Lung 
Cancer  in  Australia.”  The  Med  J Australia, 
June  30,  1962). 

— A study  of  13,307  death  records  at  the 
Massachusetts  Cancer  Registry  which  com- 
prised the  accumulated  life-time  records  of 
nearly  all  patients  of  the  30  state  cancer 
clinics,  reveals  a more  than  20  per  cent 
overstatement  of  the  actual  number  of 
deaths  from  cancer  of  the  lung.  This,  in 
an  institution  where  the  greatest  accur- 
acy should  be  expected.  (“An  Appraisal  of 
the  Cancer  Death  Record.”  Proceedings  of 
the  National  Academy  of  Sciences,  Decem- 
ber, 1962). 

— Two  articles  have  come  to  my  attention 
that  throw  a further  light  on  the  causes  of 
cancer  of  the  lung: 

a.  (Tokuhata,  George  K.,  and  Lilienfeld, 
A.  M.,  Department  of  Chronic  Diseases, 
School  of  Hygiene  and  Public  Health,  Balti- 
more, Maryland:  Familial  Aggregation  of 
Lung  Cancer  in  Humans.  J.  National  Can- 
cer Institute  30:289-312  (Feb.,)  1963). 

In  the  summary,  the  first  statement  is  as 
follows : 

Analysis  of  the  data  from  a comparison  of 
relatives  of  270  lung-  cancer  probands  with 
those  of  the  race-sex-age-resident  matched  con- 
trols indicates  a significant  excess  mortality 
among  proband  relatives.  This  excess  mortality 
was  not  accounted  for  by  age,  sex,  generation, 
and  cigarette  smoking  .... 

b.  Takuhata,  George  K.,  and  Lilenfeld, 
A.  M. : Familial  Aggregation  of  Lung  Can- 
cer Among  Hospital  Patients.  Public  Health 
Reports  78:277-283  (April)  1963. 

This  study  was  carried  on  like  that  quoted 
above  under  “a”  excepting  no  attention  was 
given  to  cigarette  smoking.  It  included 
meticulous  records  on  the  patient,  his  past, 
and  his  family  in  patients  admitted  to  Ros- 
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well  Park  Memorial  Institute,  Buffalo,  N.Y. 
This  is  a hospital  and  research  institution 
devoted  to  the  study  and  diagnosis  of  pa- 
tients suspected  of  having  cancer  and  for 
treatment  of  cancer  patients.  Admissions 
between  1957  and  1960  were  studied.  These 
included  493  patients  suffering  from  lung 
cancer.  Lacking  complete  data,  132  were 
eliminated  from  the  study,  leaving  361.  As 
controls,  722  noncancerous  patients  were  se- 
lected. 

In  the  summary  of  this  study,  these  au- 
thors state: 

Results  of  an  epiodemicolog'ic  study  among 
lung  cancer  patients  and  noncancerous  patients 
admitted  to  the  state  hospital  and  their  rela- 
tives are  consistent  with  a genetic-constitutional 
hypotheses  in  lung  cancer. 

A significant  excess  in  lung  cancer  mortality 
was  found  among  case  relatives,  particularly 
females,  which  was  not  accounted  for  by  sex, 
age,  generation  factors  associated  with  rela- 
tives. No  such  relationship  was  found  among 
spouses  of  the  cases  and  controls  . . . 

In  concluding  let  us  repeat  our  opening 
statement,  in  the  form  of  a question.  Is  it 
in  accord  with  our  acclaimed  scientific  out- 
look to  enter  the  nation’s  high  schools  and 
advise  the  students  against  cigarette  smok- 
ing on  the  grounds  that  lung  cancer  is  due 
to  this  habit?  Sure,  tell  them  they  will  be 
better  off  physically  and  economically  and 
run  no  risk  of  dropping  ashes  in  the  nurs- 
ing baby’s  eyes  if  they  do  not  smoke ; or  use 
any  other  reasonable  argument,  but  let  us 
not  tell  them  they  are  going  to  get  lung 
cancer  on  the  basis  of  cigarette  smoking. 
Such  a course  might  save  us  very  red  faces 
in  the  near  future. 


“DO  PHYSICIANS  STILL  PRACTICE 
MEDICINE?” 

In  the  course  of  some  otherwise  unim- 
portant conversation  recently,  one  of  my 
nonmedical  friends  asked  the  question,  “Do 
Physicians  still  practice  medicine?”  To  my 
affirmative  answer  he  added  the  comment 
that  it  seemed  that  the  only  time  the  pub- 
lic hears  about  the  doctors  these  days  is 
when  they  appear  in  connection  with  op- 
position to  the  King-Anderson  bill,  opposi- 
tion to  the  osteopathic  bill,  in  support  of  the 


Kerr-Mills  legislation,  in  connection  with 
other  organizational  functions  or  socio-eco- 
nomic problems,  all  quite  unrelated  to  the 
actual  practice  of  medicine.  He  wondered  if 
physicians  still  had  time  to  practice  medi- 
My  immediate  reply  to  him  left  much  to  be 
desired,  but  since  that  time  I have  given  a 
considerable  amount  of  thought  to  this 
statement  and  feel  that  perhaps  it  should 
have  been  answered  much  more  in  detail 
than  I was  able  to  do  at  the  time. 

I believe  we  cannot  argue  that  the  type 
of  activity  refeiTed  to  above  has  become  an 
important  function  of  the  practitioner  of 
medicine.  The  fact  that  this  is  the  type  of 
activity  that  makes  the  headlines  and  radio 
newscasts  is  actually  no  fault  of  the  physi- 
cian himself,  but  does  explain  why  some  of 
the  nonmedical  public  may  get  the  impres- 
sion that  we  are  no  longer  concerned  with 
the  practice  of  medicine.  Also,  the  physi- 
cian knows  that  he  has  been  forced  into  the 
position  of  taking  an  active  part  in  soci- 
economic  problems  and  in  legislative  prob- 
lems or  be  faced  with  the  very  likely  possi- 
bility of  having  his  way  of  life  considerably 
altered  and  definitely  to  his  detriment.  More 
important,  he  believes  it  to  be  to  the  detri- 
ment of  the  public.  The  unfortunate  thing 
is  that  the  every  day  practice  of  good  medi- 
cine is  today  so  taken-for-gi’anted  that  it 
seldom  makes  the  headlines.  News  accounts 
of  medical  meetings  and  conventions  stress 
actions  taken  on  an  organizational  level  and 
neglect  or  omit  the  scientific  proceedings. 

Still,  both  the  public  and  the  physician 
must  keep  in  mind  that  if  it  were  not  for 
the  everyday  successful  practice  of  medicine 
by  men  in  the  scientific  fields  of  general 
practice,  specialty  practice,  research,  and 
education,  the  field  of  medicine  would  today 
be  so  unattractive  that  it  would  not  have 
newsmaking  qualities  no  matter  what  was 
done.  It  has  been  this  most  successful  and 
unpublicized  day-after-day  performance  of 
duty  that  has  brought  medical  science  to  its 
present-day  eminence  in  this  country.  It  is 
that  day-to-day  effort  on  the  part  of  people 
in  these  various  fields  of  medical  practice 
that  has  made  the  United  States  the  mecca 
for  those  from  all  over  the  world  who  wish 
to  improve  their  medical  acumen. 
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Along  with  this  success  in  medical  science, 
however,  has  come  increased  efforts  on  the 
part  of  government,  less  educated  cultists, 
and  the  social  “do-gooders”  to  get  their 
fingers  in  the  pie.  Strange  as  it  may  seem, 
we  would  not  be  so  unpopular  and  so  vulner- 
able to  attack  by  members  of  the  lay  public 
if  it  were  not  for  our  eminent  success. 

For  his  part  the  physician  must  not  for- 
get that  the  day-to-day  and  every-day  prac- 
tice of  good  medicine,  no  matter  what  his 
field  of  endeavor,  is  the  one  ingredient  neces- 
sary for  continued  success.  Therefore,  he 
has  a dilemma.  He  must  not  spend  so  much 
time  in  his  organizational  activities,  his 
response  to  demands  in  the  legislative  and 
socio-economic  fields  that  he  cannot  continue 
to  carry  out  his  most  important  function  of 
furnishing  good  medical  care  to  his  patient. 
A nice  balance  between  a continuation  of 
that  basic  element  which  has  produced  the 
finest  quality  of  medical  care  in  the  world, 
with  the  awareness  of  the  need  for  certain 
continuing  efforts  to  resist  inroads  by  gov- 
ernment, social  workers,  and  cultists  is  what 
we  should  strive  to  attain.  Far  be  it  from 
me  to  suggest  a set  ratio  of  time  in  prac- 
tice to  outside  nonpractice  activities  to 
achieve  this  purpose.  That  both  are  neces- 
sary is  quite  obvious  to  anyone  in  medicine 
today.  The  many  voluntary  controls  present 
in  medicine  to  furnish  highly  skilled  service 
and  to  restrict  unethical  and  incompetent 
practice  is  likely  to  be  wasted  on  the  public 
unless  they  are  made  aware  of  these  ef- 
forts through  organized  medicine  and 
through  the  individual  physicians  contacts 
with  his  governmental  representatives.  On 
the  other  hand,  devoting  too  much  time  to 
these  efforts,  which  obviously  make  the 
news,  can  eventually  detract  from  the  indi- 
vidual physicians  care  of  his  patient  and 
ultimately  lead  to  disaster.  Our  leaders, 
both  at  the  state  and  the  national  level, 
would  benefit  from  your  ideas  as  to  how 
this  division  of  effort  can  be  achieved. 
Should  we  consider  purely  scientific  ses- 
sions or  purely  business  sessions  rather 
than  attempt  to  combine  the  two?  Some 
trends  along  these  lines  have  been  noticed 
in  our  own  and  other  societies  by  the  hold- 
ing of  so-called  interim  sessions.  Many 


physicians  complain  that  joint  sessions  pro- 
duce too  many  conflicts  in  time  and  effort 
and  produces  a division  in  our  own  ranks 
of  those  called  “political  doctors”  and  those 
called  “nonpolitical  doctors.”  We  are  all 
physicians  and  we  need  all  doctors  in  both 
types  of  effort. 

Whatever  the  answer,  we  must  not  lose 
sight  of  the  ultimate  goal,  namely  the  best 
medical  care  possible  to  all  segments  of  our 
society  within  an  atmosphere  of  individual 
initiative  and  freedom. 

— F.H.T. 


Current  Comment 

Regulation  of  Ancillary  Professions — 

Psychologists  in  Wisconsin  are  attempting 
to  obtain  licensing  legislation,  raising  the 
question  of  compulsory  certification  by  the 
state,  of  professions  ancillary  to  medicine. 
An  editorial  in  the  Wisconsin  Medical  Jour- 
nal voices  the  opposition  of  the  State  Medical 
Society  to  extending  licensure,  certification 
or  registration  under  state  law.  The  opposi- 
tion is  based  upon  past  experience  with  li- 
censure and  confidence  in  a program  of  vol- 
untary certification.  It  is  believed  that  a 
program  of  voluntary  certification  is  adapt- 
able to  changing  requirements  of  medical 
science  which  can  assure  an  adequate  supply 
of  ancillary  personnel  of  high  caliber. 

Should  any  licensing  or  compulsory  cer- 
tification legislation  be  considered  in  spite 
of  the  opposition  of  the  State  Medical  So- 
ciety, it  is  hoped  that  the  State  Board  of 
Medical  Examiners  may  retain  ultimate  su- 
peiwision  over  the  procedure. 

The  editorial  expresses  the  view  that  the 
professional  and  technical  groups  seeking 
state  licensure  in  Wisconsin  are  sub-sciences 
of  medicine  and  function  in  an  ancillary  ca- 
pacity and  therefore  should  be  controlled 
eventually  by  medical  personnel. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Comments  From 
Your  President 


The  first  Nebraska  Congi'ess  on  Mental 
Health  and  Mental  Illness  was  held  at  the 
Continuation  Center  in  Lincoln,  July  26-27, 
1963.  Approximately  250  people  attended 
the  meeting  which  was  composed  of  citi- 
zens representing  all  facets  of  the  popula- 
tion, including  many  physicians  in  private 
practice  and  in  government  positions, 
nurses,  educators,  social  and  welfare  work- 
ers, service  organizations,  the  clergy,  farm 
groups,  industrial  organizations  and  the  ra- 
dio, television  and  press. 

The  United  States  Congress  appropriated 
4.2  million  dollars  for  long  range  planning, 
and  from  this  amount  Nebraska  was  allotted 
$50,000. 

The  Governor  of  Nebraska  called  this  first 
conference  to  inform  the  citizens  of  the  pur- 
pose and  goals  of  comprehensive  long  range 
Mental  Health  planning.  He  has  appointed 
an  Executive  Committee,  an  Advisory  Com- 
mittee, and  six  Regional  Committees,  all  of 
whom  will  assist  in  the  development  of  our 
state  plan.  The  Regional  Committees,  es- 
tablished on  the  basis  of  psychiatric  service 
areas,  will  be  subdivided  into  task  forces 
to  study  the  area  problems.  This  group 
should  be  able  to  perfect  a plan  within  two 
years  and  then  present  it  to  the  people  of 
the  state  for  their  approval. 

The  Nebraska  State  Medical  Association’s 
Committee  on  Psychiatry,  with  Charles 
Landgraf  as  Chairman,  have  had  several 
meetings  in  recent  weeks  to  blueprint  a 
program  for  us  to  use.  Their  program  is 


being  formulated  according  to  the  “State- 
ment of  Principles  on  Mental  Health”  re- 
cently issued  by  the  AMA.  They  are  further 
being  guided  by  the  findings  of  the  Na- 
tional Congress  on  Mental  Health  held  by 
the  AMA  in  Chicago  during  October  1962. 

Many  physicians  throughout  the  state  will 
be  asked  to  serve  on  Advisory  and  Regional 
Committees.  It  is  sincerely  hoped  that  you 
will  become  thoroughly  acquainted  with  all 
aspects  of  the  program,  and  assist  in  the 
implementation  of  this  plan.  If  you  would 
like  more  information  do  not  hesitate  to 
write  to  the  AMA  Council  on  Mental 
Health. 

It  is  not  too  early  to  be  studying  the  vot- 
ing records  of  our  congressmen  who  are  up 
for  election.  AMPAC  funds  are  used  nation 
wide,  not  just  in  our  own  state.  For  a 
check-up  on  the  rest  of  the  nation,  send  a 
check  to  your  AMPAC  chairman. 

R.  F.  SIEVERS, 
President. 
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Biliary  Atresia 

EARLY  DIAGNOSIS  AND  MANAGEMENT 


CONGENITAL  biliary  atresia 
leads  to  irreversible  biliary 
cirrhosis  and  death  unless  it 
is  corrected  early  by  operation.  Early  diag- 
nosis, then,  is  the  key  to  management. 

We  have  reviewed  the  eleven  cases  of 
biliary  atresia  seen  at  the  Childrens  Me- 
morial Hospital  and  The  University  Hos- 
pital during  the  ten-year  period  1951  to 
1961.  We  found  that  biliary  atresia  could 
be  differentiated  from  neonatal  hepatitis 
only  by  operation,  cholangiography  and  liver 
biopsy.  We  favor  early  operation  for  diag- 
nosis as  urged  by  Clatworthy.i 

Report  of  Cases 

Eleven  cases  of  biliary  atresia  were  seen 
at  these  hospitals  in  this  ten-year  period. 
All  of  the  infants  had  jaundice  peristing  be- 
yond two  weeks  of  age.  The  liver  was  palp- 
able in  each  case,  and  the  spleen  was  felt 
in  five.  The  total  serum  bilirubin  ranged 
from  7 to  22  mg  per  100  ml.  The  level 
fluctuated  in  all  but  two  patients.  However, 
an  upward  trend  was  noted  in  50  per  cent 
of  those  who  had  three  or  more  determina- 
tions. A slightly  elevated  prothrombin  time 
was  a usual  finding.  The  stools  in  all  in- 
fants were  either  light  yellow  or  beige 
colored,  and  the  urine  was  invariably  dark. 
Eight  patients  had  one  or  more  examina- 
tions of  the  stool  and  urine  for  the  presence 
of  bile  pigment  and  urobilinogen.  A trace 
of  bile  was  present  in  the  stools  of  two,  but 
urobilinogen  was  absent  in  all. 

The  average  age  at  the  time  of  operation 
was  4.8  months,  with  a range  of  six  weeks 
to  six  months.  At  operation  seven  correct- 
able anomalies  were  found.  The  remaining 
four  had  either  an  unidentifiable  extra- 
hepatic  duct  system  or  only  a thin  peristent 
fibrous  cord. 

Discussion 

When  jaundice  in  the  newborn  persists 
after  two  weeks  of  age,  biliary  atresia,  hepa- 
titis, or  hemolytic  jaundice  should  be  sus- 
pected. Hemolytic  jaundice  can  usually  be 
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accurately  diagnosed  by  appropriate  labora- 
tory tests,  but  biliary  atresia  and  hepatitis 
cannot  be  differentiated  early  by  clinical 
methods.  Biliary  atresia  is  the  most  com- 
mon cause  of  obstructive  jaundice  in  the 
newborn,  but  the  obstructive  phase  of  hepa- 
titis will  cause  30  to  40  per  cent  of  the  cases 
of  obstructive  jaundice.  Choledochal  cyst 
may  rarely  be  the  cause  of  obstructive  jaun- 
dice in  the  newborn. 

In  biliary  atresia,  correctable  lesions  were 
present  in  15  to  30  per  cent  of  those  cases 
reported  in  the  literature  (table  1).  How- 
ever, there  remains  a high  mortality  from 
cirrhosis  even  when  the  lesion  is  corrected 
by  operation.  This  high  mortality  is  pre- 
sumably related  to  the  delay  in  operation. 
In  his  series  of  thirty-one  cases,  Moore® 
found  eight  correctable  anomalies.  Seven 
of  these  patients  later  died  from  cirrhosis. 


TABLE  1 

INCIDENCE  OF  CORRECTABLE  LESIONS 


REPORTED  IN 

THREE 

STUDIES 

Cases 

Correctable 

1953  Gross  

. 146 

27 

19% 

1953  Moore 

. 31 

8 

26% 

1956  Clatworthy  and 

McDonald  

. 17 

2 

12% 

The  delay  in  operation  in  cases  of  biliary 
atresia  is  a result  of  the  difficulty  in  dif- 
ferentiating it  from  the  obstructive  phase  of 
neonatal  hepatitis.  Table  2 illustrates  the 
similarity  in  the  clinical  pictures  of  biliary 
atresia  and  hepatitis  in  obstructive  jaun- 
dice. Zuelzer  and  Brown^  felt  that  the  ane- 
mia and  the  rise  in  the  serum  glutamic 
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oxaloacetic  transaminase  (SGOT)  which 
are  commonly  associated  with  early  neonatal 
hepatitis  were  the  most  accurate  differential 
tests.  Hsia  and  Gellis®  noted  a steady  rise 
in  the  serum  bilirubin  in  cases  of  atresia 
and  a falling  value  in  hepatitis  when  fol- 
lowed over  a period  of  many  weeks.  In  our 
review,  a rising  titer  was  noted  in  50  per 
cent  of  those  patients  who  had  three  or  more 
determinations.  The  SGOT  and  serum  glu- 
tamic pyruvic  transaminase  (SGPT)  are 
variable  in  both  types  of  obstructive  jaun- 
dice. The  absence  of  urobilinogen  in  the 
stool  and  urine  is  of  value  only  as  an  indica- 
tion of  obstructive  jaundice.  Many  au- 
thors^’  have  found  the  other  liver 

function  tests  generally  unreliable  for  the 
early  differentiation  of  biliary  atresia  from 
hepatitis. 


TABLE  2 

CLINICAL  SIMILIARITY  OF  BILIARY 
ATRESIA  AND  THE  OBSTRUCTIVE 
PHASE  OF  NEONATAL  HEPATITIS 


Finding  Atresia 


Hepatitis 


1. 

Jaundice 

Present 

2. 

Stools 

Light  or  Clay 

3. 

Hepatomeg. 

Present 

4. 

Anemia 

Occasional 

5. 

Bilirubin 

Rising 

6. 

SGOT-SGPT 

Variable 

7. 

Urobilin 

Negative 

Present 
Light  or  Clay 
Present 
Usual 

Fluctuates  or 
Stable 
Variable 
Negative 


The  rose  bengal  test*  is  a more  specific 
and  fairly  sensitive  test  in  the  diagnosis  of 
obstructive  jaundice.® 

Serious  liver  damage  occurs  early  in  bili- 
ary atresia.  Schnug®  found  biliary  cirrho- 
sis present  histologically  as  early  as  one 
month  and  always  by  three  months.  Restor- 
ation of  liver  function  has  been  observed  in 
rats  after  moderately  severe  biliary  cirrho- 
sis, but  there  is  a limit  to  the  reversible  de- 
gree of  liver  damage.^®  Clatworthy,  Nor- 
ris and  others®’’^  have  proposed  operation 
before  two  months  of  age  because  operation 
is  the  only  reliable  means  of  accurately  dif- 
ferentiating atresia  from  neonatal  hepatitis 
at  an  early  age. 

•This  test  is  performed  with  intravenous  rose  bengal 
that  has  been  labeled  with  radioactive  iodine.  Rose  bengal  is 
excreted  entirely  in  the  bile,  with  no  reabsorption  in  the  in- 
testine. In  total  bile  duct  obstruction,  less  than  five  per  cent 
of  the  substance  is  present  in  a seventy-two  hour  stool 
collection.  This  test  was  not  performed  on  any  infants  in 
this  study. 


Figure  1.  Operative  cholangiogram  in  a patient  sug- 
gests atresia  from  the  failure  of  dye  to  reflux  into  hepatic 
ducts.  Liver  biopsy  taken  to  rule  out  hepatitis. 


Clatworthy  recommends  a limited  celioto- 
my to  establish  a diagnosis  early.  At  oper- 
ation he  does  an  operative  cholangiogram 
and  a liver  biopsy.  It  is  designed  to  obtain 
an  accurate  diagnosis  with  as  little  operative 
trauma  and  anesthetic-time  as  possible.  A 
small  right  subcostal  muscle  splitting  inci- 
sion is  made,  and  a small  polyethylene 
catheter  is  inserted  into  the  gallbladder.  If 
the  gallbladder  is  absent,  extrahepatic  bili- 
ary atresia  is  almost  always  present.  An 
operative  cholangiogram  is  obtained  using 
two  to  five  ml  of  35  per  cent  diodrast  (fig- 
ure). After  the  operative  cholangiogram, 
a deep  wedge  biopsy  of  the  liver  is  taken. 
The  abdomen  is  closed  leaving  the  chole- 
cystostomy  tube  in  place  for  postoperative 
cholangiograms  if  necessary.  If  the  diag- 
nosis of  bile  duct  atresia  is  established,  a def- 
inite operation  is  carried  out  one  week  later. 

Summary 

Biliary  atresia  is  the  most  common  cause 
of  obstructive  jaundice  in  the  newborn.  The 
prognosis  is  poor  unless  the  obstruction  is 
corrected  before  irreversible  liver  damage 
occurs. 

We  reviewed,  herein,  eleven  cases  of 
biliary  artesia.  As  reported  by  others,  we 
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found  operation  the  only  means  of  obtain- 
ing an  early,  accurate  diagnosis.  We  sup- 
port the  proposal  for  a limited  celiotomy  to 
establish  the  diagnosis.  The  diagnostic  op- 
eration consists  of  an  operative  cholangio- 
gram  and  a liver  biopsy. 
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Throwing  away,  then,  all  things,  hold  to  these  only  which  are 
few;  besides  bear  in  mind  that  every  man  lives  only  this  present 
time,  which  is  an  indivisible  point,  and  that  all  the  rest  of  his  life 
is  either  past  or  is  uncertain.  Short  then  is  the  time  which  every 
man  lives,  and  small  the  nook  of  the  earth  where  he  lives;  and 
short  too  the  longest  posthumous  fame,  and  this  only  continued  by 
a succession  of  poor  human  beings,  who  will  very  soon  die,  and  who 
know  not  even  themselves,  much  less  him  who  died  long  ago.  (The 
Meditations  of  Marcus  Aurelius,  III,  10). 
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TRAUMATIC 

Rupture  of  the  Spleen 


in  INFANTS  and  CHILDREN* 

Introduction 

Traumatic  rupture  of  the 
spleen  continues  to  be  a diag- 
nostic problem  and  requires 
prompt  treatment  to  insure  sustained  fav- 
orable results.  At  Childrens  Memorial  Hos- 
pital this  entity  represented  26  per  cent  of 
the  abdominal  injuries  caused  by  blunt 
trauma.  As  experienced  investigators  will 
testify,  this  injury  is  known  to  present  it- 
self in  many  forms  with  a variety  of  signs 
and  symptoms  in  infants  and  children.  This 
may  be  a solitary  injury,  or  it  may  be  as- 
sociated with  other  injuries  which  obscure 
the  diagnosis. 

The  purpose  of  this  article  is  to  review 
33  cases  occurring  between  1948  and  1961 
at  the  Childrens  Memorial  Hospital.  All  of 
these  cases  were  admitted  with  a diagnosis 
of  suspected  traumatic  rupture  of  the 
spleen ; of  these,  thirty  proved  to  be  a splenic 
injury.  The  other  three  cases  are  included 
because  of  the  admitting  diagnosis  and  the 
clinical  findings  which,  at  the  time,  were 
indicative  of  splenic  rupture.  We  feel  the 
findings  to  be  significant  due  to  the  excel- 
lence of  records  and  the  accurate  documen- 
tation of  findings  by  the  staff  and  house 
officers. 

Incidence 

As  in  other  series  dealing  with  this  in- 
jury, the  male  is  again  the  more  frequent 
victim  of  splenic  trauma;  the  sex  distribu- 
tion showed  21  males  and  11  females.  While 
this  is  in  keeping  with  the  usual  male  pre- 
dominance, the  ratio  is  only  2 to  1.  Ander- 
son, with  the  largest  individual  series  ever 
reported,  displayed  a 3 to  1 male  predom- 
inance in  90  cases  Boley  demonstrated  a 
4.5  to  1 ratio  of  male  to  female  incidence 
in  33  cases.2  No  one  has  a satisfactory  ex- 
planation for  this  sex  predilection,  but  per- 
haps Boley  was  correct  when  he  suggested 
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it  to  be  a reflection  of  the  type  of  physical 
activity  common  to  the  male  child.  This  is 
borne  out  by  the  fact  that  six  of  the  seven 
sledding  injuries  and  all  four  of  the  tree 
climbers  were  males. 

Dennehy,  et  al.,  found  that  the  peak  in- 
cidence in  early  childhood  was  prior  to  ten 
years  of  age.®  This  held  true  in  this  series 
as  85  per  cent  of  the  children  were  ten  years 
of  age  or  younger.  The  most  common  age 
group  involved  was  from  seven  to  nine 
years  of  age.  The  ages  ranged  from  two 
days  to  15  years  with  a mean  average  of 
seven  and  one-tenth  years. 

Cause  of  Injury 

In  a study  of  the  literature  on  splenic  in- 
jury, one  point  is  striking:  a history  of 
any  injury,  no  matter  of  what  type  or  de- 
gree, is  in  itself  of  diagnostic  impoi-tance. 
In  civilian  practice,  the  incidence  of  non- 
penetrating abdominal  injury  far  exceeds 
that  of  penetrating  injury.  Mazell  states 
that  rupture  of  the  spleen  should  be  sus- 
pected in  all  cases  of  trauma  to  the  abdomen 
since  it  is  encountered  in  about  30  per 
cent  of  all  such  injuries.^  Welch  and  Gid- 
dings  found  86  per  cent  blunt  and  14  per 
cent  penetrating  injuries  in  civilian  prac- 
tice; their  incidence  of  splenic  injury  was 
19  per  cent  of  all  abdominal  injuries.® 
Cloutier  and  Zaepfel  in  a series  of  43  cases 
discovered  36  blunt  and  7 penetrating  in- 
juries.® 

In  our  series,  nonpenetrating  abdominal 
injury  was  the  cause  in  93  per  cent  of  the 
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cases  and  the  penetrating  type  in  7 per 
cent  of  those  involving  splenic  laceration. 
The  liver  and  gastrointestinal  tract  are  in- 
jured more  frequently  than  the  spleen  in 
penetrating  injuries.'^ 

The  etiology  of  splenic  rupture,  in  our 
series,  was  quite  like  those  in  other  series 
(table  1).  Automobile  accidents  were  the 
main  cause  in  11  of  the  33  patients  involved, 
either  as  a pedestrian  or  passenger.  Falls, 
varying  from  a minimal  distance  of  two 
feet  up  to  the  greatest  of  30  feet  accounted 
for  ten  injuries.  Sledding  accidents  in- 
volved seven,  bicycle  accidents  two  and  birth 
trauma  one.  The  two  splenic  ruptures 
caused  by  penetrating  wounds  were  gun- 
shot wounds ; both  victims  were  babies, 
one  15  months  of  age  and  the  other  four 
months. 


TABLE  1 

CAUSE  OF  INJURY  IN  33  PATIENTS 


No.  of 
Cases 

Automobile  accidents  11 

As  Pedestrian  9 

As  Passenger  2 

Falls  10 

Sledding  7 

Bicycle  2 

Gunshot  wounds  2 

Birth  trauma 1 


Associated  injuries  ranged  from  none  to 
those  multiple  and  severe  (table  2).  As 
one  would  expect,  the  more  severe  injuries 
were  sustained  by  those  involved  in  auto 
accidents.  Two  of  the  patients  involved  in 
such  accidents  died  of  injuries  other  than 
the  splenic  laceration.  Injury  to  the  left 
kidney  was  the  most  frequently  associated 
injury  (24%).  Five  cases  manifested  con- 
tusion of  varying  degrees  to  this  organ  with 
perirenal  hematoma  in  three  cases.  In  one 
case,  the  left  kidney  was  ruptured  in  a sled- 
ding accident  and  a right  kidney  ruptured  in 
a car-pedestrian  accident.  Fractured  ribs, 
a so-called  rare  occurrence  in  children,  were 
present,  surprisingly,  in  only  two  cases. 
Mazel  suggests  that  the  flexibility  of  the 
lower  costal  cage  in  children  transmits  the 
rupturing  blow  to  the  spleen  without  asso- 
ciated rib  fracture. 


TABLE  2 

ASSOCIATED  INJURIES 
(18  of  33  cases) 

No.  of 
Cases 


Intra-abdominal 

Kidney  7 

Liver  5 

Stomach  2 

Diaphragm  2 

Small  bowel  2 

Large  bowel  1 

Omentum  1 

Extra-abdominal 

Head  4 

Thorax  5 

Fractured  ribs,  left 2 

Fractured  clavicle  1 

Hemothorax  1 

Extremity-Fractures  4 

Multiple  abrasions  and  contusions 24 


Clinical  Findings 

In  1945,  Mazel  suggested  that  the  his- 
tory of  a fall  or  injury  to  the  left  upper 
quadrant  or  lower  chest  with  signs  of  in- 
ternal hemorrhage  and  abdominal  rigidity 
with  or  without  external  signs  of  injury 
warrant  the  diagnosis  of  ruptured  spleen  in 
children.^  He  held  that  delayed  splenic  rup- 
ture should  be  kept  in  mind  in  every  upper 
abdominal  injury  in  which  the  symptoms 
may  be  masked  by  associated  injuries. 

Abdominal  pain,  either  general  or  local- 
ized, is  the  chief  index  of  splenic  rupture 
(table  3).  This  symptom  was  present  in  21 
patients  or  63  per  cent  of  our  cases.  Analy- 
sis of  the  statistics  revealed  that  eight  cases 
had  generalized  pain  while  eight  had  a local- 

TABLE  3 
SYMPTOMS 

No.  of 
Cases 


Generalized  Abdominal  pain  8 

Localized  Abdominal  pain 

Left  upper  quadrant  10 

Left  lower  quadrant  2 

Right  upper  quadrant  1 

Left  shoulder  pain 

Constant  (Kehr’s  Sign)  4 

Aggravated  by  inspiration 

(Pender’s  Sign)  4 

Nausea  1 

Vomiting  5 

Weakness  2 

Dyspnea  2 
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ized  left  upper  quadrant  pain.  Left  shoul- 
der pain,  either  constant  or  aggravated  by 
inspiration,  was  present  in  eight  patients. 
Nausea  was  seen  in  one  patient  and  vomit- 
ing in  five. 

If,  as  other  investigators  have  done,  we 
use  the  Mclndoe  criteria  for  the  diagnosis 
of  delayed  rupture  of  the  spleen,^  then  a 
latent  period  of  at  least  48  hours  must 
elapse  from  the  time  of  injury,  during  which 
there  are  no  symptoms,  followed  a sudden 
onset  of  symptoms  and  signs  of  intraperi- 
toneal  hemorrhage.  Strictly  speaking,  if 
these  criteria  are  used,  there  is  no  single 
case  of  delayed  rupture  present  in  this 
series.  One  patient  was  admitted  with  ques- 
tionable sj-mptoms  and  sent  home  one  hour 
after  the  injury.  He  returned  43  hours 
after  the  injury  with  definite  signs  and 
symptoms  of  a ruptured  spleen  and  under- 
went splenectomy. 

Dennehy,  et  ah,  state  that  the  predomi- 
nant signs  of  splenic  rupture  are:  general- 
ized abdominal  tenderness,  left  upper  quad- 
rant tenderness,  rigidity  and  decreased 
bowel  sounds.^  Table  4 shows  that  26  pa- 
tients with  demonstrable  signs  showed  left 
upper  quadrant  or  generalized  tenderness, 
rigidity,  hyperperistalsis  or  distention,  or 
both.  Kehr’s  sign  (constant  pain  in  the 
left  shoulder)  was  found  to  be  present  in 
four  patients.  An  additional  four  patients 
demonstrated  Pender’s  modification  of  Kehr 
sign  (that  is,  pain  in  the  left  shoulder  when 
pressure  is  applied  to  the  left  hypochondri- 
um  or  when  intraabdominal  pressure  is  in- 

TABLE  4 
SIGNS 

No,  of 
Cases 


Tenderness 

Generalized  5 

Left  upper  quadrant 14 

Diffuse  2 

Right  upper  quadrant  4 

Rebound  2 

Rigidity 

Left  upper  quadrant  7 

Diffuse  9 

Distention  4 

Hypoperistalsis  6 

Shifting  dullness  1 

Left  upper  quadrant  dullness 

(Ballance  Sign)  1 


creased  as  in  deep  inspiration  or  bending 
sharply  forward).  Ballance’s  sign  (dull- 
ness in  the  left  upper  quadrant)  was  re- 
ported in  only  one  case.  Shifting  dullness 
was  seen  in  one  case. 

Roentgenological  Studies 

Schwartz  contends  that  the  only  roentgen 
sign  occurring  with  any  degree  of  frequency 
in  their  series  was  exaggeration  of  the  mu- 
cosal folds  on  the  greater  curvature  of  the 
stomach.  They  rendered  this  finding  as 
nonspecific  in  splenic  rupture  when  they 
found  exaggerated  folds  in  6 per  cent  of 
200  normal  X rays  which  they  used  as 
controls.®  In  contrast  to  these  findings, 
our  33  cases  revealed  only  two  roentgeno- 
grams with  exaggerated  folds.  This  condi- 
tion is  said  to  be  due  to  dissection  of  blood 
along  the  course  of  the  vasa  brevia.  But, 
as  Schwartz  pointed  out,  normal  mucosal 
folds  vary  in  shape  and  size  and  it  is  dif- 
ficult to  attribute  pathologic  significance  to 
something  which  occurs  physiologically.  In 


TABLE  5 

ROENTGENOLOGIC  FINDINGS 

No.  of 
Cases 


A.  Stomach 

1.  Exaggerated  mucosal  folds  on 

greater  curvature  2 

2.  Gastric  dilatation  10 

3.  Increased  gastro-diaphrag- 

matic  space  5 

4.  Stomach  displaced  to  right 1 

B.  Spleen 

1.  Obliteration  of  splenic  shadow 12 

2.  Increase  in  space  between 

kidney  and  spleen 1 

3.  Enlargement  of  splenic  shadow  — 3 

C.  Bowel 

1.  Widening  space  between  bowel 

loops  4 

2.  Distention  either  large  or 

small  bowel  10 

3.  Depressed  splenic  flexure  2 

4.  Ileus 

D.  Obliteration  of  various  shadows 

1.  Left  peritoneal  line 4 

2.  Kidney  3 

3.  Psoas  3 

4.  Abdominal  haze 5 

E.  Pleural  reaction  at  left  base 1 

F.  Rib  fracture  2 

G.  Scoliosis,  to  the  right  1 

H.  Blunting  of  costovertebral  angles 1 

I.  No  roentgen  studies 6 
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1943,  Levine  described  a roentgen  triad  pres- 
ent in  the  lacerated  spleen:  (1)  a marked- 

ly distended  stomach,  (2)  jagged  serrated 
greater  curvature  of  the  stomach  at  the 
cardia  and  pars  media,  and  (3)  obliteration 
of  the  splenic  shadow  merging  with  the 
perisplenic  hematomad® 

In  our  series,  gastric  dilatation  was  the 
second  most  common  finding  (table  5). 
Ten  patients  showed  enlargement  of  this 
gas  containing  hollow  viscus.  Obliteration 
of  the  splenic  shadow  is  the  most  common 
finding  with  12  of  the  33  patients  manifest- 
ing the  so-called  third  sign  of  Levine’s 
triad.  It  is  well  to  mention  that  others  con- 
sider this  finding  to  be  of  equivocal  sig- 
nificance. Seventy-three  of  the  200  nor- 
mal controls  in  the  Schwartz  study  had  ob- 
scuration of  the  splenic  shadow.  He  fur- 
ther points  out  that  the  younger  the  child, 
the  less  frequently  was  a well  defined  splenic 
shadow  seen.  His  group  found  this  ill  de- 
fined left  upper  quadrant  mass  in  only  1 
case  of  splenic  rupture. 

Surgeons  long  interested  in  this  entity 
state  that  enlargement  of  the  splenic  shadow 
is  interpreted  as  either  true  splenomegaly, 
intra-  or  perisplenic  bleeding.  Schwartz 
feels  that  when  a patient  with  clinical  evi- 
dence of  splenic  injury  presents  with  gross 
enlargement  of  the  splenic  shadow,  exact 
roentgen  interpretation  is  impossible.  To 
prove  this,  they  divided  their  cases  into  two 
groups,  those  with  gross  enlargement  of 
the  shadow  and  those  with  the  splenic  tip 
presenting  beneath  the  twelfth  rib.  Two 
of  their  splenic  ruptures  and  five  of  their 
normal  controls  were  in  the  former  cate- 
gory; three  of  their  ruptures  and  18  of 
the  normals  fell  into  the  latter  category. 
The  significance  of  these  findings  by  X ray 
was  thought  to  be  even  more  questionable 
when  it  was  shown  that  10  per  cent  of  the 
200  controls  had  splenic-tip-presentation  be- 
low the  twelfth  rib. 

In  our  study,  three  cases  showed  definite 
splenic  shadow  enlargement.  No  exact  dif- 
ferentiation as  to  the  extension  of  the  splenic 
shadow  was  made,  the  findings  being  re- 
corded only  as  “enlargement.”  Reflex  ileus 
causing  distention  of  either  the  small  or 


large  bowel  was  present  in  ten  patients ; 
this  is  thought  to  be  due  to  intraperi- 
toneal  bleeding.  The  younger  the  patient, 
the  less  significance  one  attaches  to  such 
bowel  distention. 

Obliteration  of  various  shadow-lines  was 
demonstrated  in  four  different  ways:  (1) 
left  peritoneal  line-obliteration  in  four  pa- 
tients, (2)  obliteration  of  renal  shadow  in 
three  patients,  (3)  psoas  shadow  oblitera- 
tion in  three  patients,  and  (4)  abdominal 
haze  in  five  patients.  Some  authors  ques- 
tion the  validity  of  such  findings  since  vis- 
ceral and  psoas  detail  is  poor  and  ground- 
glass  haze  is  usually  found  in  normal  in- 
fants. As  the  child  ages  the  structures  may 
become  more  apparent,  but  are  still  diffi- 
cult to  see  through  the  overlying  intestinal 
content.  Obliteration  of  the  peritoneal 
lines  is  of  questionable  value  since  multiple 
factors,  including  positioning,  can  influence 
their  visualization.  Scoliosis  to  the  right 
was  seen  in  one  patient.  This  is  reportedly 
due  to  parapsoas  irritation  caused  by  retro- 
peritoneal bleeding  from  the  spleen.  How- 
ever, as  radiologists  will  attest,  the  pediatric 
age-group  is  not  known  for  ease  of  position- 
ing, and  apparent  scoliosis  is  so  frequent 
as  to  make  this  sign  valueless. 

Since  all  signs  previously  described  in  this 
series  could  be  demonstrated  in  the  absence 
of  ruptured  spleen,  no  sign  is  found  to  be 
pathognomic  of  the  ruptured  spleen.  The 
most  reasonable  course  is  to  obtain  serial 
films  for  comparison  along  with  the  clinical 
course  of  the  patient. 

Abdominal  paracentesis  as  a diagnostic 
procedure  was  almost  completely  ignored. 
Peritoneal  tap  was  performed  in  only  one 
case  and  it  was  successful  in  that  instance. 
Cloutier  and  Zaepfel  performed  taps  in  21 
cases  in  which  lacerated  spleens  were  later 
proved;  twelve  (57%)  were  positive;  9 
(43%)  were  negative.®  Because  infants 
and  children  tend  to  be  uncooperative,  care 
must  be  used  in  employing  this  aid,  as  any 
unusual  movement  during  the  tap  may  pre- 
cipitate additional  intra-abdominal  injury. 

Operative  Findings 

All  33  patients  were  admitted  with  sus- 
pected splenic  injury;  several  of  them  had 
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associated  injuries  of  a severe  nature.  Twen- 
ty-seven were  proved  at  operation  to  have 
definite  splenic  injury.  Two  were  dismissed 
with  a diagnosis  of  possible  splenic  involve- 
ment and  did  not  undergo  any  surgical  pro- 
cedure. A single  patient  required  left  ne- 
phrectomy; one  died  of  associated  injuries 
prior  to  operation,  but  showed  a ruptured 
spleen  on  autopsy,  and  one  had  a normal 
spleen  at  laparotomy. 

Of  the  30  undergoing  exploratory  lapar- 
otomy, 27  then  had  splenectomy.  There 
was  a through-and-through  perforation  of 
the  spleen  in  a four  month  old  infant  due 
to  a gunshot  wound;  the  surgeon  elected  to 
repair  the  perforation  and  not  perform  a 
splenectomy.  This  procedure  was  followed 
by  an  uneventful  recovery. 

In  20  cases,  a left  rectus  incision  was 
utilized;  two  of  these  were  enlarged  by  a 
“hockey  stick”  lateral  extension.  Thvo  in- 
cisions were  of  the  left  subcostal  type,  one 
was  a right  paramedian,  one  was  a supra- 
umbilical  midline  incision,  one  was  a 
Kocher  type  incision  in  the  left  upper  quad- 
rant, and  one  a right  rectus  muscle  splitting 
incision.  In  four  instances  surgeons  elected 
to  use  a transverse  incision  in  the  upper 
abdomen. 

Splenic  injury  as  assessed  at  removal  re- 
vealed multiple  lacerations  along  with  frag- 
mentation to  be  the  commonest  injury  to 
this  viscus  (table  6).  Multiple  lacerations 
were  found  in  15  cases  and  hilar  tears  were 
present  in  13.  Subcapsular  hemorrhage  was 
reported  in  two  cases;  one  involved  a spleen 
with  multiple  lacerations  in  areas  other 
than  the  subcapsular  hematoma  and  the 
other  case  has  already  been  mentioned  only 
to  point  out  that  it  came  the  closest  to 
satisfying  Mclndoe’s  criteria  for  a delayed 
rupture.  This  patient  had  fallen  from  a 
tree  and  entered  the  hospital  complaining 
of  left  upper  quadrant  pain  and  tenderness 
which  disappeared  almost  immediately  after 
admission.  The  abdomen  was  soft  and  all 
physical  and  X-ray  findings  were  negative 
when  he  was  dismissed.  Forty-three  hours 
after  injury  he  was  readmitted  with  marked 
sjTnptoms.  Roentgenograms  showed  a per- 
sistent increase  in  the  splenic-shadow-size. 


Sixty -six  hours  after  injury,  he  went  to  the 
operating  room.  The  spleen  showed  no  vis- 
ible laceration,  but  a large  subcapsular 
hematoma  was  present  in  the  hilar  region. 
The  pathology  - report  confirmed  subcap- 
sular hemorrhage  from  a 0.5  cm  paren- 
chymal tear  at  the  hilus. 

TABLE  6 

TYPES  OF  SPLENIC  INJURY 

No.  of 
Cases 


Hilar  tear 13 

Laceration  of  parenchyma 

Multiple  15 

Single  2 

Fragmentation  11 

Subcapsular  2 


As  table  7 indicates,  there  were  four  other 
patients  in  addition  to  the  one  above  with 
a time  lapse  of  greater  than  40  hours  from 
injury  until  operation.  A brief  analysis  of 
these  cases  reveals  a delay  in  treatment  of 
47,  50,  40,  and  41  hours  respectively.  These 
cases  are  mentioned  to  point  up  the  fact 
(by  using  a retrospectroscope)  that  with  a 
higher  index  of  suspicion  in  three  of  the 
four,  operative  intervention  could  have  been 
earlier  and  that  none  of  the  cases  satisfied 
Mclndoe’s  criteria  for  delayed  rupture. 
These  cases  illustrate,  however,  what  Den- 
nehy  has  previously  said,  that  there  is  no 
correlation  between  delay  in  performing 
surgery  and  the  mortality.®  We  hasten  to 
point  out  that  a high  index  of  suspicion  is 
warranted  when  any  one  of  the  suggested 
signs  or  symptoms  presents  itself,  whether 
immediate  or  delayed,  and  that  persistent, 

TABLE  7 

ELAPSED  TIME,  INJURY  TO  SURGERY 


No.  of 

Hours  Cases 

0 - 1 1 

2-4  11 

5-8  4 

9-12  1 

13-16  2 

17-20  2 

21-30  1 

31-40  0 

41  - 50  3 

51-60  1 

61-70  1 

Time  delay  not  recorded  3 
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I repeated,  complete  re-examination  of  these 
I young  patients  at  intervals  of  two  to  four 

I hours  may  reduce  this  period  of  delay  in 

I treatment. 

! All  30  cases  in  which  laparotomy  was  per- 
I formed  showed  some  evidence  of  hemoperi- 
' toneum,  either  by  free  or  clotted  blood.  The 
I mean  average  was  780  cc.  Four  yielded 
1000-1500  cc  and  the  smallest  amount  aspir- 
ated was  100  cc.  Seventeen  cases  reported 
free  blood  or  clotting  in  variable  estimations 
[ with  no  recorded  amounts.  Two  surgeons 
j reported  no  blood  until  the  omentum  or 
mesentery  was  handled  and  then  a gush  of 
j free  blood  came  forth. 

j Deaths 

i Of  the  four  deaths,  all  were  involved  in 

[ automobile  accidents,  three  as  pedestrians 
and  one  as  a passenger.  Three  underwent 
! splenectomy,  the  fourth  died  of  associated 
! injuries  before  operation.  The  cause  of 
I death  in  the  other  three  was  attributed  to 
multiple  severe  injuries  associated  with 
splenic  laceration. 

I 

I Discussion 

In  recent  years  the  mortality  from  trau- 
matic rupture  of  the  spleen  has  declined. 
Scott  and  Bowman  attributed  this  to  earlier 
recognition  with  prompt  surgical  interven- 
tion.All  investigators  agree  that  once  a 
presumptive  diagnosis  has  been  made,  sur- 
gical intervention  should  follow  immediate- 
ly. In  general,  a history  of  trauma  to  the 
abdomen,  followed  by  symptoms  and  signs 
of  intraperitoneal  bleeding,  tenderness  and 
spasm  localized  to  the  left  upper  quadrant 
with  roentgenological  signs  of  intra-ab- 
dominal injury,  are  presumptive  evidence 
for  diagnosis  and  strongly  indicative  for 
exploration  and  subsequent  splenectomy. 
We  do  not  subscribe  to  the  theory  that  there 
may  occur  the  spontaneous  rupture  of  a 
normal  spleen.  More  often  than  not  close 
interrogation  of  the  children  will  reveal  a 
definite  history  of  trauma.  The  experi- 
enced surgeon,  faced  with  these  findings, 
recognizes  the  presence  of  intraperitoneal 
bleeding  and  pursues  the  only  safe  course. 
On  occasion,  as  in  a single  instance  in  this 
series,  a diagnosis  of  ruptured  spleen  may 


be  erroneous,  but  the  treatment  was  cor- 
rect, because  in  each  case  an  important 
lesion  with  loss  of  blood  was  occurring  with- 
in the  peritoneal  cavity.  Splenorraphy  is 
mentioned  only  to  discourage  its  usage  un- 
less there  is  definite  preoperative  evidence 
that  this  organ  represents  one  of  the  extra- 
medullary centers  of  hemopoiesis  and  this 
should  happen  only  rarely.  Reduction  of  the 
red  cell  count,  hematocrit,  and  hemoglobin 
as  a diagnostic  aid  are  of  questionable  value. 
Mazel  feels  that  evaluation  of  the  blood 
count  may  be  a hindrance  to  early  diagnosis 
and  that  the  reduction  of  the  red  cell  count 
and  hemoglobin  is  not  pronounced  soon 
after  the  occurrence  of  internal  hemorrhage. 
This  may  prove  to  be  the  surgeon’s  undoing 
in  that  he  may  be  tempted  to  assume  a 
waiting  attitude  which,  in  many  instances, 
could  prove  disastrous.^  It  is  our  feeling 
that  despite  the  valid  objections  to  hemato- 
crit determinations,  it  is  axiomatic  that  a 
falling  hematocrit  in  the  presence  of  bleed- 
ing is  very  significant,  particularly  when  the 
patient  is  being  transfused. 

Boley  has  also  questioned  the  value  of 
blood  loss  indices  as  an  indication  of  splenic 
rupture.  The  most  significant  findings  in 
his  series  were  the  elevated  white  cell  counts 
and  the  shift  to  the  left.  Berman  and  asso- 
ciates reported  that  leucocytic  response  to 
splenic  rupture  by  blunt  trauma  was  found 
to  be  greater  than  to  peneti’ating  wounds 
of  the  abdominal  viscera.  They,  too,  found 
leucocytosis  a more  common  finding  than  a 
fall  in  hemoglobin. 2 

Summary 

1.  Thirty-three  cases  of  suspected  trau- 
matic rupture  of  the  spleen  have  been 
reviewed  and  the  significant  clinical 
and  roentgenological  findings  present- 
ed. 

2.  The  commonest  age-group  in  this 
series  involving  splenic  injury  was 
from  seven  to  nine  years  with  a two 
to  one  male  predilection.  Auto  acci- 
dents were  the  major  cause  of  injury. 

3.  All  radiographic  signs  previously  de- 
scribed and  also  present  in  this  series, 
have  been  demonstrated  by  other 
studies  to  be  present  in  the  absence 
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of  ruptured  spleen  and  therefore  no 
roentgen  sign  is  specifically  pathog- 
nomonic of  splenic  rupture. 

4.  A history  of  trauma,  however  mini- 
mal, to  the  abdomen  or  lower  thorax 
on  the  left  combined  with  abdominal 
pain,  rigidity  and  tenderness,  espe- 
cially in  the  left  upper  quadrant, 
should  be  regarded  as  an  important 
diagnostic  indication  of  splenic  lacer- 
ation. 

5.  Though  hematocrit  determination 
poorly  reflects  blood  loss,  when  re- 
peated values  show  a falling  hemato- 
crit in  the  presence  of  intra-abdom- 
inal bleeding,  this  is  significant.  Re- 
cent findings  indicate  that  leucocy- 
tosis  is  a more  common  finding  in 
laceration  of  solid  viscera  than  a fall 
in  hemoglobin. 

6.  Five  cases  of  questionable  delayed 
surgical  intervention  were  presented 
and  a direct  correlation  between  sur- 
gical delay  and  mortality  could  not  be 
established. 

7.  The  single  death  from  hemorrhage 
due  to  splenic  rupture  proves  that 


laceration  of  the  spleen  still  demands 
prompt  diagnosis  and  treatment. 
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“The  number  of  men  at  ages  18-24  in  the  United  Stats  is  ex- 
pected to  increase  shai-ply  in  the  years  ahead.  Reflecting  the  sus- 
tained baby  boom  following  World  War  II,  their  number  will  prob- 
ably grow  from  nearly  9 million  at  present  to  about  12%  million  in 
1970,  and  may  reach  14%  million  by  1980.  Our  population  of 
young  men  will  thus  increase  by  about  5%  million  in  less  than 
two  decades  . . .”  (Statistical  Bull.,  Meti’opolitan  Life  Ins.  Co.  for 
Febimary,  1963). 
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Effects  of  Valium 

on 

Psychological  Testing* 


Introduction 

SEVERAL  papers  have  been 
written  on  diazepam  (Valium, 
LA  III), a new  psycho- 
therapeutic agent  of  the  benzodiazepine 
class. 1 Some  of  these  papers^’®  have  shown 
the  values  of  this  drug  as  a tranquilizer, 
muscle  relaxant,  and  anticonvulsant  by  ob- 
jective tests  on  animals.  Others  have  given 
us  an  idea  of  the  results  obtained  by  using 
diazepam  on  human  beings,i-®  based  mainly 
on  the  subjective  changes  of  the  patients  to 
whom  the  drug  was  administered.  This 
study  has  been  limited  to  the  effects  of 
diazepam  on  psychomotor  depression,  if 
any,  as  shown  by  psychological  testing. 

Randall  et  al.^  administered  diazepam  to 
nine  patients  for  a period  of  8 to  17  weeks 
(average  12.5  weeks).  The  starting  dose 
was  10-15  mg  per  day  and  this  was  increased 
to  a maximum  dose  of  75  mg  per  day.  The 
group  included  patients  with  the  following 
diagnoses : three  with  anxiety  reaction,  three 
with  involutional  syndrome,  one  with  anx- 
iety with  depression,  one  with  psychotic  re- 
action, and  one  with  schizophrenia.  It  was 
noticed  that  the  patients  with  anxiety  re- 
actions, anxiety  with  depression,  and  in- 
volutional syndrome  “had  an  excellent  re- 
sponse to  this  new  compound”  (Reference 
No.  1,  p.  422),  and  only  minimal  subjective 
side-effects  were  noticed  in  the  patients  re- 
ceiving the  medication. 

Kelley^  in  his  study  used  diazepam  as  an 
adjunct  to  intense  psychotherapy  on  109  pa- 
tients with  various  psychiatric  and  neuro- 
psychiatric disorders.  With  dosages  rang- 
ing from  7.5  to  30  mg  per  day,  therapy  was 
maintained  for  an  average  of  14  weeks.  He 
had  satisfactory  results  in  66  patients;  24 
of  the  patients  gave  a moderately  satisfac- 
tory response,  and  18  gave  unsatisfactory 
results.  From  this  study  he  found  diazepam 
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to  be  a “potent,  highly  effective  drug  for 
the  management  of  involutional  and  post- 
involutional  psychotic  reactions.”  (Refer- 
ence No.  2,  p.  1800).  More  recent  work  (un- 
published) has  been  done  by  Kelley  on  the 
depressive  phase  of  manic  depressive  psy- 
chosis. Three  patients  with  previous  epi- 
sodes which  had  been  treated  with  electro- 
shock therapy  (EST)  have  been  carried 
through  depressive  phases  with  diazepam 
and  psychotherapy  without  increase  in 
length  of  hospital  stay. 

Sussex  et  al.^  did  their  study  on  13  pa- 
tients, all  of  whom  presented  syndromes  of 
psychotic  degree  characterized  by  paranoid 
and  effective  features  and  presenting,  clin- 
ically, pictures  of  anxiety  and  depression. 
The  dosage  of  diazepam  ranged  from  6 to 
30  mg  per  day.  While  all  of  these  patients 
had  been  treated  in  the  past  with  other  drugs, 
with  none  or  little  success,  it  was  noticed 
that  twelve  of  the  individuals  responded  with 
diazepam ; one  failed  to  respond  even  at 
dosages  of  60  mg  daily.  In  conclusion,  the 
authors  stated  that  diazepam  was  an  effec- 
tive therapeutic  agent  for  this  type  of  neuro- 
psychiatric disorder. 

Chesrow  et  aU  used  diazepam  for  a period 
of  four  to  six  months  on  58  elderly  patients 
with  various  neuropsychiatric  disorders. 
Half  of  the  patients  received  3 mg  per  day, 
while  the  remaining  half  received  6 mg  per 
day.  Psychological  tests  (the  Personal  Au- 

♦Submitted  to  the  Faculty  of  the  School  of  Medicine  of  the 
Creighton  University  in  Partial  Fulfillment  of  the  Require- 
ments for  the  Degree  of  Doctor  of  Medicine. 
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dit  and  the  Temperament  Test)  were  ad- 
ministered to  38  of  these  patients.  Marked 
improvement  was  noticed  on  the  testing  by 
most  of  the  patients  (especially  those  with 
tension  and  anxiety)  who  were  receiving  6 
mg  of  the  drug  per  day.  Clinically,  marked 
improvement  was  noticed  in  28  (48  per  cent) 
of  the  patients;  21  (36  per  cent)  showed  only 
moderate  improvement,  while  9 (16  per 

cent)  did  not  respond  to  therapy.  The  au- 
thors concluded  from  the  above  results  that 
diazepam  appears  to  be  an  excellent  drug 
for  the  treatment  of  the  disturbed  elderly 
patient. 

It  is  the  purpose  of  this  paper  to  demon- 
strate changes,  if  any,  that  occur  in  pa- 
tients with  psychomotor  depression  follow- 
ing the  administration  of  diazepam,  as 
shown  by  psychological  testing. 


The  other  four  patients  had  been  admit- 
ted to  mental  institutions  for  therapy  in  the 
past;  two  of  them  had  been  diagnosed  as 
manic  depressive  reaction,  depressed  phase; 
one,  as  schizoid  depression;  and  one,  as  in- 
volutional depression.  Three  of  them  had 
received  EST  in  combination  with  chlor- 
promazine  (Thorazine),  and  one  of  these 
also  received  insulin  therapy.  The  other  had 
received  EST  in  combination  with  chlordia- 
zepoxide  (Librium).  At  the  time  of  test- 
ing for  this  study  three  of  these  patients 
were  diagnosed  as  involutional  depressions 
and  one  as  manic  depressive  reaction,  de- 
pressed phase. 

As  a control  group,  ten  senior  nursing- 
student  volunteers  w ere  compared.  The 
ages  of  the  controls  ranged  between  20.5  and 
22  years,  with  the  mean  age  of  21.2.  None 


TABLE  1 


Pt. 

Age 

Present  Diagnosis 

1 

59 

Involutional 

Depression 

2 

46 

Involutional 

Schizophrenia 

3 

24 

Reactive 

Depression 

4 

53 

Involutional 

Depression 

5 

41 

Involutional 

Depression 

6 

58 

Postinvolutional 

Depression 

7 

62 

Manic  Depressed 
Depressed 

8 

60 

Involutional 

Depression 

9 

59 

Involutional 

Depression 

10 

31 

Manic  Depressed 
Depressed 

Materials  and  Methods 

Ten  patients  in  whom  the  outstanding  fea- 
ture was  that  of  psychomotor  depression 
were  chosen  for  this  study  (see  table  1). 
The  ages  of  the  patients  ranged  from  24  to 
62  years  with  the  mean  age  of  46.3  years. 
Six  of  these  patients  did  not  present  any 
previous  history  of  mental  illness.  Of  these, 
three  were  diagnosed  as  involutional  depres- 
sion ; one,  a postinvolutional  depression ; one, 
as  reactive  depression ; and  one,  as  manic  de- 
pressive reaction,  depressed  phase. 


Previous  Diagnosis 

Previous  Therapy 

Schizoid 

Thorazine 

Depression 

EST 

I.T. 

None 

None 

None 

None 

Manic  Depressed 

EST 

Depressed 

Librium 

None 

None 

None 

None 

Manic  Depressed 

Thorazine 

Depressed 

EST 

None 

None 

Involutional 

Depression 

Thorazine 

Antharax 

None 

None 

of  the  controls  had  any  past  or  present  his- 
tory of  mental  illness. 

The  Wechsler-Bellevue  Intelligence  Scale 
(W-Bl)  Form  I,®  the  Wechsler  Adult  Intelli- 
gence Scale  (WAIS),’^’*  the  Bender-Gestalt,® 
and  the  Etch-a-Sketch*  were  used  as  testing 
material. 

When  the  patients  were  first  hospitalized 
either  the  W-B  I or  the  WAIS  was  admin- 
istered together  with  the  Bender-Gestalt 

•This  test  will  be  discussed  and  explained  below. 
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and  the  Etch-a-Sketch  Test.  Immediately 
after  the  testing  was  finished,  the  patients 
were  started  on  diazepam,  10  mg  tid,  for  a 
total  dose  of  30  mg  daily.  After  receiving 
diazepam  for  five  to  seven  days,  the  pa- 
tients were  retested. 

If  the  WAIS  was  administered  before 
therapy  was  instituted,  the  W-B  I would  be 
given  as  retest  and  vice-versa.  The  Bender- 
Gestalt  and  the  Etch-a-Sketch  were  admin- 
istered in  a similar  manner  as  in  the  first 
instance. 

The  controls  were  given  the  above-men- 
tioned tests  in  the  same  manner  as  they 
were  administered  to  the  patients,  with  the 
only  difference  that  neither  medications  nor 
placebos  were  given  to  them. 

The  administration  of  the  W-B  I,  the 
WAIS,  and  the  Bender-Gestalt  was  accord- 
ing to  the  already  standardized  procedures. 
The  Etch-a-Sketch  Test  was  designed  as  an 
attempt  to  measure  very  fine  visual-motor 
control.  For  this  test  the  Etch-a-Sketch 
machine  was  used.  This  machine  consists 
of  a screen  and  two  knobs.  By  turning  the 
left  hand  knob,  horizontal  lines  are  drawn 
on  the  screen;  by  turning  the  right  hand 
knob,  vertical  lines  are  drawn ; and  by  turn- 
ing both  knobs  at  the  same  time  diagonal 
and  curved  lines  can  be  drawn. 

The  patients  and  the  controls  were  in- 
structed, all  in  the  same  manner,  on  how  to 
work  the  machine.  The  test  was  started 
after  a trial  period  of  10  minutes  given  to 
the  person  being  tested  in  order  that  he  be- 
come familiar  with  the  machine,  or  before 
the  trial  period  was  over  if  it  was  indicated 
that  the  person  was  ready.  The  designs 
shown  in  figure  1 were  given  to  the  person 
to  sketch  in  the  same  order  as  numbered.  It 
should  be  noticed  that  the  designs  become 
progressively  more  difficult.  For  each  de- 
sign six  minutes  were  allowed.  The  person 
was  permitted  to  erase  if  so  desired.  After 
each  design  was  completed,  an  instant  photo- 
graph was  made  of  it  as  a permanent  record. 

Each  design  of  the  Etch-a-Sketch  was 
scored  individually.  Points  were  given  ac- 
cording to  the  scoring  criteria  shown  in 
figure  2,  based  mainly  on  the  similarity  of 


the  sketch  to  the  original  design  and  the  po- 
sition on  the  screen.  Neither  time  nor  the 
number  of  erasings  were  used  in  the  criteria 
for  scoring  if  the  drawing  was  finished  with- 
in the  six  minute  limit.  None  of  the  persons 
tested  exceeded  the  time  limit. 

Results 

The  results  are  summarized  in  table  2. 
Here,  the  means  of  the  scores  obtained  upon 
the  administration  of  the  Etch-a-Sketch, 
the  Bender-Gestalt,  and  the  WAIS-WBI  com- 
bination are  shown  for  the  first  and  second 
testings.  For  the  Etch-a-Sketch  and  the 
Bender-Gestalt  the  mean  of  the  raw  scores 
is  shown.  For  the  subtests  of  the  WAIS- 
WBI,  the  mean  of  the  scaled  scores  is  used. 
The  statistical  significance  represented  by 
z was  calculated  as  outlined  by  Guilford.^'^ 
A level  of  significance  of  five  per  cent  is 
used,  which  is  represented  by  a z of  1.96 
or  higher. 

As  noticed  in  table  2,  in  the  Bender-Ge- 
stalt, the  difference  between  the  first  and 
second  testings,  was  statistically  significant 
neither  for  the  patients  nor  the  controls. 

The  administration  of  the  WAIS-WBI 
combination  to  the  group  of  patients  showed 
that  the  only  statistically  significant  changes 
between  the  first  and  second  testings  were 
in  the  verbal  IQ  and  the  Picture  Arrange- 
ment subtest.  In  the  group  of  controls  a sig- 
nificant increase  was  noticed  only  in  the  Pic- 
ture Arrangement  subtest. 

Both  the  Bender-Gestalt  and  the  WAIS- 
WBI  were  finished  completely  by  all  the 
patients  and  controls  in  both  the  first  and 
second  testings.  In  the  Etch-a-Sketch,  while 
all  the  controls  finished  all  the  sketches 
both  in  the  first  and  second  testings,  only 
eight  of  the  patients  were  able  to  finish  all 
the  sketches  the  first  time  they  were  tested. 
The  testing  of  the  other  two  patients  was 
discontinued  because  the  patients  began  to 
show  a great  degree  of  tension,  anxiety, 
and  frustration,  and  failed  to  show  any  more 
progress. 

During  the  second  testing,  nine  of  the  pa- 
tients were  able  to  finish  all  the  sketches, 
and  the  remaining  patient  showed  an  in- 
crease in  the  total  number  of  sketches  fin- 
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FIGURE  1 


SKETCH  1 


SKETCH  2 


SKETCH  7 


FIGURE  2 

Scoi’e  Sheet  — Etch-a-Sketch 


Name. 


Date. 


Age Sex 

Figure  I 

1.  symetry  (1) 

2.  corner  extension  (4)  - - . - 

3.  size  (1)  - --  --  --  - 

4.  location  (2) 

5.  alignment  (1) 

Total  - --  --  --  - 


Figure  II 

1.  area  of  distribution  (1)  - - - 

2.  corner  extension  (4)  - - - - 

3.  size  (1)  - - 

4.  location  (2)  - --  --  -- 

5.  alignment  (2) 

Total  - --  --  --  - 


Figure  V 

1.  area  distribution  (1)  - - - - 

2.  corner  extension  (3)  - - - - 

3.  location  (2) 

4.  alignment  (2)  - 

5.  jagged  line  (1) 

6.  size  (1) 

7.  curved  line  (2)  ------ 

Total  - -- 


Education 


I.Q. 


Figure  III 

1.  symetry  (1) 

2.  angle  extension  (4) 

3.  size  (1)  - 

4.  location  (2)  ------ 

5.  alignment  (1) 

6.  jagged  line  (1) 

7.  angle  (4)  - 

Total  ------- 

Figure  IV 

1.  symetry  (1)  - - - - - - 

2.  angle  extension  (1)  - - - 

3.  location  (2) 

4.  alignment  (1) 

5.  jagged  line  (1)  - - - - - 

6.  size  (1)  - --  --  --  - 

7.  angle  (2) - - 

8.  area  distribution  - - - - - 

Total  - 

Figure  VI 

1.  symetry  (1)  - 

2.  angle  (8) 

3.  location  (2)  -----  - 

4.  alignment  (1)  - 

5.  jagged  line  (1)  - - - - - 

6.  size  (1)  - - - - - - - 

Total  ------- 


Figure  VII 

1.  symetry  (1)  - - - - 

2.  location  (2)  - - - - 

3.  alignment  (1)  - - 

4.  size  (1)  - - - - - 

5.  jagged  line  (1)  - - - 

Total  - - - - - 

Observations 


TABLE  2 

MEANS  OF  THE  TEST  SCORES 


Test  I 

Patients 
Test  II 

z 

Test  I 

Controls 
Test  II 

z 

Etch-a-Sketch  __  _ 

41.5 

48.4 

2.36 

60.1 

62.2 

1.67 

Bender-Gestalt 

_ 38.4 

32.4 

1.11 

21.3 

25.0 

1.43 

Full  Scale  IQ 

-.103.4 

106.4 

1.67 

112.2 

114.4 

0.968 

Verbal  IQ 

105.0 

109.2 

1.98 

109.4 

111.1 

0.830 

Performance  IQ 

109.0 

102.5 

0.796 

114.2 

116.5 

0.777 

Information 

11.0 

10.1 

0. 

10.6 

11.4 

1.31 

Comprehension 

_ 11.6 

12.2 

0.484 

12.4 

12.7 

0.728 

Arithmetic 

_ 10.5 

10.2 

0.386 

9.90 

10.9 

1.72 

Similarities  __ 

10.2 

11.0 

1.35 

12.8 

13.1 

0.350 

Digit  Span  

_ 8.60 

8.50 

0.145 

8.60 

10.9 

1.72 

Vocabulary  

12.2 

11.9 

0.714 

11.2 

11.4 

0.269 

Digit  Symbol 

_ 7.70 

7.20 

0.731 

13.5 

13.8 

0.667 

Picture  Completion 

_ 8.30 

9.20 

1.32 

11.2 

10.7 

0.361 

Block  Design 

_ 8.40 

8.00 

0.580 

12.4 

11.7 

0.901 

Picture  Arrangement 

_ 7.41 

8.70 

2.00 

10.7 

12.7 

2.10 

Object  Assemble 

_ 9.30 

9.60 

0.322 

13.1 

13.4 

0.627 

September,  1963 


503 


ished.  The  quality  of  the  sketches  in  the 
second  trial  showed  a marked  improvement 
when  compared  to  those  of  the  first  trial. 
As  noted  on  table  2,  the  difference  bet^veen 
the  means  of  the  first  and  second  testing 
with  the  Etch-a-Sketch  was  between  signifi- 
cant and  veiy  significant,  statistically. 

The  scores  obtained  by  the  controls  in  the 
Etch-a-Sketch  were,  in  general,  much  higher 
than  those  obtained  by  the  patients.  Al- 
though the  controls  showed  some  improve- 
ment in  the  second  trial  as  compared  to  the 
first,  this  was  of  no  statistical  significance. 

Discussion 

In  several  studies“‘i^  it  has  been  reported 
that  significant  increases  in  the  IQ’s  and 
subtests  of  the  W-BI  occurs  as  a result  of 
re-examination.  In  the  series  reported  by 
Steisel“  the  author  studied  the  test-retest 
changes  in  the  Weschler-Bellevue  scores  ad- 
ministered to  17  college  students  at  two 
weeks  interval.  Statistically  significant  in- 
creases (five  per  cent  level  of  confidence  and 
beyond)  were  noticed  in  the  following 
scores:  Verbal,  Performance,  and  Full 

Scale  IQ’s,  the  Information,  Similarities  and 
all  of  the  performance  subtest  scores.  The 
author  did  studies  on  another  group  at  a 
longer  interval  between  tests  with  slightly 
different  results. 

In  a similar  study  done  by  Rabin^®  he 
selected  10  patients  in  whom  the  mean  in- 
terval between  test  and  retest  was  two 
months.  His  findings  indicated  a statistical- 
ly significant  increase  in  the  Arithmetic, 
Block  Designs,  and  Digit  Symbols  subtests. 
The  changes  in  the  other  subtests  were  of  no 
significance. 

Wechsler'^  states  that  in  50  per  cent  of  the 
cases  a difference  of  five  IQ  points  is  found 
between  retests;  while  a difference  of  10 
points  includes  75  per  cent  of  all  cases.  He 
also  says:  “The  size  of  the  change  in  IQ 
will  depend  in  part  on  the  recency  of  the 
earlier  examination  . . .”  (Reference  No.  7, 
p.  157). 

As  was  already  mentioned  above,  in  the 
administration  of  the  WAIS-WBI  combina- 
tion, a statistically  significant  increase  in  the 
re-examination  was  noticed  in  the  group  of 


patients  in  the  Verbal  IQ  and  on  the  Picture 
Arrangement  subtest.  A significant  in- 
crease was  also  observed  in  the  controls  in 
the  Picture  Arrangement  subtest. 

However,  it  follows  from  the  above  dis- 
cussion that  these  increases,  although  sta- 
tistically significant,  must  be  considered  as 
normal  variants  of  the  test-retest  process. 
Consequently,  the  increase  in  the  Verbal  IQ 
and  in  Picture  Arrangement  obtained  by  the 
patients  in  this  study,  being  of  a relatively 
low  caliber,  must  be  attributed  to  a learning 
process  rather  than  to  the  effects  of  the 
drug  in  question,  namely  diazepam.  The 
same  holds  true  for  the  increase  in  the  Pic- 
ture Arrangement  Score  of  the  control 
group. 

In  the  Bender  - Gestalt,  no  significant 
changes  were  noticed,  although  the  trend 
was  to  show  impi’ovement.  As  measured 
by  this  test,  then,  there  was  no  significant 
effect  of  diazepam  on  visual-motor  control. 
However,  it  should  also  be  noticed  that  there 
were  no  organic  nervous  system  effects  of 
diazepam  as  measured  by  this  test. 

The  significant  improvement  showed  by 
the  patients  as  measured  by  the  Etch-a- 
Sketch  test,  on  the  other  hand,  is  a sign  of 
marked  increase  in  visual-motor  control.  As 
has  already  been  mentioned,  the  aim  of  this 
test  was  to  measure  very  fine  visual-motor 
control.  In  performing  this  test  various  fac- 
tors would  tend  to  influence  the  results. 
Among  these,  anxiety,  tension,  and  depres- 
sion with  a low  threshold  for  frustration 
would  seem  to  be  the  most  important,  once 
it  has  been  ruled  out  that  no  organic  nerv- 
ous system  disease  exists. 

Since  the  controls  did  not  show  any  signifi- 
cant increase  in  the  score  of  the  Etch-a- 
Sketch  retest,  it  is  implied  by  these  re- 
sults that  practice  did  not  play  a major  role 
in  the  significant  increase  noticed  in  the  pa- 
tients. However,  this  cannot  be  conclusive 
due  to  the  lack  of  standardization  of  the 
Etch-a-Sketch. 

Psychomotor  depression  was  the  main 
criterion  in  choosing  the  patients  for  this 
study.  These  patients  were  also  character- 
ized in  general  by  a low  threshold  of  frustra- 
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tion,  anxiety,  and  tension,  as  was  noticed 
during  the  first  administration  of  the  Etch- 
a-Sketch. 

The  marked  improvement  in  the  visual- 
motor  control  of  these  patients,  as  shown  by 
the  Etch-a-Sketch  retest,  following  the  ad- 
ministration of  diazepam,  is  apparently  the 
result  of  the  action  of  this  drug  as  an  anti- 
anxiety, anti-tension,  and  anti-depressant 
agent.  The  combination  of  these  actions  ap- 
parently leads  to  better  concentration  and 
an  increase  in  the  threshold  of  frustration  as 
shown  by  the  higher  scores  obtained  in  the 
Etch-a-Sketch  retest. 

Summary 

Valium,  10  mg,  tid,  was  administered 
for  a period  of  five  to  seven  days  to  10  pa- 
tients with  psychomotor  depression.  The 
Wechsler-Bellevue  Form  I,  the  Wechsler 
Adult  Intelligence  Scale,  the  Bender-Gestalt 
and  the  Etch-a-Sketch  tests  were  used  as 
testing  materials,  and  were  administered 
before  the  patients  had  been  started  on  dia- 
zepam and  again  after  the  patients  had  been 
on  the  drug  for  five  to  seven  days.  Ten 
nursing  students  were  used  as  controls,  and 
to  them  the  tests  were  administered  as  to 
the  patients,  but  no  medications  or  placebos 
were  administered. 

Statistically  significant  increases  were  no- 
ticed in  the  Verbal  IQ  and  in  the  Picture  Ar- 
rangement subtest  of  the  WBI-WAIS  com- 
bination after  retest  was  performed  on  the 
group  of  patients.  In  the  control  group  a 
statistically  significant  increase  was  noticed 
in  the  Picture  Arrangement  subtest.  These 
increases,  however,  must  be  attributed  to 
learning  consequent  to  the  test-retest  pro- 
cess. 

Although  no  significant  changes  were  ob- 


tained in  the  Bender-Gestalt,  the  trend  was 
toward  improvement,  and  still  of  more  sig- 
nificance is  that  this  test  did  not  reveal  any 
organic  nervous  system  effects  secondary  to 
the  administration  of  Valium. 

A significant  increase  was  obtained  in  the 
retest  score  of  the  Etch-a-Sketch  test  follow- 
ing the  administration  of  Valium  to  the 
patients.  The  improvement  in  the  visual- 
motor  control  as  shown  by  the  Etch-a- 
Sketch  retest  appears  to  be  a consequence 
of  the  actions  of  this  drug  against  anxiety, 
tension,  and  depression.  Although  not  con- 
clusive, this  study  affords  one  more  piece  of 
evidence  of  the  value  of  Valium  as  a psy- 
chotherapeutic agent. 
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fuel  which  politicians  can  blow  to  incandescence,  to  fire  emotional 
laymen  and  opportunistic  politicians  to  ill  conceived  legislation  . . .” 
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Technique  of 
Sigmoidoscopy 


Sigmoidoscopy  means  direct 

visual  examination  of  the  sig- 
moid colon  through  a tubular 
instrument.  It  is  very  unusual  that  the 
anal  canal  and  rectum  are  not  included  in 
any  examination  of  this  region,  and  by  com- 
mon usage,  examination  of  the  distal  ten 
to  twelve  inches  of  the  large  bowel  is  re- 
ferred to  as  proctoscopy.  Therefore,  ano- 
scopic  and  rectal  examination  will  be 
briefly  referred  to  as  they  are  incorporated 
in  examination  of  the  area. 

It  is  encouraging  that  more  and  more 
physicians  are  including  sigmoidoscopy 
when  examining  patients.  Examination  of 
the  terminal  large  bowel  must  become  rou- 
tine with  all  physicians  assuming  the  respon- 
sibility for  complete  patient  examination. 

Indications 

Sigmoidoscopy  is  indicated;  (1)  in  the 
presence  of  rectal  bleeding,  no  matter  how 
slight  or  how  positive  the  patient  is  that 
the  source  is  hemorrhoids;  (2)  when  there 
is  any  abnormality  upon  digital  examina- 
tion; (3)  diarrhea,  lasting  over  five  days; 
(4)  any  change  in  bowel  habit;  (5)  unex- 
plained anemia;  (6)  prior  to  X-ray  examin- 
ation of  the  colon  (the  radiologist  is  at  a 
disadvantage  trying  to  visualize  the  distal 
ten  inches  of  the  bowel) ; and  (7)  as  part 
of  a complete  physical  examination. 

Preparation  of  the  Patient 

Some  examiners  prefer  to  examine  their 
patients  without  any  cleansing  of  the  lower 
bowel.  In  my  experience,  I never  ask  a 
patient  to  take  an  enema  before  reporting 
for  examination,  and  I have  found  that  only 
ten  per  cent  will  need  any  cleansing.  Not 
infrequently,  there  is  a small  piece  of  stool 
in  the  rectum,  but  this  usually  can  be  pushed 
aside.  In  those  patients  needing  some  addi- 
tional preparation,  I use  one  of  the  dispos- 
able package-enemas.  The  patient  expels 
the  enema  in  about  ten  minutes  and  is  ready 
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for  examination.  It  is  a mistake  to  pre- 
scribe a laxative  the  night  before  sigmoido- 
scopic  examination,  as  the  increased  peristal- 
sis keeps  the  field  flooded  with  liquid  stool 
and  makes  the  examination  more  difficult. 
If  the  patient  is  to  prepare  himself  at  home, 
a tapwater  enema  will  suffice  and  this 
should  be  taken  two  hours  before  the  con- 
templated examination.  Remember,  it  is 
only  necessary  to  evacuate  the  lower  left 
colon. 

Equipment 

Essential  equipment  for  examination  of 
the  lower  bowel  includes:  (1)  an  anoscope, 
any  type  with  which  the  examiner  is  familiar 
will  do;  (2)  sigmoidoscopes,  there  are  sev- 
eral satisfactory  instruments,  the  standard 
size  is  five  eighths  inches  in  diameter  and 
ten  inches  long;  (3)  suction,  this  is  most 
important;  (an  inexpensive  but  satisfactory 
suction  for  the  office  is  the  Pemberthy  As- 
pirator which  fits  on  the  water  faucet.  Sig- 
moidoscopy should  not  be  attempted  with- 
out suction) ; (4)  an  aspirating  tip  long 
enough  to  reach  through  the  sigmoidoscope; 
in  addition,  (5)  a biopsy  forceps;  (6)  plenty 
of  lubricant;  and  (7)  a glove  or  finger  cot 
are  necessary.  (Figure  1).  These  pieces 
of  equipment  should  be  within  easy  reach, 
but  out  of  sight  of  the  patient.  If  the  chill 
is  taken  off  the  instruments,  better  coopera- 
tion from  the  patient  will  be  obtained. 

Position  of  the  Patient 

There  are  three  basic  positions:  the  left 
Sims,  the  knee-chest,  and  the  inverted  posi- 
tion. Successful  use  of  any  is  dependent 
upon  proper  placement  of  the  patient.  (Fig- 
ure 2). 

Left  Sims ; Some  examiners  use  this  posi- 
tion routinely.  However,  it  is  a little  more 
difficult  to  use  than  the  others.  Its  great- 
est value  is  in  examining  patients  who  are 
too  ill  to  place  in  either  the  knee-chest  or  in- 
verted position.  Patients  in  this  position 
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Figure  1.  Instrument  setup  for  sigmoidoscopy:  1,  glove;  2,  specimen  bottle;  3,  lubricant;  4,  long  cotton-tipped 
applicators;  5,  lens  cap  and  inflation  bulb;  6,  sigmoidoscope;  7,  anoscope ; 8,  biopsy  forceps;  9,  14-inch  suction  tube; 
10,  Pemberthy  aspirator  (attaches  to  water  faucet). 


should  have  their  hips  at  the  edge  of,  or 
extending  over  the  edge  of  the  table  or  bed. 
At  times  it  is  helpful  to  place  a pillow  un- 
der the  hips  and  to  elevate  the  foot  of  the 
bed.  The  examination  is  thus  facilitated 
by  inducing  the  bowel  to  fall  away  from 
the  pelvis.  The  left  leg  should  be  extended 
and  the  right  knee  and  thigh  should  be 
flexed.  The  left  arm  should  be  placed  be- 
hind the  patient  so  that  the  chest  touches 
the  table  and  the  right  hip  is  rotated  five 
to  ten  degrees  away  from  the  examiner. 

Knee-chest:  A good  starting  point  in  as- 
suming this  position  is  to  have  the  patient 
on  his  hands  and  knees  with  the  knees 
spread  to  form  a firm  base.  The  next  move- 
ment is  to  have  the  patient  place  his  chest 
on  the  table.  The  most  significant  point 
to  remember  is  to  keep  the  patient’s  thighs 
perpendicular  to  the  examining  surface. 


Some  elderly  people  will  be  unable  to  place 
their  chests  on  the  table  because  of  stiffness 
or  some  other  infirmity.  Placing  a pillow 
beneath  the  chest  of  these  people  frequently 
helps. 

Inverted  Position : This  position  with  one 
of  the  modern  mechanical  tilt  tables  is  the 
most  popular.  The  arm,  head  and  knee 
rests  can  all  be  readily  adjusted  to  the  pa- 
tient’s and  examiner’s  needs. 

Regardless  of  the  position  being  used,  the 
patient  should  be  told  to  let  his  abdomen 
“hang  loose’’  thus  allowing  the  intestines 
to  fall  away  from  the  pelvis. 

Conduct  of  the  Examination 

Preliminary  Explanation : The  more  at- 
tention paid  to  the  details,  the  more  success- 
ful the  examination  will  be,  and  the  least 
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Figui-e  2.  Positions  for  proctoscopic  examinations : 1,  left  lateral,  right  or  upper  hip  is  rotated  away  from 
examiner  10  degrees.  The  left  leg  is  extended  and  the  right  thigh  and  knee  are  flexed ; 2.  knee-chest : 
the  important  point  is  to  keep  the  thigh  perpendicular  to  the  examining  surface;  3.  inverted  position:  Note 
the  abdomen  is  hanging  free  away  from  the  table  surface  allowing  the  intestines  to  fall  out  of  the  pelvis. 


amount  of  time  will  be  expended.  To  begin 
with,  a short  explanation  of  why  the  ex- 
amination is  necessary  will  relieve  the  pa- 
tient’s anxiety,  and  make  him  more  coopera- 
tive. As  the  examination  progresses,  an  ex- 
planation of  what  you  are  doing  and  what 
reaction  the  patient  can  expect  will  be  re- 
warded by  a more  cooperative  patient.  For 
example,  after  positioning  the  patient,  the 
examiner  might  say,  “I’m  going  to  tilt  the 
table,  it  is  secure  and  you  can  not  fall.” 
Next,  “I’m  first  going  to  look  at  the  out- 
side of  the  rectum,  I will  do  nothing  to  sur- 
prise you.”  Following  inspection,  the  next 
remark  might  be,  “I’m  going  to  put  my  fin- 
ger in  the  rectum.”  Following  digital  ex- 
amination, the  conversation  might  proceed, 
“I’m  going  to  insert  an  instrument  now, 
it  will  be  like  my  finger.  I will  be  looking 
a little  higher  now  and  you  may  have  the 


sensation  your  bowels  want  to  move.  Don’t 
worry,  it  is  only  the  pressure  from  the  instru- 
ment. As  I look  higher,  it  may  be  necessary 
to  push  some  folds  out  of  the  way  and  it 
may  give  you  a cramping  sensation  in  the 
front  part  of  your  abdomen.  This  will  go 
away  in  a moment  when  the  examination  is 
complete.”  This  may  sound  quite  detailed 
and  some  may  think  it  is  quite  elementaiy, 
but  those  who  employ  what  has  been  referred 
to  as  “vocal  anesthesia”  know  its  value. 
This  can’t  be  overstressed. 

The  entire  examination  must  take  into 
consideration  the  dignity  of  the  patient; 
this  includes  proper  draping  for  men  as  well 
as  women.  It  is  not  unusual  to  find  the  pa- 
tient tightening  the  sphincter  muscles.  This 
resistance  should  not  be  forcibly  overcome; 
a useful  maneuver  is  to  ask  the  patient  to 
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push  out,  or  to  push  down  against  the  exam- 
ining finger.  This  relaxes  the  external 
sphincter  and  opens  the  anal  canal.  The 
same  maneuver  when  combined  with  plenty 
of  lubricant  is  useful  in  the  insertion  of  an 
instrument. 

Digital  Examination:  Every  proctoscopic 
examination  should  be  preceded  by  digital 
examination.  The  purpose  is  to  determine 
whether  it  is  feasible  to  use  the  standard- 
sized sigmoidoscope.  In  the  presence  of  a 
painful  anal  lesion,  examination  frequently 
can  be  accomplished  by  making  pressure 
away  from  the  lesion  on  the  opposite  side 
of  the  anal  canal  as  the  instrument  is  intro- 
duced. At  times  it  is  desirable  to  use  a 
one  half  inch  diameter  instrument  when 
confronted  with  a painful  anal  lesion. 
When  faced  with  an  extremely  painful  le- 
sion or  a very  apprehensive  patient,  it  is 
judicious  to  discontinue  the  examination  as 
it  is  far  more  desirable  to  keep  the  confi- 
dence and  good  will  of  the  patient  and  make 
other  arrangements  for  the  examination.  A 
small  percentage  will  require  some  type  of 
anesthetic. 

Insertion  of  the  Sigmoidoscope:  Ano- 

scopic  examination  can  be  performed  before 
or  after  sigmoidoscopy.  It  is  more  desir- 
able however,  to  perform  the  anoscopic  ex- 
amination first  because  by  graduating  the 
examination  through  the  steps  of  the  digi- 
tal, anoscopic  and  then  sigmoidoscopic  ex- 
amination, it  is  easier  to  explain  what  is  be- 
ing done,  and  the  patient  gets  some  idea 
of  what  to  expect. 

Following  digital  and  anoscopic  examin- 
ation, the  sigmoidoscope  is  inserted  with  the 
obturator  in  place.  Firm,  steady,  but  gentle 
pressure  is  exerted  with  the  instrument 
aimed  towards  the  patient’s  umbilicus.  As 
soon  as  the  sphincter  resistance  is  passed, 
the  obturator  is  removed  and  the  remainder 
of  the  examination  is  conducted  under  direct 
vision.  Under  no  circumstances  should  the 
instrument  be  advanced  with  the  obturator 
in  place. 

According  to  Turell,^  in  about  fifty  per 
cent  of  the  patients,  no  or  very  mild  angu- 
lation in  the  bowel  is  encountered,  and  the 
instrument  is  passed  into  the  sigmoid  almost 


in  a straight  line  for  the  full  length  of  the 
instrument.  In  thirty-five  to  forty  per  cent, 
there  is  sharper  angulation  either  to  the  left 
or  right,  which  can  usually  be  overcome  by 
gentle  manipulation.  In  ten  to  fifteen  per 
cent  there  is  fixation,  sharp  angulation,  or 
a pathological  process  which  makes  complete 
examination  impossible.  It  is  extremely  un- 
usual that  the  distal  ten  to  twelve  centi- 
meters of  the  bowel  can  not  be  visualized, 
and  it  should  be  remembered  that  this  seg- 
ment accounts  for  sixty  to  seventy  per  cent  of 
the  pathologic  changes  in  the  large  bowel. 

Blind  Alley:  One  of  the  greatest  prob- 

lems, at  least  until  a reasonable  amount  of 
experience  is  gained,  is  the  so-called  “blind 
alley.”  (Figure  3.)  The  first  principle  in 
overcoming  this  dead  end  is  to  withdraw  the 
instrument  (this  may  be  several  centi- 
meters) until  a fold  of  bowel  appears  across 
the  end  of  the  scope.  By  gently  pushing  the 
fold  aside  with  the  edge  of  the  instrument, 
the  lumen  will  usually  be  found.  There  is 
a reluctance  to  withdraw  the  scope  once  it 
has  been  advanced,  but  the  same  distance 
can  always  be  regained.  .Jackman,^  has  well 
demonstrated  the  maneuver  to  re-enter  the 
lumen.  Nesselrod,^  has  called  attention  to 
a problem  which  may  befall  the  beginner  as 
well  as  the  experienced  physician.  If  the 
examiner  has  advanced  the  sigmoidoscope 
24  or  25  centimeters  and  the  bowel  is 
stretched  across  the  end  of  the  instrument, 
the  instrument  is  in  a blind  pouch  instead 
of  the  sigmoid  (see  diagram).  If  the  in- 
strument is  in  the  sigmoid,  a centimeter  or 
more  will  be  visible  beyond  the  end  of  the 
instrument. 

Insufflation:  Rarely  is  air  insufflation 
necessary  and,  unless  it  is  used  discretely, 
it  will  cause  more  harm  than  good.  There 
is  an  occasional  patient  with  a so-called 
“sticky  bowel”  which  requires  a small 
amount  of  air  to  separate  the  mucosal  sur- 
faces in  order  to  find  the  lumen  of  the 
bowel.  When  the  instrument  has  been  in- 
serted its  full  length,  a small  amount  of  air 
will  bring  a few  more  centimeters  of  bowel 
into  view  beyond  the  end  of  the  instrument. 
As  the  instrument  is  withdrawn,  a small 
amount  of  air  may  be  useful  in  opening  the 
folds  of  the  mucosa  for  better  inspection. 
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Fi^re  3.  Overcoming  the  “blind  alley”  (modified  from  Jackman  and  Nesselrod)  : 1. 

blind  alley ; 2,  instrument  has  been  withdrawn  until  fold  of  mucosa  is  in  view ; 3,  fold  pushed 
aside  as  instrument  is  advanced ; 4,  note  that  when  instrument  is  fully  inserted  and  the 
mucosa  is  tight  across  the  opening,  the  instrument  may  be  in  a “blind  pouch”  instead 
of  the  sigmoid. 


No  special  effort  at  detailed  visualiza- 
tion is  made  as  the  instrument  is  introduced. 
However,  the  lumen  is  closely  scrutinized  as 
the  sigmoidoscope  is  withdrawn.  This  is 
done  by  rotating  the  instrument  slowly  on 
its  short  axis  as  it  is  withdravm,  so  that  all 
surfaces  are  viewed.  Special  care  must  be 
taken  to  be  sure  the  back  side  of  Huston’s 
valves  is  visualized. 

Conclusion 

Sigmoidoscopy  is  a procedure  which  can 
be  readily  performed  in  the  office.  Its  con- 
sistent use  will  disclose  a high  incidence  of 
treatable  pathologic  changes,  as  60  to  70 
per  cent  of  all  lesions  of  the  large  bowel 
can  be  diagnosed  through  the  use  of  sig- 
moidoscopy. 


It  is  desirable  to  formulate  a plan  for 
the  sigmoidoscopy  in  advance.  This  should 
include  making  certain  that  all  basic  pieces 
of  equipment  are  within  reach  and  working 
order. 

Explanation  to  the  patient  of  what  to  ex- 
pect, attention  to  proper  positioning,  ex- 
treme gentleness  and  consideration  for  the 
patient’s  dignity  are  of  greatest  importance. 
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Anaphylactic  Response  To  Trypsin 

(Obstetrical  Case  Reports) 


CHRYSTALLIZED  trypsin  (Par- 
enzyme)  has  been  used  as  a 
routine  medication  since  1957, 
in  approximately  three  hundred  of  our  ob- 
stetrical patients  who  have  had  an  episitomy. 
During  1957  and  1958,  Parenzyme  in  Oil 
was  used  while  the  Aqueous  preparation  has 
been  routinely  used  since  1958.  Aside  from 
an  occasional  local  reaction  (erythema,  in- 
duration, swelling,  and  local  heat)  apparent- 
ly caused  by  the  oily  vehicle,  no  other  un- 
toward effects  were  noted  from  either  the  oil 
or  aqueous  preparation  until  June,  1962, 
when  the  following  two  cases  occured. 

Case  History  No.  1 : Mrs.  E,  age  28, 
was  admitted  to  the  hospital  on  June 
23,  1962  in  active  labor  at  term  ges- 
tation after  an  uneventful  prenatal 
course.  She  had  no  complaints  other 
than  those  relating  to  intermittent  uter- 
ine contractions. 

Past  History:  within  normal  limits. 

Family  history:  one  aunt  has  dia- 
betes. 

Obstetrical  history:  Gravida  3,  Para 
2 with  normal  term  deliveries  on  July 
15,  1959,  and  November  18,  1960.  A 
single  1 cc  dose  of  Parenzyme  Aqueous 
was  given  intramuscularly  immediately 
after  each  of  these  deliveries. 

Physical  examination  on  multiple  oc- 
casions during  the  course  of  prenatal 
visits  revealed  the  following  signifi- 
cant physical  points:  (1)  obesity,  (2) 
normally  developing  gestational  size, 
(3)  grade  1 apical  systolic  murmur 
without  transmission,  (4)  B.P.  130/70, 
and  (5)  Rh-positive,  serology  negative. 

Progress  Notes:  June  23,  1962:  un- 
eventful delivery  at  7 :49  a.m.  with  1 
cc  intramuscular  Parenzyme  Aqueous 
given  at  8 :45  a.m.  Ten  to  fifteen  min- 
utes later  the  patient  was  found  with 
unobtainable  blood  pressure,  general 
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puffiness  of  the  eyelids,  lips,  and  face, 
generalized  paresthesias,  anterior  chest 
oppressive  pain,  generalized  erythema, 
and  a sense  of  being  unable  to  swallow. 
The  uterus  was  found  to  be  firm  and 
contracted  with  minimal  vaginal  bleed- 
ing being  noted.  Treatment  consisting 
of  intravenous  Hydrocortisone  Sodium 
Succinate  (Solu-Cortef ) and  Diphen- 
hydramine hydrochloride  (Benadryl) 
induced  an  immediate  blood  pressure  re- 
sponse to  80/60.  The  blood  pressure 
gradually  rose  throughout  the  day,  and 
the  above  complaints  gradually  cleared. 
June  24,  1962:  the  only  complaints  were 
of  slight  hand  puffiness.  June  25,  1962 : 
no  further  complaints. 

Case  History  No.  2:  Mrs.  P,  age  20, 
was  admitted  to  the  hospital  on  June  2, 
1962  in  active  labor  at  term  gestation 
after  an  uneventful  prenatal  course. 
There  were  no  complaints  other  than 
those  referable  to  active  labor. 

Past  history:  within  normal  limits 
aside  from  appendectomy. 

Family  history : within  normal  limits. 

Obstetrical  history:  Gravida  3,  Para 
2 with  a normal  term  delivery  on  Jan- 
uary 29,  1960,  and  March  3,  1961. 
After  each  of  these  deliveries  a single 
1 cc  dose  of  Parenzyme  Aqueous  was 
given  intramuscularly. 

Physical  examination  on  multiple  pre- 
natal visits  revealed  the  following  sig- 
nificant physical  points:  (1)  mild  cer- 
vicitis and  mild  mixed  vaginitis  (treat- 
ed with  AVC*  Improved  Cream  during 
prenatal  course),  (2)  BP  120/60,  (3) 
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normally  developing  gestational  size, 
and  (3)  Rh-positive,  serology  negative. 

Progress  notes:  June  2,  1962:  Nor- 
mal delivery  occurred  at  3 :25  a.m.  with 
a 1 cc  intramuscular  dose  of  Paren- 
zyme  Aqueous  given  at  4:00  a.m.  At 
4:15  a.m.,  difficult  breathing,  swelling 
of  the  eyelids  and  lips,  grayness  of  the 
hands,  and  cyanosis  of  the  finger  tips 
with  a feeling  of  faintness,  and  body 
erjdhema  were  noted.  Blood  pressure, 
50/30.  The  uterus  was  noted  to  be  firm 
and  contracted  with  minimal  vaginal 
bleeding  being  noted.  Treatment  con- 
sisting of  5 per  cent  invert  sugar  in 
water  and  foot  elevation  was  institut- 
ed. At  4 :45  a.m.,  blood  pressure, 
74/50  with  feeling  of  subjective  im- 
provement. At  5:30  a.m.,  BP  92/60. 
Subjectively  greatly  improved.  June  3, 
1962:  No  complaints  noted  other  than 
swelling  and  tenderness  of  the  left  up- 
per extremity  at  the  site  of  Parenzyme 
injection.  June  4,  1962:  Previously  not- 
ed swelling  increased  and  marked  ten- 
derness and  erythema  noted.  (This 


complaint  gradually  cleared  over  a hvo- 
week  period). 

Discussion 

These  cases  of  apparent  anaphylactic  re- 
action are  only  presumably  related  to  tryp- 
sin. This  presumption,  however,  seems  valid 
beyond  a reasonable  doubt,  since  the  only 
other  drugs  employed  in  these  patients  im- 
mediately prior  to  the  reactions  were  meperi- 
dine hydrochloride  (Demerol),  Trimar,* 
ergotrate,  and  procaine  hydrochloride  (No- 
vocaine).  Furthermore,  no  evidence  of  sys- 
temic disease  was  noted  in  the  prenatal  or 
postpartum  course,  which  could  be  incrimin- 
ated. 

These  case  histories  emphasize  an  impera- 
tive need  for  caution  in  the  use  of  inject- 
able trypsin  and  should  preclude  its  “rou- 
tine” use  without  prior  sensitivity  study. 

Attention  is  called  to  a report  by  Sher- 
line,  Donald  M.,  and  Blackwell,  William  J.: 
Anaphylactic  Reaction  to  Chymotrypsin, 
JAMA,  page  1079,  September  22,  1962.  This 
report  similarly  incriminates  Chymotiypsin 
as  a causative  agent  in  anaphylactic  reaction. 

‘Trade  Name 


SPONTANEOUS  MYOCARDIAL  INFARCTION  IN  A 
BALD  EAGLE 

The  study  of  the  heart  of  a wild,  bald  eagle,  who  died  of  spon- 
taneous myocardial  infarction,  is  described.  Arterial  insufficiency 
was  due  to  a diffuse,  obliterating,  nonfibrous,  nonlipid-containing, 
intinial  proliferation  of  intramyocardial  medium  size  and  small  coro- 
nary arteries.  There  was  a terminal  thrombosis  of  the  coronary 
sinus  and  of  intramural  venous  sinusoids.  The  characteristic  his- 
tologic changes  of  acute  and  subacute  myocardial  infarction  were 
found,  predominantly  in  the  left  ventricular  myocardium.  (W.  Aron- 
son, Arch  Path  74:509,  Dec.,  1962). 
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L SPECIAL  CONTRIBUTION 


The  NEUROLOGIC  MANIFESTATIONS  of 

Collagen  Diseases 

(First  Installment) 


Outline  of  the 

Clinical  Syndromes  of  Collagen  Diseases 

Members: 

Systemic  lupus  erythematosus 
Polyarteritis  nodosa 
Giant  cell  arteritis 

Thrombotic  thrombocytopenic  purpura 

Dermatomyositis 

Scleroderma 

Rheumatoid  arthritis 

Possible  members: 

Hydralazine  poisoning 

Allergic  vasculitis  and  serum  sickness 

Granulomatous  arteritis 

Wegener’s  granulomatosis 

Aortic  arch  arteritis  (Takayashu) 

Necrotizing  arteritis  of  rheumatoid  arthritis 
Rheumatic  purpura  of  Henoch-Schoenlein 
Polymyositis  (Myoglobinuric  myopathy?) 

Some  myopathies  associated  with  carcinomas 

Rheumatic  fever 

Spondylitis 

As  the  subject  of  collagen  diseases  is  re- 
viewed, a definition  is  recalled  that  “sci- 
ence is  but  an  orderly  arrangement  of  what 
at  the  moment  appears  to  be  the  facts.” 
More  specifically,  this  is  a group  of  connec- 
tive tissue  diseases  which  appears  to  fit,  eti- 
ologicallj%  somewhere  in  the  spectrum  of  al- 
lergic-immunologic disorders  (including  bac- 
teriotoxin  reactions,  antigen-antibody  reac- 
tions, abnormal  immune  and  autoimmune  re- 
sponses, chemical  sensitization,  foreign  pro- 
tein reactions,  Herxheimer  reactions,  and  so 
forth).  Corticosteroid  therapy  is  in  vogue 
with  this  group.  How  many  clinicopatho- 
logic  syndromes  “belong”  to  this  classifica- 
tion is  not  agreed  upon  by  any  consensus  as 
yet.i  Likewise,  the  evidence  for  allergic- 
immunologic  etiology  is  not  outstanding  in 
several  of  these  disorders.^- s 

Most  of  these  disorders  were  first  de- 
scribed many  decades  ago,  some  in  the  last 
century.  Many  of  them  were  considered 
rare  until  the  past  few  decades.  Recent 
literature  indicates  an  increasing  frequency 
in  occurrence  of  these  disorders  and  in  their 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


recognition.  It  has  been  suggested  often 
that  these  diseases  are  related  somehow  to 
the  gi’eat  increase  in  chemotherapies,  im- 
munizations, and  other  parenteral  injections 
so  widespread  in  the  last  20-30  years.® 

Clinically  and  pathologically  these  several 
conditions  (or  “diagnoses”)  may  overlap  or 
merge.  Features  of  one  may  be  found  in  an- 
other.'^-® They  have,  in  common,  prolifera- 
tive and  degenerative  changes  of  connective 
tissue,  with  “fibrinoid  degeneration,”  ar- 
teritis and  vasculitis.  Raynaud’s  phenom- 
ena, arthralgia  and  arthritis,  erythematous 
and  purpuric  skin  lesions  and  multiple  vis- 
ceral lesions  are  often  found  throughout  the 
spectrum  of  these  disorders.  The  clinical 
picture  appears  to  depend  on; 

a.  The  site  of  principal  involvement. 

b.  The  acuity  or  chronicity  of  the  pathologic 
process. 

c.  The  size  of  the  blood  vessel  involved. 

Despite  present  limitations  of  knowledge 
concerning  this  group,  these  disorders  pro- 
vide a source  of  symptoms  which  bring  the 
patient  to  neurologic  attention,  occasionally 
even  before  the  underlying  condition  is  diag- 
nosed. 

Systemic  Lupus  Erythematosus 
(S.L.E.) 

Described  as  a “malignant  variant  of 
rheumatoid  arthritis,”  S.L.E.  is  said  to  oc- 
cur as  frequently  as  leukemia,  acute  rheu- 
matic fever  and  pernicious  anemia.  One 
case  of  S.L.E.  appears  for  every  14  of  rheu- 
matoid arthritis.®  ’^®' 

Pathologically,  the  disorder  consists  of 
widespread  fibrinoid  changes  and  leukocytic 
infiltration  in  connective  tissue. 

This  disorder  usually  features  a pro- 
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longed  course  with  acute,  subacute,  and 
chronic  episodes,  and  remissions.  While 
only  a single  system  may  manifest  symptoms 
early,  multiple-system  involvement  eventual- 
ly becomes  evident.^^.  13. 14, 15 

Manifestations  of  the  complete  syndrome: 

Usually  young  adult,  female  (ages  10-40,  me- 
dian 25). 

Onset  or  relapse  may  be  precipitated  by  sun- 
exposure,  infection,  medication. 

Joint  and  skin  symptoms  most  frequent. 

Joint  pains:  Usually  no  definite  objective  find- 
ings other  than  tenderness.  Later  more  def- 
inite arthritic  changes  and  muscular  atrophy. 
May  appear  like  rheumatoid  arthritis. 
Cutaneous:  “Butterfly”  eruption,  malar. 

Erythematous  macular  eruption  over  exposed 
parts  of  face  and  “V”  of  neck. 

Bruise  easily.  May  bleed  easily  or  exces- 
sively. 

L^rticaria,  angioneurotic  edema,  purpura. 1* 
Febrile  episodes:  May  be  prolonged. 

Renal:  Nephrilic-nephrotic  picture,  acute  or 

chronic. 

Cardiovascular:  Pericarditis;  Raynaud’s  phe- 

nomena; occasionally  endocarditis  (Libman- 
Sacks)  or  myocarditis. 

Pleuropulmonary:  Pleurisy,  pneumonitis. 
Liver-lymphatic:  Hepatomegaly,  splenomegaly, 
lymphadenopathy. 

Hematologic: 

Leukopenia  (Mononucleopenia) 

Eosinopenia 

Thrombocytopenia 

Anemia  (at  times  hemolytic) 

Hypergammaglobinemia 

Elevated  sedimentation  rate 

Biologic  false  positive  serology 

L.  E.  cell  phenomenon 

Neurologic  Features  of  S.L.E.^^ 

At  least  25  per  cent  of  patients  with 
S.L.E.  will  disclose  early  and  outstanding 
neurologic  and  mental  symptoms. 

The  most  frequent  neurologic  manifesta- 
tions are: 

1.  Convulsive  disorder. 

2.  Psychosis. 

Other  neurologic  syndromes  include: 

1.  Focal  cerebral  deficit;  for  example,  hemi- 
plegia, aphasia. 

2.  Paralysis  of  extra-ocular  muscles. 

3.  Papilledema;  retinal  cotton- wool  exudates. 

4.  Nystagmus. 

5.  Subarachnoid  hemorrhage. 

6.  Vertigo. 

7.  Chorea. 

8.  Guillain-Barre  myeloneuropathy. 


9.  Aseptic  meningitis  syndrome  with  elevation 
of  spinal  fluid  cell  count  and  protein. 

10.  Neuropathy: 

Diffuse  polyneuropathy. 

Multiple  mononeuropathy. 

Many  less  common  clinical  pictures  are 
described,  including  transverse  “myelitis.”^® 
It  is  likely  that  any  part  of  the  nervous  sys- 
tem may  be  involved.  Cerebral  embolism 
may  occur  from  the  nonbacterial  endocar- 
ditis (Libman-Sacks  endocarditis)  associat- 
ed occasionally  with  S.L.E. 

The  mental  and  personality  changes  may 
be  as  varied  as  the  human  capacity  to  react 
emotionally.  However,  the  alert  diagnosti- 
cian often  detects  features  of  organic  men- 
tal syndrome.  Psychoses  are  common  and 
may  fit  any  of  the  descriptive  psychiatric 
categories.  Steroid  therapy  has  not  been 
found  etiologic  in  these  reactions.  Patients 
with  psychosis  usually  have  a more  severe 
fonn  of  S.L.E.  and  require  more  steroid 
therapy.  Psychosis  is  more  likely  during  or 
immediately  following  an  acute  exacerba- 
tion. These  reactions  are  usually  transient, 
often  with  recovery  within  a week.  Elec- 
troencephalogi'aphic  (EEC)  tracings  are  not 
generally  abnormal. 

Uremia  and  hypertension,  secondary  to 
severe  renal  involvement,  may  be  factors  in 
producing  convulsions  and  mental  changes 
in  some  patients.^® 

Whether  steroid  therapy  increases  the  risk 
of  convulsions  in  S.L.E.  is  not  known.  The 
presence  or  appearance  of  convulsions  does 
not  appear  to  contraindicate  steroid  therapy 
in  general.  It  may,  indeed,  indicate  its  need. 
Anticonvulsant  medications,  of  course,  are 
used.i*’  21  Excessive  salt  intake  and  fluid  re- 
tention may  be  factors  to  be  corrected  when 
steroid-treated  patients  have  convulsions.22 

In  children,  S.L.E.  may  present  even  a 
greater  incidence  of  neurologic  manifesta- 
tions. Thirty-five  per  cent  of  one  series, 
ages  3-15,  presented  with  convulsions,  head- 
aches, or  poljmeuropathy.  Many  others 
(over  half)  developed  neurologic  symptoms 
in  the  course  of  the  disease.  Common 
were 

1.  Convulsions  (with  diffusely  abnormal  EEG). 

2.  Progressive  dementia. 

3.  Recurrent  psychoses. 

4.  Progressive  pyramidal  tract  deficit  to  quad- 
riplegia. 
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Occasional  instances  of  papilledema,  men- 
I ingismus,  transverse  myelopathy,  cerebellar 
deficit  and  VI  nerve  palsy  are  seen.  Secon- 
. dary  effects  may  compound  the  neurologic 
problem  with  the  appearance  of  infection 
(meningitis),  anoxia,  anorexia,  hemorrhage, 

: uremia,  acidosis,  hypertension  and  excessive 

I steroid  therapy. 

Arteritis  (Angiitis,  Vasculitis) 

In  this  group  of  disorders  there  are  a 
number  of  clinicopathologic  entities  which 
(today,  at  least)  appear  related.  They  cover 
a spectrum  from  more  simple,  acute  allergic 
reactions  to  more  chronic,  complex  immun- 
ologic reactions.  Some  are  typically  limited 
in  anatomical  involvement;  others  more  dis- 
seminated. Some  are  often  benign  and 
transitory,  while  others  are  chronic  and  re- 
lentless.2^ 

There  may  be  considerable  merging  and 
overlap  in  present  groupings.  Eventually  it 
may  be  discovered  that  many  (if  not  all?)  of 
these  groups  represent  the  same  basic  dis- 
order. Some  may  be  excluded,  however. 

A clinico-pathologic  outline  of  arteritis 
(angiitis,  vasculitis)  today  may  include: 

Polyarteritis  nodosa. 

Giant  cell  arteritis. 

Allergic  vasculitis. 

Serum  sickness. 

Rheumatic  purpura  of  Henoch-Schoenlein. 

Granulomatous  arteritis. 

Wegener’s  granulomatosis. 

Arteritis  of  aortic  arch  (Takayashu). 

Necrotizing  arteritis  of  rheumatoid  arthritis. 

Unclassified  forms.25 

Polyarteritis.  There  are  a number  of 
synonymous  terms  for  polyarteritis,  the  old- 
est being  periarteritis  nodosa;  also  panar- 
teritis. The  basic  pathologic  changes  con- 
sist of  necrosis,  fibrinoid  changes,  and  leu- 
cocytic infiltration  in  medium  sized  and 
small  arteries  and  arterioles. 

Like  S.L.E.,  this  condition  may  appear 
acutely  or  insidiously;  may  progress  with 
acute  or  chronic  relapses  and  remissions.  Its 
multisystem  involvement  is  soon  apparent, 
with  renal,  gastrointestinal,  pulmonary,  and 
nervous  system  manifestations.^- 12, 13, 18, 26 

The  main  clinical  features  are: 

Usually  male  (4:1),  ages  20-50  (cases  have 
been  reported  in  infants  of  3 months.27 

Pyrexia. 


Abdominal  pain  (mesenteric  thrombosis,  hem- 
orrhage). 

Glomerulonephritis  (may  progress  to  renal  in- 
sufficiency). 

Hypertension  (believed  due  to  renal  involve- 
ment.28 

Myocardial  thrombosis;  myocardial  failure. 

Pleurisy,  pneumonitis,  asthma. 

Joint  pains. 

Muscular  aching,  tenderness,  mild  atrophy. 

Leukocytosis,  eosinophilia,  anemia,  elevated 
sedimentation  rate. 

Neurologic  Features  of  Polyarteritis^^ 

Most  common:  Polyneuropathy,  diffuse 

or  multiple  mononeuritic  forms. 

May  be  accompanied  by : 

Polymyositis. 

Sensory  nerve  root  (radicular)  syndrome. 

Guillain-Barre  features  (including  albumino- 
cytologic  dissociation). 

Transverse  myelitis  syndrome. 

Cerebral  syndromes  are  usually  acute  or 
subacute  and  progressive.^®- so  Depending 
on  the  pathologic  features  in  each  individual 
patient,  the  following  cerebral  syndromes 
are  seen : 

Intracranial  mass  lesion  (particularly  when 
granulomatous  masses  are  characteristic  in  a 
case). 

Focal  cerebral  lesion,  due  to  ischemia  or  throm- 
bosis. Multifocal  lesions  may  also  occur. 

Encephalitic  or  meningo-encephalitic  pictures 
may  be  seen  where  arteritis  is  diffuse. 

Cerebral  hemorrhage  picture  due  to  rupture  of 
an  involved  vessel;  intracerebral  or  subarach- 
noid hemorrhage  may  occur.  Hypertension 
may  play  a role. 

Hypertensive  encephalopathy  due  to  severe 
renal  damage. 

Less  frequent  syndromes: 

Cerebellar. 

Pontine,  bulbar. 

Polyneuropathy  is  ischemic  in  origin  and 
may  be  diffuse  and  distal  or  it  may  effect 
one  or  more  single  peripheral  nerves  (mul- 
tiple mononeuropathy).  Thence  it  tends  to 
spread  widely  and  it  usually  does  not  regress. 
Pain,  paresthesias  and  weakness  occur, 
usually  first  in  lower  extremities  and  with 
motor  losses  predominant  over  sensory. 
Cranial  nerves  also  may  be  involved. 

Cogan’s  syndrome  is  reported  as  a mani- 
festation of  polyarteritis  in  which  the  dis- 
ease is  limited  (at  least  for  a time)  to  pro- 
ducing a triad  of  interstitial  kei*atitis,  bilat- 
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eral  vestibular  symptoms  and  deafness.^^ 
The  condition  characteristically  appears  sud- 
denly in  young  adults  with  ocular  or  aural 
symptoms.  Ocular  inflammation,  blurred 
vision,  pain,  blepharospasm  and  subconjunc- 
tival hemorrhage  may  involve  one  or  both 
eyes.  Auditory  involvement  may  appear 
with  vertigo,  nausea,  tinnitus  and  rapidly 


progressive  deafness.  Vestibular  responses 
may  be  markedly  decreased.  Extra-ocular 
muscle  paralysis  may  accompany. 

This  condition  may  remain  localized  and, 
in  general,  carries  a better  prognosis  than 
the  disseminated  polyarteritis. 


“Happiness  dwells  not  alone  with  security  and  economic  inde- 
pendence (essential  as  they  are)  but  with  the  inner  resources  of 
faith,  loving-kindness,  patience,  hope,  and  above  all,  equanimity 
In  the  sabbath  of  life,  it  is  a blessing  to  rest  from  our  labors,  to 
look  back  on  the  years  of  travail,  the  years  of  joys  and  sorrows, 
of  accomplishments  and  failure,  of  triumph  and  defeat,  of  goodness 
and  bitterness,  and  to  give  thanks  in  our  hearts  for  the  gift  of  the 
strength  and  the  will  to  do  our  best.”  Krimsky,  Joseph,  M.D.;  The 
Sabbath  of  Life,  West  Virginia  M.J.  58:145,  June,  1962). 
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SPECIAL  ARTICLE 


Nebraskan  Wields  Cudgel  Against  the 

Theft  of  Liberty  by  Government* 


The  following  article  is  an  abridge- 
ment of  an  address  by  Mrs.  Haven 
Smith  of  Chappell,  Neb.,  chairman  of 
tvomen’s  activities  for  the  American 
Farm  Bureau,  to  the  Women’s  Aux- 
iliary of  the  American  Medical  Associa- 
tion last  tveek.  (During  AM  A Conven- 
tion). 

Atlantic  City,  N.  J. 

ON  behalf  of  the  American  Farm 
Bureau  Federation,  and  all 
farm  people,  I bow  my  head 
humbly  to  honor  the  people  of  the  great 
medical  profession  who  have  brought  the 
priceless  gift  of  life  and  health  to  America. 
There  are  no  more  important  people  in  all 
the  world  than  our  doctors. 

We  in  the  AFBF  are  striving  to  do  all 
that  we  possibly  can  to  cooperate  in  the 
very  fine  program  which  you  in  the  aux- 
iliary, along  with  the  doctors,  are  carrying 
out  to  improve  the  health  of  rural  America. 

I believe  the  most  important  service  we 
are  rendering  to  our  country  and  to  the 
medical  profession  — the  most  vital  thing 
we  are  doing  to  protect  the  health  of  rural 
people  — is  through  our  effort  to  preseiwe 
the  free  America  which  has  enabled  our 
doctors  to  provide  us  with  the  finest  medical 
care  on  earth. 

We  all  know  that  we  are  in  a battle  to 
save  America,  and  we  are  losing  this  battle 
on  the  home  front.  We  are  in  danger  from 
without,  but  we  are  in  greater  danger  from 
within. 

Funeral 

This  may  well  be  the  day  in  which  the 
USA  is  preparing  to  join  the  20  other  civil- 
izations which  have  collapsed,  not  from  con- 
quest from  without,  but  because  they  gave 
up  their  freedom  to  an  all-powerful  central 
government.  It  may  be  the  day  in  which 
the  greatest  nation  on  earth  is  preparing 
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to  conduct  the  funeral  of  competitive  private 
enterprise  — in  medicine,  in  agriculture,  in 
business  — and  hence  the  “funeral  of  free- 
dom” in  America. 

We  in  the  Farm  Bureau  are  fighting  for 
the  freedom  we  believe  in,  the  freedom  that 
I know  all  of  you  believe  in. 

We  are  fighting  further  concentration  of 
power  in  the  Federal  Government.  We  know 
that  the  power  to  allocate,  or  to  deny,  is  the 
power  to  destroy.  The  power  to  license,  or 
not  to  license,  is  the  power  to  destroy.  The 
power  to  establish  freight  rates  can  destroy. 
The  power  to  regulate  can  destroy. 

Give 

We  do  not  believe  in  the  prevalent  phil- 
osophy that  government  knows  how  to  spend 
our  money  more  wisely  than  we  do ; that  we 
should  be  permitted  to  keep  less  and  less  to 
use  for  goods  and  services,  and  that  more 
and  more  should  be  turned  to  the  Govern- 
ment for  welfare  programs. 

We  believe  we  should  go  back  to  the  great 
philosophy  expressed  by  President  Kennedy 
in  his  Inaugural  Address:  “Ask  not  what 
your  country  can  do  for  you,  but  what  you 
can  do  for  your  country.” 

Unfortunately,  this  was  followed  by  legis- 
lative proposals,  based  primarily  on  our 
country  doing  for  us,  on  Government  hand- 
outs for  our  people.  The  idea  seems  to  be, 
“Give  everybody  something.” 

If  I wanted  to  get  control  of  a country, 
I would  strive  to  control  its  food,  its  health 
and  its  education.  Then  I would  have  a 
strangehold.  We  all  know  the  great  pres- 
sure which  has  been  put  on  for  legislation 

♦Reprinted  by  permission  from  the  Omaha  World-Herald 
of  June  23,  1963. 
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which,  if  passed,  would  carry  us  a long,  long 
way  down  the  road  of  Government  control 
of  food,  health  and  education. 

We  are  fighting  for  economy  in  govern- 
ment. We  do  not  believe  that  the  Eighty- 
seventh  Congress  should  have  made  appro- 
priations of  $102,263,000,000.  We  talk 
casually  today  about  100  billion  dollars.  Just 
what  is  100  billion  dollars? 

Balance 

To  spend  this  amount  you  would  have 
to  get  rid  of  137  thousand  dollars  per  day, 
seven  days  a week,  for  more  than  19  cen- 
turies — every  day  since  Christ  was  born. 

If  our  budget  for  the  past  year  could  be 
changed  into  dollar  bills  and  stacked,  the 
pile  would  reach  63  hundred  miles  into 
space. 

We  are  fighting  for  a balanced  Federal 
budget.  In  only  six  years  of  the  last  32 
years  has  our  National  Government  bal- 
anced its  budget,  and  this  year  it  does  not 
even  pretend  to  predict  the  possibility  of  a 
balanced  budget. 

We  are  against  voting  vast  so-called  wel- 
fare programs  and  charging  them  to  the 
next  generation.  We  are  opposed  to  fur- 
ther increasing  our  more  than  300-billion- 
dollar  debt,  a debt  which  could  cause  the  de- 
struction of  our  children  and  grandchildren. 

Representative  Richard  Roudebush  says: 
“Khrushchev’s  fondest  dream  is  to  see  this 
nation  ravage  its  own  economy  and  re- 
sources. Deficit  spending  is  making  his 
dream  come  true.” 

We  are  fighting  to  protect  our  farm  oper- 
ations from  coming  under  the  control  of  a 
bureaucracy  in  Washington.  We  said  so 
in  a thunderous  voice  on  May  21  when  we 
voted  “no”  on  the  wheat  referendum. 

Threats 

We  do  not  believe  our  Government  should 
be  operated  by  intimidation  and  threats.  We 
have  just  witnessed  an  unbelievable  and  un- 
precedented campaign  — a campaign 
waged  with  our  tax  dollars  — to  blackjack 
and  scare  farmers  into  voting  “yes”  in  the 
wheat  referendum. 


We  are  fighting  to  prevent  Federal  man- 
agement of  private  life  by  public  plan.  We 
do  not  believe  the  God-given  rights  of  indi- 
viduals and  the  Constitution-given  rights  of 
states  should  be  swallowed  up  by  the  great 
octopus  of  the  Federal  Government  on  the 
Potomac. 

We  are  doing  everything  within  our  pow- 
er to  encourage  all  people  with  whom  we 
come  in  contact  to  take  an  active,  informed 
interest  in  government. 

We  know  that  if  we  really  want  govern- 
ment of  the  people  and  for  the  people  it 
must  be  by  the  people. 

Grab 

The  fact  is  that  never  has  our  Constitu- 
tion been  so  disregarded.  Never  have  the 
Constitutional  rights  of  states  and  of  indi- 
viduals been  so  ignored.  Never  has  there 
been  such  a grab  for  power  as  we  are  see- 
ing in  these  times. 

And  the  fact  is  that  no  nation  in  histoiy 
has  traveled  the  road  we  are  traveling  much 
farther  than  we  have  already  gone  and  sur- 
vived. 

No  nation  in  history  has  survived  a tax 
burden  of  33  per  cent  of  its  national  income. 
We  are  today  spending  in  Federal,  state  and 
local  taxes  31  per  cent  of  our  nation’s  in- 
come. 

American  business  and  professional  peo- 
ple are  often  penny-wise  and  pound-foolish 
in  expenditure  of  both  time  and  money  for 
the  defense  of  the  competitive  enterprise  sys- 
tem on  which  our  survival  depends. 

Starved 

For  the  most  part.  Chambers  of  Commerce 
and  other  business  men’s  organizations  — 
and  certainly  farm  organizations  — are 
starved  for  funds. 

You  and  I with  no  choice  on  our  part, 
work  four  months  of  every  year,  two  days 
out  of  every  five,  to  pay  our  taxes. 

I believe  we  had  better  put  in  a little 
more  time  and  money  to  strengthen  the  or- 
ganizations which  are  the  most  effective 
weapons  we  have  in  American  today  fighting 
for  the  principles  in  which  we  believe. 
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ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  7 — Grand  Island,  St.  Francis 
Hospital 

September  21  — Cozad,  City  Elks  Lodge 
October  5 — Norfolk,  Norfolk  State  Hos- 
pital 

October  19  — Sidney,  Elks  Lodge 

SIXTEENTH  NATIONAL  HEALTH  CON- 
FERENCE — Hot  Springs,  Arkansas; 
September  20-21,  1963.  Theme:  Health 
Is  a Bargain.  AMA. 

NEBRASKA  DIABETIC  ASSOCIATION— 
Lincoln,  October  1,  1963.  Time  and  place 
to  be  announced. 

NEBRASKA  CHAPTER,  American  College 
of  Surgeons,  Annual  Scientific  Session — 
Yancy  Hotel,  Grand  Island,  Sunday,  Oc- 
tober 6,  1963. 

AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

INTERNATIONAL  SYMPOSIUM  ON  THE 
BABOON  AND  ITS  USE  AS  AN  EX- 
PERIMENTAL ANIMAL  — El  Tropi- 
cana  Hotel,  San  Antonio,  Texas;  Novem- 
ber 5-8,  1963.  Sponsored  by  Southwest 
Foundation  for  Research  and  Education. 
Write  Richard  Smith,  Southwest  Research 
Center,  San  Antonio  6. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — Annual 
convention,  November  22-25,  1963;  Pal- 
mer House,  Chicago. 

FIRST  ANNUAL  POSTGRADUATE  SEM- 
INAR IN  ANESTHESIOLOGY  — By 
University  of  Miami  and  University  of 
Florida;  at  Miami  Beach,  January  5-8, 
1964;  theme:  “The  Cardiovascular  Sys- 
tem.” For  additional  information  write 
Frank  Moya,  MD,  Professor  and  Chair- 
man of  Department  of  Anesthesiology, 
University  of  Miami  School  of  Medicine, 
Jackson  Memorial  Hospital,  Miami  36. 


AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


DELEGATES’  REPORT 
PROCEEDINGS  HOUSE  OF  DELEGATES, 

AMERICAN  MEDICAL  ASSOCIATION 
June,  1963 

Atlantic  City,  New  Jersey 

It  becomes  my  duty  as  your  delegate  to 
the  House  of  Delegates  to  give  an  account  of 
the  proceedings  of  the  House  of  Delegates 
of  the  American  Medical  Association  which 
took  place  in  Atlantic  City,  N.J.,  in  June, 
1963. 

There  were  several  actions  by  the  House 
of  Delegates  which  have  far  reaching  re- 
actions on  American  Medicine. 

You  have  been  informed  that  the  member- 
ship in  the  American  Medical  has  now 
passed  the  200,000  mark.  This  has  resulted 
in  an  increase  in  the  number  of  Delegates 
in  the  House  of  Delegates.  We  now  have 
227  members  in  the  House. 

In  order  to  give  proper  representation 
to  all  sections  and  to  make  a more  flexible 
organization,  the  Board  of  Trustees  was  en- 
larged by  action  of  the  House  from  11  to  15 
members.  This  raised  the  number  of  elect- 
ed Trustees  from  9 to  12  members  and 
added  the  immediate  past  president,  the 
president,  and  the  president-elect  to  serve 
on  the  Board.  This  action  passed  the  house 
by  a vote  of  163  to  63.  The  opposition 
argued  that  it  would  add  to  the  operational 
expense  of  the  organization  but  those  in 
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favor  of  the  enlargement  argued  that  even 
though  it  added  considerable  expense  the  ad- 
ditional representation  would  be  well  worth 
the  additional  cost. 

Under  the  Board  of  Trustees  reorganiza- 
tion, four  trustees  will  be  elected  annually  in 
the  future.  At  the  Atlantic  City  meeting, 
three  trustees  were  elected  for  three  year 
terms  and  two  were  named  for  two  year 
terms. 

Another  important  action  of  the  House  of 
Delegates  was  a study  of  the  report  of  the 
AM  A Education  and  Research  Foundation. 

In  acting  upon  two  reports  from  the 
AM  A Education  and  Research  Foundation, 
the  House  approved  the  Foundation’s  an- 
nouncement that  it  will  establish  and  oper- 
ate a new  Institute  for  Biomedical  Research. 

The  Institute  will  concern  itself  with  in- 
tensive and  fundamental  study  of  life  pro- 
cesses particularly  as  related  to  intra- 
cellular mechanisms.  It  will  be  composed  of 
groups  of  dedicated,  imaginative  workers 
who  are  capable  of  significant  scientific 
achievements  through  the  interaction  of 
their  intellects  and  experiences,  with  un- 
matched facilities  and  maximum  freedom 
from  external  pressures. 

The  Institute  will  be  dedicated  to  pure, 
basic,  non-disease-oriented  research;  it  will 
not  render  medical  service  to  patients;  and 
will  not  conduct  a graduate  training  pro- 
gram leading  to  a degree.  It  is  contemplat- 
ed that  the  first  research  group  should  be 
functioning  by  early  1965. 

It  is  important  to  note  that  the  AMA 
Education  and  Research  Foundation  came 
into  being  in  January,  1962,  as  successor 
to  the  American  Medical  Research  Founda- 
tion and  the  American  Medical  Education 
Foundation. 

It  launched  a new  Medical  Education 
Loan  Guarantee  program,  which,  by  the 
year’s  end,  made  notable  progi-ess  in  helping 
bridge  the  gap  between  the  financial  re- 
sources of  medical  students,  interns,  and 
residents  and  the  expenses  they  must  incur 
in  pursuing  a long  and  costly  training  period. 

Physicians  and  their  families  and  friends 


contributed  a record  amount  to  the  Funds 
for  Medical  Schools  program,  while  giving 
at  the  same  time  to  the  Loan  Guarantee  pro- 
gram. 

Administrative  and  operating  costs  of 
AMA-ERF  are  borne  in  full  by  the  AMA. 
This  means  that  every  contributed  dollar  has 
been  put  to  full  use  for  the  purpose  desig- 
nated by  the  donor. 

In  1961,  Nebraska  physicians  contributed 
$9731.  In  1962,  $8711.20,  and  $2631  to 
the  loan  guarantee  program  or  a total  of 
$11,072.20.  Colorado  contributed  a total  of 
$24,747.06.  Kansas  contributed  a total  of 
$20,725.17.  Iowa  contributed  a total  of 
$11,202.70,  and  Missouri  contributed  a total 
of  $19,961.32. 

I am  giving  these  figures  as  a matter 
of  comparison  and  will  leave  it  up  to  the 
members  of  the  Nebraska  State  Medical 
Association  to  decide  whether  we  are  going 
our  job  here  in  our  own  state.  Remember 
your  gifts  can  be  earmarked  for  the  school 
of  your  own  choice  in  our  state. 

Concerning  interns  and  residents,  the 
House  disapproved  the  report  of  the  Coun- 
cil on  Medical  Seiwice  and  the  Council  on 
Medical  Education  and  Hospitals  on  Com- 
pensation of  House  Officers.  In  so  doing,  it 
adopted  the  following  statement : “We  there- 
fore recommend  that  in  view  of  the  over- 
whelming opposition  to  the  basic  proposal 
contained  in  the  report  of  the  Council  on 
Medical  Service  and  the  Council  on  Medical 
Education  and  Hospitals,  the  AMA  record 
itself  as  opposed  to  any  system  or  program 
by  which  any  part  of  an  intern’s  or  resi- 
dent’s salary  is  paid  out  of  fees  collected 
the  attending  physician  or  out  of  fees  col- 
lected under  any  type  of  medical-surgical 
insurance  coverage.” 

The  House,  while  declaring  that  the  joint 
council  report  “represents  a well  intentioned 
effort  to  find  a solution  to  a most  difficult, 
if  not  impossible,  problem”  recommended 
that  any  future  proposals  on  the  compensa- 
tion of  house  officers  be  thoroughly  studied 
by  the  Law  Department  and  Judicial  Coun- 
cil before  submission  to  the  House  of  Dele- 
gates. 
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In  another  action  related  to  the  contro- 
versial “25%, ” the  House  approved  a revi- 
sion of  the  Essentials  of  an  Approved  In- 
ternship which  deletes  the  requirement  for 
any  stated  proportion  of  foreign  medical 
graduates  and  graduates  of  American  and 
Canadian  Medical  schools  as  an  essential 
feature  of  any  internship  program. 

The  House  considered  the  report  of  the 
Ad  Hoc  Committee  to  study  the  Board  of 
Trustees  Report  on  the  Sections  and  Scien- 
tific Program  of  the  AMA,  originally  pre- 
sented at  the  1962  Clinical  Meeting  in  Los 
Angeles,  and  disagreed  with  some  of  the 
recommendations  in  both  of  those  reports. 

Major  change  was  the  House  decision  that 
all  sections  officers  — chairmen,  vice  chair- 
man, delegate,  alternate  delegate,  secretaiy, 
assistant  secretary  and  representative  to  the 
scientific  exhibits  should  be  elected  by  mem- 
bers of  the  section  and  that  no  officer  be 
appointed  by  the  AMA  Board  of  Trustees. 

In  another  change,  relating  to  nomina- 
tions for  specialty  boards,  the  House  ap- 
proved the  following  recommendation:  “The 
committee  of  the  Council  on  Scientific  as- 
sembly of  the  appropriate  section  shall  nom- 
inate the  AMA  representatives  to  serve  on 
the  medical  specialty  certifying  board. 
These  nominations  shall  be  submitted  to  the 
Board  of  Trustees.” 

In  connection  with  section  registration, 
the  House  decided  that  “a  member  of  a sec- 
tion who  desires  to  change  his  registration 
from  one  section  to  another  because  of  a 
change  in  his  specialty,  shall  be  required  to 
inform  AMA  Headquarters  by  written  notice 
of  this  intention  at  least  sixty  days  in  ad- 
vance of  the  Annual  Meeting.” 

The  House  agreed  with  the  Ad  Hoc  Com- 
mittee’s recommendation  that  the  Section  on 
Gastroenterology  and  Proctology  be  renamed 
the  “Section  on  Gastroenterology”  and  that 
a separate  “Section  on  Proctologj-”  be  estab- 
lished. 

The  House  also  commended  the  Board  of 
Trustees  for  its  recommendation  that  a na- 
tional forum  be  sponsored  by  the  AMA  in 
which  representatives  of  national  medical 
specialty  societies  and  the  Academy  of  Gen- 


eral Practice  will  participate.  The  Board  of 
Trustees  was  directed  to  implement  this  sug- 
gestion as  early  as  possible. 

The  establishment  of  an  AMA  physicians 
pension  plan  under  the  provisions  of  the  Self 
Employed  Individual’s  Retirement  Act  of 
1962  was  approved,  and  it  was  noted  that 
the  Board  of  Trustees  will  make  every  effort 
to  begin  operation  of  the  plan  before  the  end 
of  1963  so  that  physicians  will  be  able  to 
participate  this  year. 

The  plan  will  be  open  to  all  AMA  mem- 
bers and  their  employees  who  can  qualify 
under  the  Act,  Public  Law  87-792  (Keogh 
Law). 

The  law  allows  a self-employed  individual 
to  set  aside  up  to  $2500  or  10  per  cent  of 
his  annual  income,  which  ever  is  less,  in  a 
retirement  fund,  with  the  first  $1250  being 
deductible.  The  individual  must  provide 
porportionate  benefits  for  any  employee 
who  works  for  him  more  than  20  hours  a 
week  and  more  than  five  months  each  year. 

In  considering  a wide  variety  of  resolu- 
tions and  reports,  the  House  also : 

— Disapproved  a Judicial  Council  opinion 
on  the  dispensing  of  glasses  by  ophthalmolo- 
gists and  reaffirmed  the  Council’s  intei-pre- 
tation  of  Section  7 of  the  Principles  of  Med- 
ical Ethics,  as  reported  in  November  15, 
1958,  issue  of  the  Joui'nal  of  the  American 
Medical  Association. 

— Approved  the  Judicial  Council  opinion 
on  physician  ownership  of  drugstores,  drug 
repackaging  houses  and  pharmaceutical 
companies. 

— Approved  of  AMA  participation  in  the 
recent  formation  of  a Joint  Commission  on 
]\Iedicine  and  Pharmacy. 

— Agreed  with  the  Council  on  Legisla- 
tive Activities  that  the  House  should  take  no 
official  position  on  t h e “Liberty  Amend- 
ment” but  should  call  it  to  the  attention  of 
individual  physician-citizens. 

— Disapproved  of  federal  funds  for  staff- 
ing new  community  mental  health  centers. 

— Took  a position  opposing  the  student 
loan  provisions  of  the  Health  Professions 
Educational  Assistance  Act  of  1963. 
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— Urged  all  state  and  County  medical  so- 
cieties to  adopt  and  activate  all  phases  of 
“Operation  Hometown.” 

— Recommended  that  local  medical  so- 
cieties in  the  vicinity  of  medical  schools  as- 
sume the  responsibility  of  establishing  and 
maintaining  clear  lines  of  communication 
with  medical  students. 

— Approved  the  organization  of  the  new 
National  Council  for  the  accreditation  of 
Nursing  Homes,  jointly  sponsored  by  the 
AM  A and  the  American  Nursing  Home  As- 
sociation. 

— Adopted  the  recommendations  of  the 
Committee  to  Study  the  Joint  Commission  on 
the  Accreditation  of  Hospitals  and  suggested 
that  the  committee’s  report  be  distributed  to 
constituent  and  component  societies  and  hos- 
pital chief’s  of  staff. 

— Approved  the  alteration  in  the  Associa- 
tion By-Laws  which  states:  “The  Council  on 
Medical  Education  and  Hospitals  shall  con- 
sist of  10  Active  or  Service  members  at 
least  one  of  whom  shall  be  a private  prac- 
titioner of  medicine  who  is  not  a faculty 
member  of  a staff  of  a hospital  associated 
with  a medical  school  or  university.” 

— Recommended  that  all  AMA  members 
and  affiliates  give  strong  support  to  the  Na- 
tional tuberculin  testing  campaign  proposed 
by  the  American  School  Health  Association. 

— Commended  the  American  Farm  Bu- 
reau for  its  vigorous  leadership  in  opposing 
unwarranted  government  interference  and 
regulation. 

— Urged  the  widest  dissemination  to  AMA 
members  of  a joint  report  by  the  AMA  Coun- 
cil on  Mental  Health  and  the  National 
Academy  of  Science  National  Research  Coun- 
cil on  the  Use  of  Narcotic  Drugs  in  Medical 
Practice  and  the  Medical  Management  of 
Narcotic  Addicts. 

— Directed  the  Speaker  of  the  House  to 
appoint  an  ad  hoc  committee  to  study  the 
size,  make  up  and  functions  of  the  House 
of  Delegates,  its  councils,  sections  and  com- 
mittees and  to  report  its  findings  in  June 
1964. 

During  the  opening  session  of  the  House 


awards  announced  were  the  AMA  Scien- 
tific Achievement  Award  to  John  F.  Enders, 
PhD,  of  Boston,  and  the  Joseph  Goldberger 
Award  in  Clinical  Nutrition  to  Dr.  John  B. 
Youmans  of  New  York  City. 

Dr.  George  M.  Fister  of  Ogden,  Utah,  re- 
tiring president,  told  the  opening  session 
that  “Our  fight  against  federal  dictation  is 
not  merely  one  of  concern  only  to  physicians 
and  their  freedom  to  practice  the  best  medi- 
cine possible,  but  it  also  concerns,  equally 
or  more  so,  the  individual  citizen,  all  pro- 
fessions and  the  private  enterprise  system 
in  this  country.” 

The  Distinguished  Service  A w a r d was 
presented  to  Dr.  Lester  Dragstedt. 

Dr.  Edward  Annis,  in  his  inaugural  ad- 
dress on  Tuesday  night,  stressed  the  im- 
portance of  maintaining  an  attitude  of  in- 
dividualism among  physicians  of  America, 
and  he  urged  members  of  the  profession  to 
have  the  courage  and  individuality  to  fight 
for  all  political,  economic  and  professional 
freedoms. 

He  also  declared  that  “now,  more  than 
ever  before,  there  is  an  obligation  for  all 
of  us  to  waive  or  at  least  to  minimize  any 
differences  between  or  within  regions,  spe- 
cialties or  organizations  and  to  stand  to- 
gether on  fundamental  principles  of  medical 
care  and  practice,  of  enterprise  and  of  free- 
dom for  which  our  great  association  has 
strived  in  the  last  116  years.” 

Dr.  Norman  A.  Welch  of  Boston,  a mem- 
ber of  the  House  of  Delegates  since  1951  and 
Speaker  of  the  House  since  1959,  was  named 
President-Elect  of  the  association  by  ac- 
clamation. 

Dr.  D.  F.  Ward  of  Dubuque,  Iowa,  Vice 
President,  Dr.  Milford  Rouse  of  Dallas,  Tex- 
as, Speaker  of  the  House,  and  Dr.  Walter 
C.  Bornemeier  of  Chicago,  Vice  Speaker. 

Dr.  Percy  Hopkins  of  Chicago  and  Dr. 
Raymond  IM.  McKeown  of  Coos  Bay,  Ore- 
gon were  re-elected  to  the  Board  of  Trust- 
ees for  three  year  terms.  Dr.  Robert  C. 
Long  of  Louisville,  Kentucky,  was  named  to 
fill  the  one  year  remaining  in  the  term  of 
Dr.  Hugh  H.  Hussy,  who  resigned  to  become 


522 


Nebraska  S.  M.  J. 


director  of  the  AMA  Division  of  Scientific 
Activities. 

Elected  to  the  three  new  posts  on  the 
Board,  created  by  the  House  action  on  Wed- 
nesday, were  Dr.  Dwight  Wilbur  of  San 
Francisco,  three  years;  Dr.  Lester  Bibler  of 
Indianapolis,  two  years;  and  Dr.  L.  0.  Si- 
menstad  of  Osceola,  Wisconsin,  two  years. 

Nominated  and  elected  to  the  Judicial 
Council  was  Dr.  Walter  Judd  of  Minne- 
apolis, physician,  former  member  of  Con- 
gress and  1961  winner  of  the  AMA  Distin- 
guished Service  Award. 

For  the  Council  on  Constitution  and  By- 
Laws,  Dr.  William  D.  Stovall  of  Madison, 
Wisconsin,  was  re-elected,  and  Dr.  Thur- 
man B.  Givan  of  Brooklyn,  New  York,  was 
named  to  replace  Dr.  Bornemeier. 

Elected  to  the  Council  on  Medical  Educa- 
tion and  Hospitals  were  Dr.  E.  Biyce  Rob- 
inson, Jr.,  of  Fairfield,  Alabama;  Dr.  Fran- 
cis L.  Land  of  Fort  Wayne,  Indiana;  and 
Dr.  Melvin  Breese  of  Portland,  Oregon. 

To  fill  vacancies  in  the  Council  on  Medi- 
cal Service,  the  House  elected  Dr.  Burns  A. 
Dobbins,  Jr.,  of  Fort  Lauderdale,  Florida; 
Dr.  Irvin  E.  Hendryson  of  Denver,  Colo- 
rado; and  Dr.  Jess  W.  Read  of  Tacoma, 
Washington. 

Bishop  Fulton  J.  Sheen  of  New  York  and 
Dr.  Edward  Rynearson  of  Rochester,  Minn., 
spoke  to  a crowd  of  more  than  4000  in  a 
program  sponsored  by  the  AMA  Committee 
on  Medicine  and  Religion.  They  agi’eed 
that  there  are  no  conflicts  in  the  roles  of 
the  physician  and  the  clergyman  in  caring 
for  a patient. 

A total  of  12,924  physicians  registered 
for  the  American  Medical  Association’s 
112th  annual  meeting  and  a total  of  26,811 
persons  registered. 

I mentioned  earlier  that  there  are  227 
Delegates  in  the  House  and  that  226  were 
present.  It  is  one  of  the  most  efficient  and 
best  organized  bodies  that  I have  ever  seen. 

I only  wish  that  every  member  of  our 
Nebraska  State  Medical  Association  could 
see  the  AMA  House  of  Delegates  in  action, 
and  learn  that  they  are  fighting  the  battles 


of  organized  medicine,  for  the  individual 
physician  and  the  patients  he  cares  for. 

Let  me  urge  every  physician  to  increase 
his  activities  in  organized  medicine  and  to 
join  AMA  if  you  are  not  already  a member. 
Your  support  is  needed  in  our  fight  to  keep 
from  being  socialized. 

E.  F.  Leininger,  MD, 
Delegate. 


Medicare  in  Operation 

Consultants — 

Medicare  covers  consultants’  services  in 
cases  where  the  attending  physician  requires 
the  services  of  a consultant  for  surgery  or 
in-hospital  care  or  when  services  of  a con- 
sultant are  rendered  either  in  a maternity  or 
an  inj  ury  case  who  has  not  been  hospitalized. 

The  consultant  may  file  for  a consultation 
fee  under  Code  0026,  which  does  not  re- 
quire a complete  medical  history  or  physical ; 
or  he  may  file  under  Code  0027  which  does 
require  a complete  history  and  physical  and 
also  a written  expression  of  opinion. 

However,  two  physicians  may  not  be  paid 
by  Medicare  for  attendance  on  the  same  case 
at  the  same  time  unless  it  is  warranted  by 
a “physician  of  supplemental  skills.’’  It  is 
also  required  that  the  attending  physician 
state  on  his  claim  form  that  he  requested  the 
consultation. 

When  a consultant  submits  a Medicare 
claim,  Medicare  can  only  allow  him  payment 
for  one  consultation.  Any  other  visits  that 
he  has  rendered  the  patient  are  not  the  re- 
sponsibility of  Medicare. 


Doctors  and  Medicine  in  the  News 

“Covenant  Home”  Addition  in  Stromsburg — 

We  see  by  the  Lincoln  Evening  Jour-nal 
(July  15)  that  the  Midwest  Covenant  Home, 
sponsored  by  the  Midwest  Conference  of  the 
Evangelical  Covenant  Church,  is  building 
a 24-bed  addition  to  their  present  56-bed 
structure.  The  cost,  $260,000,  is  partly  car- 
ried by  Hill-Burton  funds.  While  this  is  not 
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planned  as  a hospital,  the  community  may 
use  it  in  emergency  cases.  Its  primary  func- 
tion is  in  the  care  of  the  aged. 


Doctor  Palmer  of  Bridgeport  Hunts  at  91 — 

]\Iore  than  half  a century  ago  an  Iowa  boy 
who  was  an  expert  marksman  came  to  Lin- 
coln and  won  $1050  in  a trapshoot.  With 
this  as  his  nest  egg,  he  began  the  study  of 
medicine  at  the  University  of  Nebraska,  in 
1902.  After  graduation  with  honors  he 
hung  up  his  shingle  in  Bridgeport  — 55 
years  ago.  The  Omaha  World-Herald 
(June  30)  pictures  him  displaying  his  many 
medals  acquired  in  the  great  outdoors.  Last 
hunting  season  found  him  in  the  hunting 
blind  — at  age  91.  Nice  going.  Dr.  Palmer! 


Human  Interest  Tales 

Doctor  Gordon  O.  Johnson  has  joined  the 
Fairbury  Clinic  of  Fairbury. 

Doctor  Duane  Maveus  plans  to  open  an 
office  November  1st,  in  Orchard. 

Doctor  Paul  Bottom  has  opened  a prac- 
tice in  general  medicine  at  Ogallala. 

Doctor  John  E.  Finegan,  Lexington,  has 
been  appointed  Lexington  city  physician. 

Doctor  James  Bare,  formerly  of  Omaha, 
has  constructed  a new  clinic  building  in 
Papillion. 

Doctor  Stanley  Serbousek  will  join  the 
Chadron  Medical  Associates  Clinic  on  the 
first  of  September. 

Doctor  Gene  Wilkins,  formerly  of  Gree- 
ley, Colorado,  is  now  associated  with  the 
Bell  Clinic  in  York. 

Doctor  Richard  W.  Booth,  Omaha,  was  a 
visiting  lecturer  at  St.  Francis  Hospital, 
Peoria,  Illinois,  during  a week  in  July. 

Doctor  J.  S.  Ferguson,  Lincoln,  has  pur- 
chased the  home  and  office  of  Doctor  A.  I. 


Webman,  Superior,  who  is  moving  to  Lin- 
coln. 

Doctors  Charles  Ross  Westley  and  Harry 
L.  Galloway  have  been  assigned  to  the  Win- 
nebago Public  Health  Service  Indian  Hos- 
pital. 

Doctor  Robert  Radin  recently  joined  the 
staff  of  Doctors  Keown  and  Muffly  and  will 
be  affiliated  with  them  in  the  Pender  Clinic 
at  Pender. 

Doctors  D.  E.  Eberle,  R.  C.  Chase,  B.  W. 
Spencer  and  James  R.  Burwell,  Ogallala,  are 
planning  a major  expansion  of  the  Ogallala 
Medical  Clinic. 

Doctor  A.  L.  Smith,  Sr.,  Lincoln,  was 
elected  vice  president  of  the  American  Col- 
lege of  Angiology  at  its  meeting  in  Atlantic 
City,  New  Jersey. 

Doctors  Robert  Penor  and  Robert  Rasmus- 
sen, Omaha,  are  going  to  establish  a new 
clinic  in  Chadron,  to  be  completed  by  the 
first  of  September. 

Doctors  Robert  P.  Heaney  and  Thomas 
G.  Skillman,  Omaha,  attended  the  Gordon 
Research  Conference  in  Meriden,  New 
Hampshire,  in  July. 

Doctor  Hamlin  Graham  has  become  asso- 
ciated with  Doctors  Ferciot,  Webster  and 
Goetowski  at  the  Lincoln  Orthopaedic  and 
Rehabilitation  Cetner. 

Doctor  Fletcher  A.  Miller,  Omaha,  has 
been  appointed  Professor  and  Chairman  of 
the  Department  of  Surgery  at  the  Creighton 
University  School  of  Medicine. 

Doctor  Russell  Mclntire,  Denver,  has  be- 
come associated  with  Doctor  Warren  Rich- 
ard in  the  Radiology’  Department  at  Mary 
Panning  Memorial  Hospital  in  Hastings. 

Doctor  Jack  L.  Pulec,  who  has  been  prac- 
ticing otolaryngologj'  and  rhinology  in  Oma- 
ha, has  been  appointed  to  the  staff  of  the 
Mayo  Clinic,  Rochester,  Minnesota.  He  will 
be  on  leave  for  a year  while  he  works  with 
Doctor  William  House,  Los  Angeles. 
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Announcements 

PRELIMINARY  PROGRAM 
ANNOUNCEMENT 

31st  ANNUAL  ASSEMBLY 
OMAHA  MID-WEST  CLINICAL  SOCIETY 
Executive  Office:  1613  Medical  Arts  Building 
Omaha  2,  Nebraska 

Meeting  Dates — October  28,  29,  30  and  31,  1963 
Meeting  Headquarters — Omaha  Civic  Auditorium 

Partial  List  of  Distinguished  Speakers: 
Clinical  Pathology  and  Basic  Sciences — 

George  J.  Hamwi,  M.D.,  Columbus,  Ohio,  Profes- 
sor of  Medicine;  Director,  Division  of  Endocrin- 
ology and  Metabolism,  The  Ohio  State  Univer- 
sity, Columbus 

“The  Treatment  of  Hyperlipidemia” 

“Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Thyroid  Disease” 

“Insulin  Resistance  and  Antagonism” 

Gynecology  and  Obstetrics — 

Mr.  Edward  Davis,  M.D.,  Chicago,  Illinois.  The 
Joseph  Bolivar  DeLee;  Professor  and  Chair- 
man of  the  Department  of  Obstetrics  and  Gyne- 
cology of  the  University  of  Chicago  School  of 
Medicine  and  Chief  of  The  Chicago  Lying-In 
Hospital,  Chicago. 

“Obstetrical  Factors  in  Perinatal  Mortality” 
“The  Menopause  and  Its  Management” 

“The  Modern  Role  of  Abdominal  Delivery” 
“The  Management  of  Abortion” 

Medicine 

Frank  Princi,  M.D.,  Cincinnati,  Ohio.  Professor 
of  Industrial  Medicine,  University  of  Cincinnati; 
Associate  Director,  The  Kettering  Laboratory, 
Cincinnati. 

“Etiology,  Diagnosis  and  Management  of  the 
Pneumoconioses” 

“Rural  Occupational  Diseases” 

“Disability  Evaluation  in  Occupational  Disease” 
“Non-Siliceous  Industrial  Pulmonaiy  Disease” 

Clifford  F.  Gastineau,  M.D.,  Rochester,  Minnesota. 
Assistant  Professor  of  Medicine,  Mayo  Founda- 
tion; University  of  Minnesota;  Consultant  Mayo 
Clinic 

“Unstable  Diabetics” 

“The  Prediction  of  Weight  Loss  on  a Reducing 
Diet” 

“Diet  and  Diabetes” 

Neuropsychiatry — 

Herbert  S.  Ripley,  M.D.,  Seattle,  Washington. 
Pi’ofessor  and  Chainnan,  Department  of  Psy- 
chiatry, University  of  Washington  School  of 
Medicine,  Seattle 

“Psychotherapy  for  the  Non-Psychiatric  Physi- 
cian” 

“Changes  in  Cardiovascular  Function  Associat- 
ed With  Emotion” 

“Psychological  Factors  in  Pain” 

“Emotional  Reactions  to  Disability” 


Orthopedic  Surgery — 

Edward  L.  Compere,  M.D.,  Chicago,  Illinois.  Pro- 
fessor and  Chairman  of  the  Department  of 
Orthopedic  Surgery,  Northwestern  University 
Medical  School;  Chairman,  Department  of  Or- 
thopedic Surgery,  Chicago  Wesley  Memorial 
Hospital;  Senior  Consultant,  Orthopedic  Sur- 
gery, Veterans  Administration  Research  Hos- 
pital, Chicago 

Presently  fulfilling  a commitment  as  Visiting 
or  Fulbright  Professor  and  Lecturer  of  Sur- 
gery at  the  University  of  Sao  Paulo,  Ribeirao 
Preto  Brazil,  for  one  semester  from  mid- 
March  to  mid-June  1963,  under  the  auspices 
of  the  Fulbright  Commission,  United  States 
Department  of  State. 

“The  Treatment  of  Osteomyelitis  and  Postoper- 
ative Wound” 

“Infections  by  Closed  Irrigation  with  a Solu- 
tion” 

“Containing  a Detergent  and  Appropriate  Anti- 
biotic” 

“The  Causes  of  and  Treatment  for  Chronic 
Backache” 

“The  Management  of  the  More  Common  Frac- 
tures” 

Otolaryngology — 

Frederick  R.  Guilford,  M.D.,  Houston,  Texas. 
Clinical  Professor  of  Otology,  Baylor  Univer- 
sity College  of  Medicine. 

“Management  of  the  Hard  of  Hearing  Patient 
“Dizziness” 

“Present  Day  Tympanoplasty” 

Pediatrics — 

William  H.  Zinkham,  M.D.,  Baltimore,  Maryland. 
Associate  Professor  of  Pediatrics,  The  Johns 
Hopkins  Hospital,  Baltimore. 

“Diagnosis  and  Treatment  of  Anemias  in  Child- 
hood” 

“Dimgs  as  Poisons” 

“Peripheral  Eosinophilia — Why  ? 

Surgery — 

George  Crile,  Jr.,  M.D.,  Cleveland,  Ohio.  Head 
of  the  Department  of  General  Surgery,  Cleve- 
land Clinic. 

“Results  of  Simplified  Treatment  of  Cancer  of 
the  Breast” 

“Nonmalignant  Disease  of  the  Breast” 

“Diseases  of  the  Thyroid” 

“Biological  Problems  in  the  Treatment  of  Can- 
cer” 

Surgery — 

J.  Cuthbert  Owens,  M.D.,  Denver,  Colorado.  Pro- 
fessor of  Surgery,  University  of  Colorado  Med- 
ical Center,  Denver. 

“Pain  of  the  Ischemic  Extremity” 
“Management  of  Acute  Chest  Injuries 
“Emergency  Room  Problems” 

Urology — 

Donald  R.  Smith,  M.D.,  San  Francisco,  California. 
Clinical  Professor  of  Urology  and  Chairman 
of  the  Division  of  Urology,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco. 
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“Office  Laboratoiy  Tests  in  the  Diagnosis  of 
Urologic  Lesions” 

“The  Urologist’s  Role  in  the  Study  of  Patients 
With  Hypertension” 

“Psychosomatic  Cystitis” 

“Pyelonephritis  and  Vesicoureteral  Reflux’ 

— Eleven  Distinguished  Guest  Speakers 
— 32  Individual  Member  Lectures 
— Daily  Panel  Discussions 
— Technical  Exhibits 
— Scientific  Exhibits 
— Scientific  Films 
— Q and  A Periods 

All  program  events  at  Civic  Auditorium,  includ- 
ing informal  mealtime  discussions  with  distinguished 
guests.  Meeting  not  open  to  public,  admission  by 
badge  only. 

For  further  information  address  inquiries  to — 
Director  of  Clinics 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Omaha  2,  Nebraska 

A Portable  Darkfield  Service  for  Nebraska — 

(Darkfield  Microscopj^  for  the  Detection 
and  Identification  of  Treponema  Pallidum). 

As  an  aid  in  the  diagnosis  of  syphilis,  the 
\"enereal  Disease  Control  Program  in  Ne- 
braska is  now  offering  a portable  darkfield 
examination  in  areas  where  this  service  is 
not  othenvise  available. 

To  obtain  Darkfield  Examination  Service, 
call  (collect)  State  Department  of  Health, 
Lincoln,  Nebraska  477-5211,  ext.  128. 

A diagnosis  of  infectious  syphilis  can  be 
made  by  the  demonstration  of  Treponema 
Pallidum  in  suspected  and  accesible  lesions 
using  darkfield  microscopy.  To  assist  the 
physician  in  his  demonstration,  proper 
equipment  and  an  adequately-trained  tech- 
nician will  be  furnished  by  the  State  Health 
Department.  Interpretation  of  the  results 
will  be  left  to  the  attending  physician. 

The  patient  should  have  received  no  treat- 
ment, general  or  local,  prior  to  the  darkfield 
examination.  This  method  is  particularly 
useful  in  patients  with: 

“Classic”  syphilis  lesions 
Ano-genital  lesions 

Certain  non  - pruritic  bilaterally  sym- 
metric lesions 

Eruption  on  patient  with  history  of  re- 
cent exposure  to  infectious  syphilis  or 
GC 


Fifth  National  Cancer  Conference — 

Fifth  National  Cancer  Conference,  Belle- 
vue-Stratford  Hotel,  Philadelphia,  Pennsyl- 
vania; September  17,  18,  and  19,  1963. 
Sponsored  by  American  Cancer  Society  and 
National  Cancer  Institute.  For  further  in- 
formation write : Coordinator,  Fifth  National 
Cancer  Conference,  American  Cancer  So- 
ciety, Inc.,  521  West  57th  Street,  New  York 
19,  N.Y. 

Hearing  Testing  Booth  at  Hall  of  Health — 

A new  feature  in  the  Hall  of  Health  at  the 
Nebraska  State  Fair  this  year  will  be  the 
booth  for  hearing  testing.  This  booth  is  be- 
ing jointly  sponsored  by  the  Sertoma  clubs 
of  Nebraska  and  the  University  of  Nebraska 
Speech  and  Hearing  Clinic. 

This  project  is  part  of  an  international 
effort  on  the  part  of  Sei’toma  clubs  in  the 
United  States,  Canada,  and  Mexico  to  help 
those  with  speech  problems  and  hearing 
handicaps.  The  project  is  entitled,  Serto- 
mans  Listen! 

Anyone  who  is  visiting  the  state  fair  is 
welcome  to  stop  in  and  have  their  hearing 
tested.  There  will  be  no  charge  for  this 
service.  If  problems  in  hearing  are  dis- 
covered, patients  will  be  advised  to  check 
with  their  family  doctors. 

Flying  Physicians  Association  to  Meet — 

The  eighth  annual  national  convention 
of  the  Flying  Physicians  Association  will  be 
held  at  the  Hilton  Inn,  Aurora,  Illinois,  from 
August  18  through  the  23rd,  Dr.  Dwaine  J. 
Peetz,  announced  recently.  Dr.  Peetz,  of 
Neligh,  is  Nebraska  state  chairman  of  the 
association. 

Dr.  Peetz  said  that  approximately  800  per- 
sons connected  with  the  international  or- 
ganization will  participate  in  the  six-day 
program.  Members  from  49  states,  Canada, 
and  Mexico  are  expected  to  fly  with  their 
families  to  the  convention  site. 

In  announcing  the  dates  and  location  of 
the  meeting.  Dr.  Peetz  noted  that  this  year 
— as  in  the  past  — the  continuing  theme 
of  all  the  business  seminars  and  lectures 
will  be  the  over-riding  importance  of  safety 
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as  it  relates  to  the  operation  of  private  air- 
craft. 

The  association,  Dr.  Peetz  noted,  was 
I founded  in  1955  to  promote  aviation  safety, 
! and  to  assist  in  the  nation’s  Civil  Defense 
I effort.  The  members  are  organized  and 
I prepared  to  fly  to  any  part  of  the  United 
, States  to  render  medical  aid  and  assistance 
j in  the  event  of  a major  disaster. 

Membership  is  open  to  all  duly  licensed 
physicians  who  are  members  of  medical 
societies  approved  by  the  board  of  direc- 
tors, and  who  hold  valid  pilot’s  certificates. 
Total  current  membership  exceeds  1600  per- 
sons. Of  this  number,  31  are  practicing 
physicians  in  Nebraska. 

Easter  Seal  Research  Foundation — 

The  Easter  Seal  Research  Foundation  of 
the  National  Society  for  Crippled  Children 
and  Adults  provides  grants-in-aid  for  in- 
vestigations concerned  with  the  prevention 
and  treatment  of  physical  and  associated 
disabilities,  and  the  rehabilitation  of  the 
physically  handicapped.  Disabilities  may  be 
congenital  or  may  result  from  accident  or 
illness.  Accident  prevention,  'per  se,  is  out- 
side the  scope  of  the  Foundation’s  research 
interest. 

Funds  for  research  grants  are  derived 
from  a fixed  percentage  of  the  gross  re- 
turns of  the  annual  Easter  Seal  campaign 
conducted  by  the  National  Society  and  its 
state  and  local  affiliates. 

The  Foundation  is  concerned  with  investi- 
gations of  (1)  the  causes  of  crippling,  (2) 
the  prevention  of  physical  disabilities,  (3) 
methods  for  improving  impaired  functions 
or  for  mitigating  the  results  of  dysfunction, 
and  (4)  measures  for  enhancing  the  effec- 
tiveness of  the  rehabilitation  process.  Re- 
search projects  may  involve  basic  or  clinical 
research  or  both. 

The  Foundation  invites  applications  for 
grants-in-aid.  Applications  filed  between 
September  1 and  February  28  are  reviewed 
in  May.  Applications  filed  between  March  1 
and  August  31  are  reviewed  in  December. 
Awards  are  announced  during  the  months 
of  May  and  December. 


Psychiatry  for  Internists  Added  to 
Postgraduate  Course  Schedule — 

A postgraduate  course  in  psychiatry  for 
internists  has  been  added  to  the  list  of  cours- 
es recently  announced  by  the  American  Col- 
lege of  Physicians  at  Philadelphia. 

The  course  — Number  19  on  the  ACP 
schedule  — will  be  held  June  15-19,  1964, 
at  the  Psychiatric  Institute  and  the  General 
Hospital  of  the  University  of  Maryland 
School  of  Medicine.  Dr.  Ephriam  T.  Li- 
sansky.  Associate  Professor  of  Medicine  and 
Assistant  Professor  of  Psychiatry  at  the 
University,  is  director. 

One-half  of  the  five-day  session  will  be 
devoted  to  panel  discussions  of  current  con- 
cepts of  personality  development,  psycho- 
pathology, psychiatric  emergencies,  and  psy- 
choneurosis and  psychosomatic  problems  en- 
countered in  the  practice  of  internal  medi- 
cine. At  other  times,  registrants  will  learn 
interviewing  techniques  and  participate  in 
patient  interviews. 

The  postgraduate  course,  titled  “Psychi- 
atry for  Internists,’’  is  part  of  the  American 
College  of  Physicians’  continuing  education 
program  for  practicing  physicians.  Eigh- 
teen other  courses  will  be  presented  under 
College  sponsorship  between  September, 
1963,  and  June,  1964. 

Intensive  Training  Course  in  Tropical  Health 
Offered  by  Stanford — 

Stanford  University  School  of  Medicine 
announces  an  intensive  ten  - week  post- 
graduate course  in  Tropical  Health,  to  be 
given  at  Stanford  Medical  Center  January 
6 through  March  14,  1964. 

Intensive  training  in  tropical  diseases, 
health  sciences  and  public  health  administra- 
tion will  be  combined  with  a comprehensive 
review  in  medicine  to  provide  an  integrated 
approach  to  the  problems  of  “international” 
medicine.  For  the  physician  already  prac- 
ticing abroad,  the  course  offers  the  oppor- 
tunity to  review  basic  medicine  and  surgery 
with  particular  reference  to  tropical  health 
problems  which  the  physician  has  encoun- 
tered overseas.  For  the  physician  going 
abroad  for  the  first  time,  the  course  will  pro- 
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vide  orientation  to  major  fields  of  tropical 
health. 

During  the  course,  approximately  forty 
hours  will  be  devoted  to  seminars  pertinent 
to  the  practice  of  medicine  in  the  tropics. 
Forty  hours  will  be  spent  in  advanced  study 
of  tropical  health.  Over  one  hundred  elec- 
tive courses  are  offered  each  quarter  by  the 
various  basic  medical  and  clinical  depart- 
ments, from  which  the  student  may  choose 
in  scheduling  the  remainder  of  his  program. 
These  courses  will  be  combined  with  rounds, 
conferences,  outpatient  clinics  and  diag- 
nostic laboratories  to  provide  a balanced 
program  to  suit  the  needs  and  requirements 
of  the  individual  physician. 

Registration  is  limited  to  ten  physicians. 
The  course  is  offered  by  the  Department  of 
Preventive  INIedicine,  with  the  cooperation  of 
the  other  Departments  and  Divisions  of 
Stanford  University  School  of  Medicine.  For 
further  information,  applicants  should  di- 
rect inquiries  to  the  course  director : 

Quentin  M.  Geiman,  PhD 
Department  of  Preventive  Medicine 
Stanford  Medical  Center 
300  Pasteur  Drive 
Palo  Alto,  California  94304 

Coming  Postgraduate  Courses  at 
University  of  Iowa — 

Following  is  a list  of  postgraduate  courses 
offered  at  the  College  of  Medicine  at  the 
University  of  Iowa  on  the  dates  noted; 

Radiology — September  14-15 
Pediatrics — September  18-19 
Diagnostic  Techniques  in  Office  and 
Surgical  Urologj’ — October  11 
Arthritis  and  Rheumatism — October  18 

Interstate  Offers  Varied  Program  for  GP’s — 

The  48th  annual  Scientific  Assembly  of 
Interstate  Postgraduate  Medical  Association, 
to  be  held  at  the  Palmer  House,  Chicago,  Oc- 
tober 21-24,  offers  19  and  %.  hours  of  va- 
ried teaching  (and  A.A.G.P.  Category  II 
credit)  for  a registration  fee  of  $10.  The 
program  is  especially  suited  to  the  needs  of 
generalists,  as  all  lectures,  panels  and  clinics 
are  closely  related  to  medical  problems  fa- 


miliar to  the  physician  who  does  not  devote 
his  time  to  a single  specialty.  Panels  on 
“Neck,  Shoulder  and  Arm  Pain,”  “Frac- 
tures and  Dislocations  in  Children”  and  “The 
Pros  and  Cons  in  the  Use  of  Anticoagulants” 
are  important  parts  of  the  three  and  one-half 
program. 

Interstate  is  not  a “membership  organiza- 
tion,” but  offers  an  annual  teaching  pro- 
gram for  practitioners  interested  in  a varied 
review  of  new  developments  in  the  major 
branches  of  medicine.  The  1963  Assembly 
program  offers  educational  exposure  to  more 
than  50  prominent  medical  educators,  as 
teachers. 

Those  interested  in  full  details  of  the  pro- 
gram are  urged  to  write  for  a brochure,  by 
addressing  a postal  to  N.  A.  Hill,  MD,  Sec- 
retary, Interstate  Postgraduate  IMedical  As- 
sociation, Box  1109,  Madison  1,  Wisconsin. 

Fiske  Essay  on  Enzyme  Chemistry — 

The  Trustees  of  America’s  oldest  medical 
essay  competition,  the  Caleb  Fiske  Prize  of 
the  Rhode  Island  IMedical  Society,  announce 
as  the  subject  for  this  year’s  dissertation 
“Clinical  Application  of  Newer  Discoveries 
in  EnzjTne  Chemistry.”  The  dissertation 
must  be  typewritten,  double  spaced,  and 
should  not  exceed  10,000  words.  A cash 
prize  of  $500  is  offered.  Essays  must  be 
submitted  by  December  11,  1963. 

For  complete  information  regarding  the 
regulations  write  to  the  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence  3,  Rhode  Is- 
land. 


News  and  Views 

A New  Antineoplastic  Agent — 

A new  antineoplastic  agent  which  sig- 
nificantly prolonged  the  survival  of  children 
with  acute  leukemias  after  their  cases  had 
become  refractory  to  other  drugs  has  been 
introduced  bj'  Eli  Lilly  and  Company  under 
the  trademark  Onvocin  (vincristine  sulfate, 
Lilly). 

Oncovin  is  one  of  some  forty  alkaloids  ob- 
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tained  by  Lilly  phytochemists  from  a flow- 
ering shrub,  the  perinwinkle  plant  (Vinca 
rosea  Linn). 

It  is  the  second  periwinkle  alkaloid  to  be 
made  available  to  physicians  for  treating 
cancer  patients.  The  first  was  Velban® 
(vinblastine  sulfate,  Lilly),  which  is  useful 
in  the  treatment  of  generalized  Hodgkin’s 
disease  and  a rare  cancer  called  choriocar- 
cinoma. 

Oncovin  is  obtainable  only  in  minute 
amounts  from  the  periwinkle  plant.  For 
example,  depending  upon  the  yields  of  vari- 
ous shipments  from  India,  it  takes  10  to  15 
tons  of  plant  to  produce  an  ounce  of  the 
drug.  Extraction  and  purification  require 
four  months.  Consequently,  because  of  the 
unusually  high  processing  cocts,  Eli  Lilly 
and  Company  is  introducing  the  drug  at  a 
price  calculated  to  yield  no  profit  to  the 
company. 

Eaton  Laboratories  Donates  $3,000  to 
Veterans  Administration  Center — 

A donation  of  $3,000  to  the  General  Post 
Fund  of  the  Veterans  Administration  Center 
at  Los  Angeles  was  announced  recently  by 
Eaton  Laboratories  Division  of  The  Norwich 
Pharmacal  Company,  Norwich,  N.Y. 

The  contribution  was  made  in  recognition 
of  assistance  by  the  Center  in  carrying  on 
studies  of  mutual  interest  in  the  field  of  an- 
tibacterial compounds.  In  a message  to  Dr. 
Sydney  M.  Finegold,  Chief  of  Infectious  Dis- 
eases at  the  VA  Center,  Eaton  said  that 
the  funds  are  for  use  in  the  medical  and  sur- 
gical hospital,  at  the  discretion  of  the  medical 
staff. 

Eaton  Labs  Donates  $1,000  to  Medical 
Research  Fund — 

A contribution  of  $1,000  to  the  Research 
Fund  of  the  American  Urological  Associa- 
tion was  announced  recently  by  Eaton  Lab- 
oratories Division  of  The  Norwich  Pharma- 
cal Company,  Norwich,  N.Y. 

In  a message  to  Dr.  Charles  W.  Hoffman, 
Treasurer  of  the  Association,  Eaton  Labor- 
atories stated  that  this  was  a non-specific 
grant  to  be  used  in  any  type  of  medical 
research,  at  the  discretion  of  the  Association. 


Grants  by  Life  Insurance  Medical 
Research  Fund — 

The  Life  Insurance  Medical  Research 
Fund  will  give  more  than  a million  dollars 
during  the  coming  year  for  medical  research 
and  for  advanced  training  of  medical  re- 
searchers. Dr.  William  A.  Jeffers,  scien- 
tific director  of  the  fund,  recently  announced 
recipients  of  $978,120  in  research  grants  and 
$317,050  in  fellowships  to  further  the  search 
for  causes  of  heart  and  circulatory  diseases. 

Among  the  research  projects  the  fund  will 
support  this  year  are  study  of  a newly  iden- 
tified mechanism  causing  blood  clotting  in 
sickle  cell  disease,  investigation  of  blood  flow 
in  the  lungs  under  artificially  induced  low 
temperatures,  research  into  the  effects  of 
diverting  part  of  the  blood  supply  through 
such  equipment  as  heart  - lung  machines, 
study  of  the  synthesis  of  fats  within  the 
body,  and  work  on  the  ways  electrons  move 
within  the  muscle  of  the  heart. 

In  all,  the  fund  is  supporting  57  research 
projects  in  U.S.  and  Canadian  institutions. 
All  involve  basic  research  into  causes  of 
heart  and  circulatory  disease. 

In  addition,  the  fund  is  granting  fellow- 
ships for  18  especially  promising  medical 
students  who  plan  to  make  research  their 
career.  The  fellowships  will  provide  up  to 
six  years  of  study,  enabling  the  students 
to  earn  both  their  MD  and  PhD  degrees. 

The  fund  is  supported  by  133  life  insur- 
ance companies  in  the  U.S.  and  Canada. 
Since  its  organization  in  1945,  the  fund 
has  provided  $16,212,000  for  medical  re- 
search and  for  the  advanced  training  of  med- 
ical researchers. 

Blue  Shield  Forges  Ahead — 

More  than  52,100,000  persons  were  en- 
rolled in  the  78  Blue  Shield  Plans  located  in 
the  United  States,  Canada  and  Jamaica  as 
of  March  31,  1963,  the  National  Association 
of  Blue  Shield  Plans  reported  recently.  To- 
tal membership  in  these  medical-surgical 
Plans  reached  52,108,621  at  the  end  of 
March,  as  a result  of  a net  gain  of  1,203,907 
new  members  during  the  first  three  months 
of  1963. 
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Chiropractors  in  New  York — 

The  state  of  New  York  has  passed  a bill 
licensing  chiropractors.  An  editorial  in  the 
Wisconsin  Medical  Journal  speculates  as  to 
the  reasons  which  prompted  the  governor  of 
New  York  to  ask  for  and  to  support  in  a 
complaint  legislature,  the  passage  of  a bill 
licensing  chiropractors.  Pressure  and 
political  leverage  exercised  by  the  cultists, 
leaves  only  Massachusetts  and  Alabama  as 
states  in  the  union  without  chiropractic  li- 
censure. 

Perhaps  it  is  not  too  difficult  to  guess  the 
motives  of  Rockefeller  for  politics  in  New 
York,  or  anywhere  else,  are  such  that  well 
placed  campaign  contributions  can  generate 
considerable  steam  to  force  passage  of  legis- 
lation. 

Laws  which  can  be  passed  can  also  be  re- 
pealed. Licensure  laws  are  no  exception. 
Now  that  the  damage  is  done,  with  48  of  the 
50  states  having  given  legal  respectability 
to  chiropractic  cultists,  it  is  time  to  start 
the  pendulum  swinging  in  the  opposite  direc- 
tion. The  medical  profession  should  start 
action  now  to  reverse  these  licensure  laws. 
As  science,  including  the  science  of  medicine, 
becomes  more  sophisticated,  it  is  inconceiv- 
able that  the  pseudoscientific  characteristics 
of  chiropractic  should  not  be  impressed  up- 
on legislators.  When  the  philosophy  of  gov- 
ernment tries  desperately  to  protect  even 
the  fools  among  us  from  their  own  folly,  it 
is  ironic  that  a cult  should  be  legally  con- 
doned. The  experience  of  New  York  state 
would  indicate  that  facts  alone  will  not  con- 
vince legislators.  Facts  must  be  reinforced 
with  political  pressure. 


Deaths 

BARTELS  — Wilbur  W.  Bartels,  MD.  — 
Chief  of  the  Orthopedic  service  at  Lincoln 
^"eterans  Administration  Hospital,  Dr.  Bar- 
tels died  at  the  age  of  50,  July  23,  1963.  Pre- 
viously he  had  been  in  private  practice  in 
Lincoln  and  in  Grand  Island.  He  was  a 
graduate  of  Loyola  University  School  of 
Medicine. 

RICE  — Clarence  E.  Rice,  M.D.  — A 


practitioner  at  Odell,  Nebraska  since  1922, 
Dr.  Rice  died  July  11,  1963  at  the  age  of 
70.  He  graduated  from  the  University  of 
Nebraska  College  of  Medicine  in  1921. 

FITZSIMMONS  — Joseph  I.  Fitzsim- 
mons, MD  — Retired  after  more  than  30 
years  of  seiwice  with  the  Veterans  Admin- 
istration, Dr.  Fitzsimmons  died  in  Omaha 
July  10,  1963.  He  was  64  years  of  age. 


The  Woman's  Auxiliary 

Thirty-Eighth  Annual  Business  Meeting, 

Woman’s  Auxiliary — 

Sheraton-Fontenelle  Hotel 
Omaha,  Nebraska 
May  13,  1963 

The  meeting  was  called  to  order  by  our 
President,  Mrs.  J.  M.  Christlieb,  following 
a 12 :30  luncheon  at  the  Sheraton-Fontenelle 
Hotel,  Omaha,  Nebr.  Mrs.  George  Robert- 
son gave  the  invocation,  followed  by  group 
recitation  of  the  Auxiliary  Pledge. 

The  president  welcomed  all  members  and 
guests  present.  She  introduced  Mrs.  E.  R. 
W.  Fox  of  Coeur  d’Alene,  Idaho,  honored 
Guest  Speaker  for  Tuesday’s  luncheon.  Mrs. 
Fox  is  National  Chairman  of  the  Commit- 
tee on  Health  Careers,  Woman’s  Auxiliary  to 
the  American  Medical  Association. 

All  the  past  presidents,  district  councilors 
and  members-at-large  were  welcomed  and 
introduced. 

Mrs.  J.  Whitney  Kelley,  convention  chair- 
man, gave  a brief  resume  of  planned  activ- 
ities through  the  duration  of  the  Convention. 

The  minutes  of  the  37th  annual  business 
meeting  were  printed  in  the  August  issue 
of  the  Nebraska  State  Medical  Journal, 
therefore  the  reading  of  same  was  dispensed 
with.  There  being  no  corrections,  they  were 
approved  as  printed. 

Mrs.  Frank  Tanner  took  the  chair  at  this 
time  for  Mrs.  Christlieb’s  message.  Mrs. 
Christlieb  stated  that,  as  an  Auxiliary,  we 
are  a vital  group  that  assists  the  medical 
society.  This  can  be  done  by  giving  of  our 
time,  effort,  enthusiasm  and  hard  work. 
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Evidence  of  this  was  the  sponsorship  of  the 
following  activities  through  the  year  ending 
May  13th,  1963: 

1.  The  well  received  and  highly  success- 
ful dinner  and  program  for  the  wives  of  the 
graduating  doctors  of  both  Creighton  and 
Nebraska  Universities,  with  Mrs.  J.  Whitney 
Kelley  and  Mrs.  Fay  Smith  as  Chairmen  of 
the  affair. 

2.  The  meeting  on  March  20th  of  Aux- 
iliary members  with  Dr.  0.  A.  Kostal,  state 
president,  and  a group  of  doctors  especially 
interested  in  legislation.  Mr.  Frank  Woolley 
of  Chicago,  with  the  AMA  Field  Service 
was  guest  speaker. 

3.  The  appointment  and  attendance  of 
Mrs.  Warren  Bosley  and  Mrs.  Sam  Perry 
as  Delegates,  with  Mrs.  Paul  Olsson  as 
traveling  companion,  to  the  Legislative 
Conference  held  in  Chicago  on  April  20-21. 

Mrs.  Christlieb  expressed  her  enthusiasm 
over  the  interesting  year  she  had  as  presi- 
dent of  our  state  medical  auxiliary,  report- 
ing briefly  on  the  two  meetings  she  attended 
in  Chicago  in  addition  to  the  3110  miles  she 
and  Mrs.  Rundquist  drove  visiting  state  aux- 
iliaries. 

President-Elect,  Mrs.  R.  B.  Rundquist,  re- 
poi’ted  briefly  on  her  activities  as  president- 
elect. 

Mrs.  John  Brown  III  addressed  the  group 
briefly  as  our  first  vice  president,  filling 
the  vacancy  created  by  the  resignation  of 
Mrs.  J.  T.  McGreer,  Jr.  Mrs.  J.  Whitney 
Kelley,  2nd  vice  president,  reported  that 
there  are  69  members-at-large. 

Mrs.  Clinton  Millett  gave  the  treasurer’s 
report.  The  report  was  placed  on  file.  The 
balance  on  hand  as  of  May  13,  1963  was 
$2118.66. 

Mrs.  Arthur  Offerman  as  chainnan  of  the 
auditing  committee  reported  the  treasurer’s 
books  in  good  order.  It  was  moved,  sec- 
onded and  voted  on  that  the  report  be  ac- 
cepted. Motion  carried. 

It  was  recommended  by  Mrs.  Offerman 
that  the  financial  report  be  accepted  and 
approved.  It  was  seconded,  voted  on  and 
carried. 


Mrs.  H.  A.  Jakeman  recommended  that 
$300.00  be  given  to  AMA-ERF.  Motion  sec- 
onded, voted  on  and  carried. 

Mrs.  Bruce  Clausen  recommended  that 
the  balance  of  $82.40  be  given  to  the  Ne- 
braska Medical  Foundation.  It  was  sec- 
onded, voted  on  and  carried. 

Mrs.  Arthur  Offerman  presented  the  pro- 
posed budget  for  1963-64.  It  was  moved, 
seconded  and  carried  that  the  budget  be  ac- 
cepted as  presented. 

A motion  was  made  to  dispense  with  the 
reading  of  the  reports  of  the  standing  com- 
mittees, due  to  repitition.  It  was  seconded, 
voted  on  and  carried. 

The  reports  of  the  county  auxiliary  presi- 
dents were  given  in  the  following  order : 

Adams  County — Mrs.  Gerald  Holcomb 

Buffalo  County  — Mrs.  J.  M.  Christlieb  for 
Mrs.  R.  C.  Rosenlof 

Dawson  County  — Mrs.  R.  S.  Wycoff  for  Mrs. 
Dean  McGee 

Douglas  County  — Mrs.  J.  Whitney  Kelley 

Four  County  — Mrs.  Paul  Matthews  for, Mrs. 
Wayne  Zlomke 

Gage  County  ■ — Mrs.  R.  W.  Taylor 

Lancaster  County  — Mrs.  John  Brown,  III 

Lincoln  County  — Mrs.  Bruce  Clausen  for  Mrs. 
Jack  Wisman 

Madison  County  — Mrs.  J.  Neal  for  Mrs.  Ing- 
ham 

Northwest  County  — Mrs.  R.  B.  Rundquist  for 
Mrs.  E.  G.  DeFlon 

Otoe  County  — Mrs.  R.  B.  Rundquist  for  Mrs. 

G.  Burbridge 

Platte  County  — Mrs.  R.  B.  Rundquist 

Scottsbluff  County  — Mrs.  W.  Harvey,  Sr.,  for 
Mrs.  W.  Harvey,  Jr. 

Sixth  Councilor  District  — Mrs.  H.  G.  Steen- 
burg 

Tri  County  II  — Mrs.  D.  B.  Wengei-t 

A motion  was  made  that  all  the  reports 
given  be  accepted  as  read.  It  was  second- 
ed, voted  on  and  carried. 

Mrs.  George  Robertson  conducted  Me- 
morial Services  for  four  deceased  members 
of  the  Auxiliary.  Those  remembered  were: 

Mrs.  Henry  Lehnhoff,  Lincoln 
Mrs.  Robert  H.  Rasgorshek,  Omaha 
Mrs.  E.  V.  Brooks,  Lincoln 
Mrs.  Floyd  Rogers,  Lincoln 
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]\Irs.  H.  A.  Jakeman  announced  the  State 
AIMA-ERF  awards  as  follows: 

1.  Tri  County 

2.  Adams  County 

3.  Gage  County 

This  is  based  on  county  auxiliaries  whose 
gifts  show  the  highest  per  capita  giving. 

Mrs.  Christlieb  announced  the  AMA 
Convention  in  Atlantic  City,  New  Jersey, 
from  June  16th-20th  and  requested  that  any- 
one anticipating  attendance  at  the  meeting, 
either  as  a delegate  or  alternate,  please  con- 
tact her  as  soon  as  possible  for  proper  cre- 
dentials. 

Mrs.  Arthur  L.  Smith,  Sr.,  as  chairman 
of  the  Resolutions  and  Revisions  Commit- 
tee read  the  following  courtesy  resolutions: 

An  expression  of  thanks  to  . . . 

1.  The  Officers  and  Executive  Board  of 
their  accomplishments  of  the  past 
year’s  work; 

2.  Douglas  County  Auxiliary  and  Mrs. 
J.  Whitney  Kelley  for  the  convention; 

3.  The  Nebraska  State  Medical  Associa- 
tion for  their  leadership  and  assist- 
ance; 

4.  Dr.  George  Covey  for  the  Women’s 
Page  in  the  Nebraska  State  Medical 
Journal  and  the  Staff  of  the  Auxiliary 
News  for  their  assistance; 

5.  The  Blue  Cross-Blue  Shield  organiza- 
tion for  their  generous  provision  of 
materials ; 

6.  Hass-Aquilla  for  the  style  show; 

7.  The  Omaha  World-Herald,  the  Lin- 
coln Star  and  Journal  and  the  Fon- 
tenelle  Hotel  for  their  contribution. 

It  was  moved  the  resolution  be  accepted. 
Motion  seconded,  voted  on  and  carried. 

Mrs.  Frank  Tanner,  Chairman  of  the 
Nominating  Committee  submitted  the  fol- 
lowing slate  of  officers  for  the  1963-64  year: 

President  — Mrs.  R.  B.  Rundquist 
President-elect  — Mrs.  John  A.  Brown  III 
1st  Vice  President  — Mrs.  J.  Whitney  Kelley 
2nd  Vice  President  — Mrs.  Fay  Smith 


Treasurer  — Mrs.  C.  C.  Millett 
Directors  (2  years)  — Mrs.  Richard  Eagan  and 
Mrs.  Walter  Harvey,  Jr. 

With  no  further  nominations  from  the 
floor,  Mrs.  Tanner  moved  that  nominations 
be  closed  and  the  secretary  be  instructed  to 
cast  a unanimous  ballot  for  the  slate  as  pre- 
sented. It  was  seconded,  voted  on  and  car- 
ried. 

Mrs.  Rundquist  announced  the  following 
appointments : 

Recording  Secretary  — Mrs.  Julian  E.  Meyer 
Corresponding  Secretary  — Mrs.  Howard  Pencil 

Mrs.  George  Robertson  conducted  installa- 
tion services  for  the  newly  elected  and  ap- 
pointed officers. 

Mrs.  Christlieb  presented  the  President’s 
pin  and  gavel  to  Mrs.  R.  B.  Rundquist,  who 
expressed  her  anticipation  of  an  interest- 
ing year  as  our  President. 

With  no  further  business  at  hand,  Mrs. 
Rundquist  adjourned  the  meeting. 

Mrs.  Julian  E.  Meyer, 
Recording  Secretary. 

Special  Article  in  This  Issue  of 
Interest  to  Auxiliary — 

An  article  which  is  an  abridgement  of  a 
speech  by  Mrs.  Haven  Smith  of  Nebraska  to 
the  Woman’s  Auxiliary  to  the  AMA  was 
sent  me  by  your  president.  It  is  reprinted 
by  permission  of  the  W orld-Herald  in  this 
issue  of  the  Journal  under  the  heading  of 
“Special  Article.’’  I respectfully  call  atten- 
tion of  auxiliary  members  to  this  reprint, 
because  I am  sure  it  will  make  you  proud 
of  your  sex  and  your  state. 

Notes  From  the  National  Convention — 

Your  president  has  informed  us  that  all 
three  delegates  were  present  at  all  meetings 
in  Atlantic  City,  and  that  Mrs.  George  Rob- 
ertson was  chairman  of  delegates.  Also,  at 
the  post-convention  board  meeting,  it  was 
announced  that  Mrs.  John  Christlieb  will  be 
the  national  regional  chairman  for  Mental 
Health  and  Mrs.  W.  W.  Waddell  will  be  na- 
tional regional  chairman  for  Community 
Service. 
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fKnow  Your 

Blue  Shield  Plan 

Blue  Cross  - Blue  Shield  Is  Not  Magic — 

There  is  no  magic  in  the  financing  of 
Blue  Cross-Blue  Shield  anymore  than  there 
is  in  any  other  form  of  prepayment  for  hos- 
pital-medical-surgical care. 

Blue  Cross-Blue  Shield  financing  is  a 
simple  process  of  members  prepaying  their 
dollars  on  a voluntary  budget  basis  for  neces- 
sary benefits  to  be  furnished  by  hospitals 
and  physicians  when  needed. 

True,  Blue  Cross  with  Contracting  Hos- 
pitals, Blue  Shield  with  Participating  Physi- 
cians, and  the  extremely  low  overhead  of 
both  plans,  can  normally  make  the  members’ 
dollar  stretch  further  in  prepaying  f o r 
health  care  coverages. 

Nevertheless,  Blue  Cross  - Blue  Shield  is 
not  a magic  panacea  for  prepaying  these 
health  care  costs.  Good,  sound,  proven  ac- 
tuarial principles  still  have  to  be  used. 

Even  though  the  inherent  desire  of  all 
those  associated  with  Blue  Cross-Blue  Shield 
is  to  provide  all  Americans  with  a means  of 
prepaying  for  adequate,  good  health  care  on 
a voluntary,  budget  basis  regardless  of  age, 
occupation,  physical  condition  or  insurabil- 
ity, it  still  remains  a fact  that  you  have  to 
take  in  as  any  dollars  as  you  pay  out  or 
you  are  out  of  business. 

One  sure  way  of  getting  into  financial 
difficulties  when  insurance  principles  are  in- 
volved — is  poor  underwriting. 

Insurance  underwriting  — although 
sounding  quite  mysterious  — is  really  rather 
simple.  It  merely  means  getting  enough 
information  about  the  risk  to  be  insured  so 
that  you  can  charge  a rate  adequate  to  pay 
for  any  losses  incurred  by  the  insured,  plus 
overhead  and  reserve  for  future  losses  and 
development. 

Blue  Cross-Blue  Shield  — with  its  policy 
of  never  canceling  a member  because  of 
usage  — has  found  it  increasingly  important 


to  properly  underwrite  its  prospective  mem- 
bers — especially  Non-Group  Members. 

You  don’t  have  to  seek  a man  out  to 
sell  him  fire  insurance  when  he  knows  he 
is  going  to  have  a fire  — he’ll  find  you. 
The  same  applies  to  health  coverage. 

It  is  Blue  Cross-Blue  Shield’s  responsibil- 
ity in  fairness  to  its  Participating  Physi- 
cians, Contracting  Hospitals  and  Members 
that  they  don’t  go  out  and  enroll  only  sick 
people  in  the  community.  Otherwise  the 
rates  would  soon  become  so  high  that  no  one 
could  afford  the  coverage  no  matter  how  ex- 
cellent they  were. 

So,  if  your  office  is  asked  to  supply  in- 
formation to  Blue  Cross-Blue  Shield  on  the 
physical  condition  of  a member  or  prospec- 
tive member  — please  bear  with  them  — 
they  are  only  trying  to  protect  the  interests 
of  the  great  majority  against  the  selfish 
interess  of  a very  few. 

An  inquiry  does  not  necessarily  mean  no 
coverage.  An  inquiry  just  means  that  Blue 
Cross  - Blue  Shield  is  trying  to  justify  cov- 
erage. 


St.  Louis  Virus  Encephalomyelitis  — J.  J. 

Shinner,  Arch  Path  75:309  (March)  1963. 

The  first  two  outbreaks  of  St.  Louis  en- 
cephalitis in  Florida  are  reported.  Nine  of  76 
patients  died.  Thirty-eight  paired  serums 
were  examined  at  the  State  Board  of  Health 
and  79%  showed  a significant  titer  eleva- 
tion. The  history  of  mosquito-borne  enceph- 
alitis in  the  U.S.A.  is  reviewed,  and  the  diffi- 
culties in  finding  a vector  in  the  local  out- 
breaks is  noted.  Four  autopsied  cases  are 
described  in  detail.  Clinical  findings  includ- 
ed fever,  headache,  coma,  nuchal  rigidity, 
tremors,  and  elevated  spinal  fluid  protein 
with  lymphocytosis.  The  major  morpho- 
logical changes  at  necropsy  were  broncho- 
pneumonia, perivascular  cuffing  by  lympho- 
cytes of  the  central  nervous  system  vessels, 
and  scattered  small  foci  of  nerve  cell  necrosis 
associated  with  local  aggregations  of  round 
cells  and  microglia.  These  findings  are  in 
accord  with  those  of  other  investigators. 
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Books 


“Handbook  of  the  Practice  of  Anesthesia”  by  John 
R.  S.  Shields,  F.F.A.R.C.S.,  Associate  Profes- 
sor of  Anesthesiology,  Washington  University, 
School  of  Medicine,  St.  Louis,  Missouri.  Pub- 
lished in  July,  1963  by  The  C.  V.  Mosby  Company 
of  St.  Louis.  203  pages  with  illustrations. 
$6.85. 

This  is  essentially  a practical  book,  in  which  an 
attempt  has  been  made  to  analyze  the  more  im- 
portant principles  — the  “do’s”  and  the  “don’ts” 
— of  anesthesia  which  have  been  established  in  the 
last  two  decades.  Chapter  headings  and  contents 
include  the  following: 

1.  Preoperative  evaluation  and  medication 

2.  Administration  of  the  anesthetic 
(Intravenous  anesthesia,  inhalation  anesthesia, 
methods  of  endotracheal  intubation,  assisted 
respiration,  controlled  respiration,  use  of  me- 
chanical respirators) 

3.  Muscle  relaxant  drugs 

4.  Problems  arising  during  anesthesia 
(Hiccups,  bronchospasm,  arterial  hypertension, 
arterial  hypotension) 

5.  Mechanical  devices  for  monitoring  during 
anesthesia 

6.  Conduction  anesthesia 

(Spinal,  epidural,  caudal,  field  blocks,  and 
peripheral  nerve  blocks) 

7.  Pediatric  anesthesia 

(Special  considerations  used  in  tonsillectomy, 
cardiac  catheterization,  etc.) 

8.  Induced  hypotension  and  hypothermia 

9.  Anesthetic  techniques  for  special  types  of 
surgery 

(Thoracic  surgery,  bronchoscopy,  esophago- 
scopy,  abdominal  surgery,  craniotomy,  ob- 
stetrics) 

10.  Conditions  that  present  special  problems  in 
anesthesia 

(Pulmonary  disease,  diseases  of  the  adrenal 
glands,  cardiac  disease,  liver  disease,  myas- 
thenia gravis,  con\Tilsions) 

11.  Resuscitation  following  respiratory  or  cardio- 
vascular failure 

12.  Postoperative  considerations 

13.  Body  water  and  solute  equilibrium 
(Abnormalities  of,  and  principles  of  treat- 
ment) 

“Synopsis  of  Ear,  Nose,  and  Throat  Diseases”  by 
Robert  E.  Ryan,  M.D.;  William  C.  Thornell, 
•M.D.,  and  Hans  von  Leden,  M.D.  Published  in 
July,  1963  by  The  C.  V.  Mosby  Company  of  St. 
Louis.  425  pages  with  illustrations.  $7.50. 

This  synopsis  represents  a digest  of  the  common 
ailments  within  this  specialty,  which  form  such  a 
large  percentage  of  the  daily  practice  of  medicine. 
This  book  was  wi'itten  to  serve  as  a handy  guide  for 
the  busy  family  physician,  the  intern,  the  medical 


student,  and  to  serve  as  a ready  reference  for  the 
nurses  and  the  speech  and  voice  therapists.  To  fa- 
cilitate the  practical  use  of  this  volume,  the  ma- 
terial has  been  divided  into  four  parts,  dealing  with 
the  ears,  the  nose  and  paranasal  sinuses,  the  phar- 
ynx, and  the  larynx.  Each  part  begins  with  a brief 
but  concise  review  of  the  clinical  anatomy  and 
physiology.  The  simple  techniques  and  tests  re- 
quired for  routine  examination  of  these  parts  are 
presented. 

The  common  diseases  affecting  the  ears,  nose, 
and  throat  are  discussed  in  relation  to  their  etiology, 
pathology,  symptomatology,  prognosis,  and  ther- 
apy. In  addition,  the  symptoms  and  treatment  of 
the  more  common  conditions  are  repeated  in  out- 
line form  at  the  end  of  each  chapter.  Surgical  pro- 
cedures are  described  only  in  so  far  as  they  are 
of  interest  to  the  family  physician,  intern,  or  medical 
student. 

This  book,  now  in  its  second  edition,  includes  re- 
cent advances  in  methods  of  diagnosis  and  treat- 
ment. The  authors  are  w'ell-qualified.  Dr.  Ryan  is 
an  Assistant  Professor  in  the  Department  of 
Otolaryngology  at  St.  Louis  University  School  of 
Medicine.  Dr.  Thornell  holds  a similar  appoint- 
ment with  the  Cincinnati  College  of  Medicine.  Dr. 
von  Leden  is  an  Associate  Professor  of  Surgery  — 
Head  and  Neck  at  the  University  of  California 
School  of  Medicine  in  Los  Angeles. 

“Organization  and  Administration  in  World  War  2 — 
Medical  Department,  L^nited  States  Army,”  pre- 
pared and  published  under  the  direction  of  Lt. 
General  L.  D.  Heaton,  The  Surgeon  General; 
John  Boyd  Coates,  Jr.,  Colonel,  M.C.,  Editor-in- 
Chief;  and  Charles  M.  Wiltse,  Editor  for  Organ- 
ization and  Administration.  For  sale  by  the  Su- 
perintendent of  Documents,  Lh  S.  Government 
Printing  Office,  Washington  25,  D.C.  613  pages 
with  123  illustrations,  19  charts,  14  maps,  and 
2 tables.  $6.25. 

This  volume,  published  in  August  1963,  is  the 
latest  in  the  series  of  books  covering  the  history 
of  the  medical  department  of  the  U.  S.  Army  in 
World  War  2.  Covering  the  prewar  emergency 
period,  as  well  as  World  War  2,  this  book  relates 
in  detail  the  tremendous  expansion  that  occuried 
in  the  Army  Medical  Service  in  a relatively  short 
period  of  time;  the  personnel  and  supply  problems 
that  resulted;  and  the  myriad  of  organizational 
problems  that  materialized. 

The  significant  role  of  the  medical  officer  as  an 
active  and  distinct  member  of  the  commander’s 
staff,  irrespective  of  the  level  of  command,  is 
pointed  out.  The  major  lesson  learned,  as  discussed 
in  this  volume,  of  not  subordinating  or  including  the 
Surgeon  within  any  other  staff  member’s  office, 
makes  this  book  “must”  reading  for  all  physicians 
and  surgeons  who  may  some  day  find  themselves  as 
a member  of  a military  organization. 

Chapter  headings  include  the  following: 


534 


Nebraska  S.  M.  J. 


a.  The  Medical  Department  in  1939 

b.  The  Mergency  Period:  1940-41 

c.  The  Medical  Department  Under  the  Services 
of  Supply,  March  - September,  1942 

d.  Troop  Medical  Care  Under  Other  Commands 

e.  The  Wadhams  Committee  Investigation 

f.  The  Surgeon  General’s  Office,  1942-45 

g.  The  Mediterranean  Theater  of  Operations 

h.  The  European  Theater  of  Opei’ations 

i.  The  Pacific  Ocean  Areas 

j.  The  Southwest  Pacific  Area 

k.  The  Pacific,  August  of  1944  through  1946 

l.  The  Medical  Department  in  China,  Burma,  and 
India 

“Orthopedic  Appliances  — The  Principles  and  Prac- 
tice of  Brace  Construction”  by  Henry  H.  Jordan, 
M.D.,  Orthopedic  Surgeon,  Lenox  Hill  Hospital, 
New  York  City.  Published  in  August  1963  by 
Charles  C.  Thomas,  Publisher,  Springfield,  Illi- 
nois. 201  pages  with  154  illustrations.  $16.50. 

In  recent  years  Dr.  Jordan  and  his  co-workers 
have  developed  many  special  appliances  demanding 
a high  degree  of  skill  in  manufacturing  and  fitting, 
since  many  of  these  appliances  have  been  designed 
for  treatment  of  the  patients  with  hemophilic  ar- 
thropathies. In  this  completely  revised  Second  Edi- 
tion the  author  shows  how  orthopedic  surgeons  and 
bracemakers  may  best  work  together  to  offer  an 
increasingly  high  level  of  service  to  their  ortho- 
pedic patients.  The  highly  selective  text  and  top 
quality  illustrations  demonstrate  in  full  detail  the 
following; 

a.  Plaster  of  Paris  Technique  — with  detailed 
specifications  for  making  plaster  of  Paris 


models  for  foot  braces,  spinal  braces,  plastic 
appliances  for  the  back,  and  for  the  Quengel 
cast,  the  most  effective  method  for  correcting 
marked  flexion  contractures  in  hemophilia. 

b.  Spinal  Braces  — with  descriptions  of  a wide 
variety  of  constructions,  particularly  the  pas- 
sive supporting  and  the  active  correcting 
spinal  braces,  the  fiberglass  shell,  the  celluloid 
corset,  the  leather-cork  corset,  the  Jewett 
hyperextension  back  brace,  the  anti-gravity 
spinal  brace,  the  American  Milwaukie  brace, 
and  special  supports  for  the  cervical  spine. 

c.  Lower  Back  Braces  and  Supports  — including 
descriptions  of  the  Polo  belt,  the  hinged  lower 
back  brace,  the  Williams  lumbosacral  flexion 
back  brace,  and  elastic  abdominal  supports. 

d.  Appliances  for  the  Lower  Extremities  — in- 
cluding the  double-bar  leg  brace,  the  Hessing- 
type  leg  brace,  the  ischial  seat,  the  “Sitz- 
stock”  crutch,  the  spiral-bar  leg  brace,  drop 

foot  braces,  club  foot  night  bi’aces,  splints 
and  braces  for  the  knee  and  for  the  congen- 
itally dislocated  hip. 

e.  Foot  Braces  — including  metal  plate  braces, 
celluloid  and  fiberglass  foot  plates,  and  lam- 
inae foot  plates. 

f.  Appliances  for  the  Upper  Extremities  — in- 
cluding the  abduction  splint,  the  strapless  ab- 
duction splint,  braces  for  recurrent  disloca- 
tion of  the  shoulder  joint,  the  Hessing-type 
arm  brace,  the  cock-up  splint,  the  Hohmann 
brace  for  distal  radio-ulnar  articulation,  and 
plastic  forearm  braces. 

The  author  concludes  with  a chapter  on  the  use 
of  X I'ays  in  the  fitting  of  orthopedic  appliances. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Mai-vin  Traeger,  President 
Fairbmy,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Ai-ts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Belle\me,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Herv’ert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Diabetic  Association 
Maxine  Bohaboy,  President 
Lincoln  General  Hospital,  Lincoln,  Nebraska 
Nebraska  Division 
.American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Heart  Association 

Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 

Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
Univei’sity  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 

Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director- 
State  Capitol  Building,  Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 

Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Har-ney,  Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 

Omaha  Mid- West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

L’niversity  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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To  control  diarrhea... promptly 


..  ..  LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains:  2.5  mg. 
of  diphenoxylate  hydrochloride  (Warning:  may  be 
habit  forming)  and  0.025  mg.  of  atropine  sulfate 


promptly 


ihe  direct,  well-localized  activity  of  Lomotil 
relieves  spasm  and  cramping  and  provides 
prompt  symptomatic  control  of  virtually  all 
diarrheas. 

Numerous  investigators  have  remarked  on 
the  effectiveness  of  Lomotil  in  patients  with 
diarrhea  uncontrolled  by  other  agents. 

Weingarten  and  his  associates^  found  it  “an 
excellent  drug  . . . efficacious  where  other 
drugs  have  failed. . . .” 

Hock-  obtained  “results  superior  to  prior 
medications  in  68.3  per  cent  of  41  patients.” 
Since  Lomotil  controls  diarrhea  so  consist- 
ently, it  is  only  rational  to  prescribe  Lomotil 
before  other  agents  have  a chance  to  prove  in- 
adequate. To  control  diarrhea  promptly,  pre- 
scribe Lomotil  promptly. 

Lomotil  is  an  exempt  narcotic,  its  abuse 


habihty  being  comparable  to  that  of  codeine. 
Recommended  dosages  should  not  be  ex- 
ceeded. Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal 
irritation,  sedation,  dizziness,  cutaneous  man- 
ifestations, resdessness  and  insomnia.  Lomotil 
should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is 
brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate;  the  subtherapeutic  amount 
of  the  latter  is  added  to  discourage  dehberate 
overdosage. 

1.  Weingarten,  B.;  Weiss,  J.,  ond  Simon,  M.:  A Clinical  Evaluation 
of  a New  Antidiorrheal  Agent,  Amer.  J.  Gostroent,  35;628-633  (June) 
1961.  2.  Hock,  C.  W,:  Relief  of  Diarrhea  with  Diphenoxylate  Hydro- 
chloride (Lomotil),  J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961. 

e.  D.  S EARLE  & CO. 

Research  in  the  Service  of  Medicine 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


35A 


WAUWATOSA  13,  WISCONSIN 


/ A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
i TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
\ Tei,  No.:  Biuemound  8-2600  j 


ESTABLISHED  1884  . . . BOOKLET  ON  REQUEST 
& Fu//y  Accredited 


Medicare  in  Colorado — 

(Continued  from  page  32-A) 

ing,  the  problems  of  cost  and  of  administra- 
tion have  been  more  troublesome.  As  the 
number  of  qualified  needy  people  decreases, 
the  problems  and  costs  of  the  program  mul- 
tiply. Last  year  72  per  cent  of  the  eligible 
pensioners  received  free  medical,  hospital 
and  nursing  home  care  and  free  drugs. 

Pensioners  can  go  to  the  physician  and 
hospital  of  their  choice.  For  the  fiscal  year 
ending  June  30,  the  program  was  expected 
to  cost  over  two  million  dollars  more  than 
the  ceiling  fixed  by  the  constitutional 
amendment  that  included  the  medicare  plan 
in  1957.  Emergency  appropriations  have 
made  up  the  difference  between  the  ten  mil- 
lion dollar  estimate  and  the  actual  cost. 
Every  year  costs  have  risen  ten  per  cent. 

Various  remedies  have  been  suggested  to 
deal  with  the  increasing  costs.  The  State 
Welfare  Department  is  said  to  have  recom- 
mended that  it  be  impowered  to  arbitrarily 
reduce  by  25  per  cent  the  bills  submitted  by 
(Continued  on  page  38-A) 


“Just  wheeze  normally.” 
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Fairmont  2%  Fortified  Skim  Milk 

REMARKABLE  FRESH  MILK  PRODUCT  FOR  YOUR  PATIENTS 

When  you  recommend  a substitute  for  whole  milk  in  patients’  diets  — in  order  to  minimize 
fat  intake  — think  of  Fairmont  2%  Fortified  Skim  Milk.  The  dairy  industry  has  met  the  demand  for 
skim  milk  for  years,  but  we  believe  that  many  people,  who  had  been  accustomed  to  the  richer  flavor 
of  regular  homogenized  milk,  were  not  satisfied.  To  fill  this  gap,  we  have  replaced  almost  one-half 
of  the  butterfat  with  additional  non-fat  milk  solids  to  make  one  great  milk  for  the  whole  family  that 
tastes  rich  but  saves  on  fat  intake.  Perhaps  of  most  interest  to  the  medical  profession  is  the  fact  that 
the  milk  solids  we've  added  serve  to  boost  the  intake  of  milk  protein  and  natural  minerals. 

The  result  is  a milk  which  we  believe  you  will  find  remarkable.  This  chart  tells  the  story : 


COMPARISON  OF  NUTRIENTS  IN  REGULAR  VITAMIN  D MILK,  FORTIFIED 
SKIM  MILK,  AND  2%  FORTIFIED  SKIM  MILK 


Regular 
Vitamin  D 
Milk 

Fortified 
Skim  Milk 

Fairmont  2% 
Fortified  Skim  Milk* 

Range  Average 

Calories 

156-160 

80-84 

145-150 

148 

Fat(%) 

3.3-3. 5 

0.1 

2.0 

2.0 

Protein  (%) 

3. 1-3.3 

3.2-3.4 

3.9-4.2 

4.0 

Carbohydrate  (%) 
Milk  Solids 

4.3-4.6 

4.6-4.8 

5.6-6.0 

5.8 

Not  Fat  (%) 

8.3-8.7 

8.6-8.9 

10.6-10.9 

10.7 

Total  Solids  (%) 

11.6-11.9 

8.7-9.0 

12.6-12.9 

12.7 

Calcium**  (mg) 

286-290 

296-300 

350-355 

352 

Phosphorus**  (mg) 

212-216 

220-224 

264-265 

266 

Vitamin  A.  (I.U.)*** 

142-148 

2000 

2000 

2000 

Vitamin  D.  (I.U.)*** 

400 

400 

400 

400 

Thiamine**  (mg) 

.10 

.10 

.13 

.13 

Riboflavin**  (mg) 

.41 

.41 

.53 

.53 

Niacin**  (mg) 

.20 

.22 

.25 

.25 

*Basis  2%  B.F.  — 2%  SNF  added  to  Skim  with  range  in  solids  of  8.6  — 8.9%  Nutrient  Materials  per 

Average  Serving  (8  Fluid  oz.  or  % Pt  ) 

**Per  average  serving  (8  Fluid  Ounces) 

***I.U.  — International  Units  per  Qt. 

— Source:  Milk  Industry  Foundation  Handbook 

You'll  notice  that  the  only  vitamins  added  are: 

1.  'Vitamin  D in  the  usual  amount  added  in  Vitamin  D milk. 

2.  Vitamin  A in  amounts  adequate  for  children. 

The  rest  of  the  added  vitamins  and  minerals  come  entirely  from  the  additional  skim  milk 
solids,  not  fat. 

If  you  are  not  already  familiar  with  Fairmont  2%,  we  would  be  pleased  to  have  you  try  it  — 
notice  its  consistency,  its  palatability.  If  you  would  like  additional  information,  we  will  gladly  supply 
it.  Just  call  your  local  Fairmont  branch  office,  or  write  Fairmont  Foods  Company,  3201  Farnam 
Street,  Omaha,  Nebraska. 


FAIRMONT 

is  finer  . . . naturally 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


37-A 


Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfabllsbed  1927 


Medicare  in  Colarado — 

(Continued  from  page  36- A) 

hospitals  and  doctors  caring  for  participants 
in  the  plan.  The  Hospital  Association  has 
proposed  the  use  of  private  health  insurance 
as  a means  of  funding  the  program.  An- 
other possibility  is  to  leave  the  plan  without 
change,  permitting  the  politician  to  cham- 
pion the  cause  of  the  senior  citizen  in  vot- 
ing for  an  emergency  appropriation. 

In  spite  of  the  difficulties  described  by 
this  paper,  the  Colorado  Medicare  Program 
is  said  to  have  the  strong  support  of  the 
IMedical  Society  and  Hospital  Association, 
both  political  parties  and  the  general  public. 
The  approval  of  the  Medical  Society  is  said 
to  be  related  to  a preference  for  a state  plan 
rather  than  a national  plan.  The  state  plan 
can  be  managed  by  local  citizens. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


“He  was  just  a traveling  salesman,  but  mar- 
riage encouraged  him  to  expand  his  territory.” 
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throughout  the  wide 
! middle  range  of  pain 
j control  with  one 
I analgesic  formula 


PERCODAN 


I Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  HCI 
(Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone 
terephthalate  (Warning:  May  be 
habit- forming).  0.38  mg. 
homatropine  terephthalate,  224 
mg.  aspirin.  160  mg.  phenacetin. 
and  32  mg.  caffeine. 


in  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
orai  route . . . acts  within  5 to  15 
minutes . . . usuaiiy  provides 
uninterrupted  reiief  for  6 hours 
or  ionger  with  Just  I tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 
idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available:  PERCODAN®-DEMI, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxy- 
codeinone and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order 
required.  Literature  on  request.  endo  laboratories  Richmond  Hill  1 8,  New  York 

•u.  S.  Pats.  2,628,185  and  2,907,768 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

IPcixten 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  woid  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  b}'  the  fifth  of  the  month  preccdinsr  date 
of  publication  and  should  not  exceed  40  words.  Advertise* 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  chargre  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ingr.  Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

WANTED  — Certified  or  Board  eligible  internist 
to  join  four  certified  internists  in  well-rounded 
clinic  group.  Kansas.  Write  Box  30,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 

GENERAL  PRACTITIONER  — Office,  equip- 
ment and  new  home  for  sale;  Western  Nebraska 
town;  active  practice;  new  fully  equipped  hospital 
in  town;  another  M.D.  in  town.  For  details  write 
Box  29,  Nebraska  State  Medical  Journal,  1315  Shai-p 
Building,  Lincoln,  Nebraska. 


WANTED  - — Orthopod,  internist  and  GP  for 
medical  group  that  has  four  graduates  of  Nebraska 
and  one  Creighton.  Write  for  details.  Temple  City 
Medical  Group,  Temple  City,  California. 

ATTENTION  LINCOLN  DOCTORS  — Ideal  lo- 
cation for  small  clinic  — East  “O”  Street.  Will 
build  to  suit.  Contact,  Art  Johnson  Realty,  120 
South  42nd,  Lincoln,  Nebraska.  Phone  488-3000. 

WELL  ESTABLISED  6 man  group  in  Iowa  town 
of  6,300  needs  board  eligible  or  certified  internist 
immediately.  Community  building  a new  hospital. 
Salarj'  first  year,  then  percentage  of  net.  Salarj' 
open.  Write  Box  31,  Nebraska  State  Medical 
Journal,  1315  Shai-p  Building,  Lincoln,  Nebraska. 
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in  ^cohoiism:  vitamins  at0  therapy 

A full  “comeback”  for  the  alcoholic  is  partly  dependent  on  nutritional  balance... 
aided  by  therapeutic  allowances  of  B and  C vitamins.  Typically,  the  alcoholic  patient 
is  seriously  undernourished ..  .from  long-standing  dietary  inadequacy,  from  deple- 
tion of  basic  reserves  of  water-soluble  vitamins. 

Each  opsule  contains:  Vitamin  Bt  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  Bj  (Riboflavin) ...  10  mg.  / Niacinamide... 

100  mg.  / Vitamin  C (Ascorbic  Acid) ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  B i j Crystalline  .. . 

4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  tor  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


REPRINTS 


OF  YOUR 


Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 
letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Oiiice 
and  Parking  Buildings 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
ior  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 
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urine 

tests 


your 

stethoscope 


oacetest* 

urine  ketones 

O clinitest 

urine  sugar 

O ictotest 


urine  bilirubin 


albustix 

urine  f>rotein 

clinistix" 

urine  glucose 

hemastix' 

hematuria  j hemoglobinuria 


ketostix 


Ames  products  are  available 
through  your  regular  supplier. 
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specific 

for 

anxiety 

and 

tension 


IBIDM 

(chtoro^^poxide  HGI) 

Tr~  Tfir  • Id  rum^ 

ROGHE^ 


Dosage:  Oral  — Usual  adult  dose  in  mild  to  moderate  anxiety  and  tension  is  5 or  10  mg,  3 or  4 times 
daily;  in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 times  daily.  Side  Effects;  Oral  — Drowsiness 
and  ataxia,  usually  dose-related,  have  been  reported  in  some  patients— particularly  the  elderly  and 
debilitated.  Paradoxical  reactions,  i.e.,  excitement,  stimulation,  elevation  of  affect  and  acute  rage,  have 
been  reported  in  psychiatric  patients;  these  reaction's  may  be  secondary  to  relief  of  anxiety  and  should 
be  watched  for  in  the  early  stages  of  therapy.  Other  side  effects,  usually  dose-related,  have  included 
isolated  instances  of  minor  skin  rashes,  minor  menstrual  irregularities,  nausea,  constipation,  increased 
and  decreased  libido.  Precautions:  Oral  — In  elderly,  debilitated  patients,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia  or  oversedation  (not  more  than  10  mg  per  day  ini- 
tially, to  be  increased  gradually  as  needed  and  tolerated).  Until  the  correct  maintenance  dosage  is  estab- 
lished, patients  receiving  this  agent  should  be  advised  against  possibly  hazardous  procedures  requiring 
complete  mental  alertness  or  physical  coordination.  Caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  administering  Librium  (chlordiazepoxide  HCI)  to  addiction- 
prone  individuals.  Careful  consideration  should  be  given  to  the  pharmacology  of  any  agents  to  be 
employed  concomitantly  — particularly  the  MAO  inhibitors  and  phenothiazines.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Periodic  blood  counts  and  liver  function  tests  may  be 
advisable  in  protracted  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  to 
pregnant  patients. 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKE-OAVIS 


"T  most  effective  form  of  emotional  approach  remains  the  demonstra- 
tioto  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
tfdid  with  anticonvulsant  medication."' 

Atiesent,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
3fin  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
ijngrand  mal  and  psychomotor  seizures.^"'®  It  possesses  a wide  margin 
of  ifety,  and  incidence  of  side  effects  is  minimal.'*  With  this  agent, 
avjedation  is  not  a problem.®  Moreover,  its  use  is  often  accompanied 
hynprovement  in  the  patient's  memory,  intellectual  performance,  and 
mional  stability.” 

in.  ations:  Grand  mal  epilepsy  and  certain  other  convulsive  states. 
?rautions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
if^jrthropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
0;  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
ixliation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
•ft:  usually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
ftige.  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
M sionally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 

DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  lOQ  and  1,000. 

REFERENCES:  (1)  Hammill,  J.  F.:  J.  Chron.  Pis.  8:448,  1958.  (2)  Roseman.  E.: 
Neurology  11:912,  1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.; 
Oruckman,  R.,  & Kellaway,  P.:  Convulsive  Disorders  of  Chiidren,  Phiiadeiphia, 
W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawiey,  J.  W.:  M.  Ciin.  North  America 
42:317,  1958.  (6)  Livingston,  S,:  The  Diagnosis  and  Treatment  of  Convuisive  Dis- 
orders in  Chiidren,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.: 
Postgrad.  Med.  20:584,  1956.  (8)  Merritt,  H.  H,-.  Brit.  M.  J.  1:666,  1958.  (9) 
Carter,  C.  H.:  Arch.  Neurol  & Psychiat.  79:136,  19S8.  (10)  Thomas,  M.  H.,  in 
Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  The  Williams  & 
Wilkins  Company,  1956,  pp.  37-48.  (11)  Good- 
man, L.  S.,  & Gilman,  A,:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  2,  New  York,  The 
Macmillan  Company,  1955,  p.  187.  uess  »«*r. «ws * co«o«r. «. «,««« 
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in  chronic  bronchitis  and  emphysema 


ISUPREL  Fsoproterenol 

hydrochloride  hydrochloride 


MISTOMETER 


Q.I.D. 


ISUPREL  (isoproterenol /Winthrop)  “...can 
increase  breathing  efficiency  in  pulmonary 
emphysema.”^  The  patient  with  chronic  ob- 
structive pulmonary  disease  “...should  use 
the  bronchodilator  four  times  daily  whether 
or  not  he  experiences  episodes  of  broncho- 
spasm. ”2 

Use  of  the  Mistometer  eases  breathing  by  re- 
laxing bronchospasm,  and  aiding  productive 
cough.  “Of  the  aerosol  bronchodilators,  ISU- 
PREL (isoproterenol /Winthrop)  seems  to  be 
the  best — ”3  Conscientious  use  q.i.d.  im- 
proves vital  capacity  and  exercise  tolerance. 

The  Mistometer  brings  new  efficacy  and  con- 
venience-enables patients  to  maintain  treat- 
ment wherever  they  are. 

With  use  of  ISUPREL  (isoproterenol /Win- 
throp), occasionally  tachycardia,  palpitation, 
nervousness,  nausea  and  vomiting  or  head- 
ache may  occur,  especially  with  excessive 
dosage.  Adjust  dosage  carefully  in  patients 
with  hyperthyroidism,  acute  coronary  disease, 
cardiac  asthma  or  limited  cardiac  reserve, 
and  in  persons  sensitive  to  sympathomimetic 
amines. 


Caution:  Epinephrine  should  not  be  adminis- 
tered with  ISUPREL  (isoproterenol/Winthrop) 
as  both  drugs  are  direct  cardiac  stimulants 
and  their  combined  effects  may  induce  seri- 
ous arrhythmia.  If  desired  they  may,  however, 
be  alternated,  provided  an  interval  of  at  least 
four  hours  has  elapsed. 

Dosage:  Two  inhalations  at  least  one  minute 
apart  four  times  daily,  regularly.  Inhalations 
may  be  taken  more  often  if  indicated. 

Available  as  ISUPREL  HCI  (isoproterenol 
HCI/Winthrop)  Mistometer— single  unit  com- 
bining plastic  nebulizer  and  ISUPREL  (iso- 
proterenol/Winthrop) solution  1:400  — or  0.25 
per  cent  w/w  (=2.8  mg.  per  ml.),  and  includes 
alcohol,  33  per 
cent;  bottles  of 
15  ml. 

1.  Reeves,  J.  E.;  M. 

Times  90:512,  May, 

1962.  2.  Williams, 

M.  H.,  Jr.:  M.  Sc.  11: 

433,  March  19,  1962. 

3.  Peckenschneider, 

L.  E.:  J.  Kansas  M. 

Soc.  56:486,  Sept.,  1955. 


Winthrop  Laboratories, 
New  York  18,  N.Y. 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

Cancer  ■ Cardiovascular  disorders  ■ Arthritis  ■ Menopause  ■ Alcoholism  ■ Obesity  ■ 
Asthma,  hay  fever  and  related  allergies  ■ Chronic  infectious  diseases  ■ Pregnancy  and 
post  partum  ■ Dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'DeproT  is  indicated: 

Fear  of  cancer  or  other  life-threatening  disease  ■ Pre-  and  post-operative  fears  ■ Marital 
problems  ■ Death  of  a loved  one  ■ Loss  of  work  ■ Retirement  problems  ■ Financial 
worries,  and  many  other  stressful  situations. 


Deprol 

meprobamate  400  mg.+ benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when 
accompanied  by  anxiety,  tension,  agitation,  rumination  or  in- 
somnia, Side  Effects:  Slight  drowsiness  and.  rarely,  allergic 
reactions,  due  to  meprobamate,  and  occasional  dizziness  or 
feeling  of  depersonalization  in  higher  dosage,  due  to  benacty- 
ztne,  may  occur.  Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with  suicidal  tendencies. 
Consider  possibility  of  dependence,  particularly  in  patients 


with  history  of  drug  or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage.  Complete  product  infor- 
mation available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE;  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d,;  with  establishment  of 
relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50, 


CD-9689 


WALLACE  LABORATORIES  / Cranbury,  N.J. 
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Report  Adverse  Side  Reactions — 

In  spite  of  the  uproar  which  has  greeted 
the  controversial  regulations  of  the  Food 
and  Drug  Administration,  the  Letter  Organ- 
ization has  held  firm  to  the  position  that 
drug  manufacturers  must  justify  to  relative 
safety  of  drug  trials  on  man  before  they 
may  begin  these  trials.  Then  the  drug  spon- 
sor must  advise  the  Food  and  Drug  Admin- 
istration of  any  adverse  reactions  during  the 
trials  and  after  the  drug  is  marketed. 


reduce 

or  obviete 
the  need  for 

trensfusions 
end  their 
ettendant 
dangers 


KOAGAMIN  is  indicated  whenever 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  ••  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostat 

Each  cc  contains:' 5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  lOcc  vial.  Therapy  chart  on  request, 

CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


An  editorial  in  the  Pennsylvania  Medical 
Jou7-nal  holds  that  there  is  no  responsible 
argument  against  this  position.  While  the 
question  may  be  raised  by  some  that  human 
testing  of  drugs  is  a necessary  step  in  re- 
search and  development,  no  one  can  urge 
that  the  needless  loss  of  a single  life  is 
justified  even  when  the  final  product  may 
save  many  lives.  There  is  a need  for  strict- 
ly controlled  human  testing  under  properly 
supeiwised  conditions. 

Further,  the  most  careful  testing  cannot 
be  expected  to  reveal  as  much  about  a drug 
as  does  widespread  use  of  the  medication 
in  general  practice.  The  danger  is  that  the 
adverse  effects  observed  in  general  practice 
may  not  be  reported  to  the  manufacturer  or 
to  the  Food  and  Drug  Administration. 

The  editorial  urges  that  the  physician  take 
advantage  of  his  position  for  valuable  serv- 
ice by  reporting  significant  adverse  effects 
or  unusual  effects  of  drugs  and  devices, 
promptly.  Reports  may  be  submitted  to  the 
physicians  own  medical  organization,  or  di- 
rectly to  the  Food  and  Drug  Administration. 
Drug  manufacturers  have  sent  warning  in- 
formation to  every  physician  when  unexpect- 
ed reactions  to  their  products  necessitated 
this  action.  In  the  past  four  years,  21  drugs 
have  been  withdrawn  from  the  market  due 
to  “adverse  side  reactions.”  When  this  has 
been  necessary,  there  has  been  a difficulty, 
sometimes  aired  in  the  press,  of  finding  all 
of  the  supplies  that  have  left  the  manufac- 
turer. It  is  important  that  any  undesirable 
effects  of  drugs  promptly  be  made  known 
to  all  who  may  be  using  these  medications. 
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Gevraboif 

Geriatric  Vitamin-Mineral  Supplement  Lederle 


Sherry-flavored  GEVRABON  provides  a palat- 
able means  of  maintaining  good  nutritional 
levels  of  vitamins.  Suggested  serving:  as  an 
aperitif,  pour  GEVRABON  over  ice  cubes  and 
take  before  a meal.  The  comprehensive  formula 
in  a light  liquid  vehicle  is  particularly  appropri- 
ate for  geriatric  patients. 


Each  fluid  ounce  (30  cc.)  contains:  Vitamin 
B|,  5 mg.;  Vitamin  B2,  2.5  mg.;  Vitamin  B6, 
1 mg.;  Vitamin  B12,  1 mcgm.;  Niacinamide, 
50  mg.;  Inositol,  100  mg.;  Choline,  100  mg.; 
Pantothenic  Acid,  10  mg.;  Potassium,  10 
mg.;  Zinc,  2 mg.;  Iodine,  0.1  mg.;  Magne- 
sium, 2 mg.;  Manganese,  2 mg.;  Calcium, 
48  mg.;  Phosphorus,  39  mg.;  Iron,  20  mg.; 
Alcohol,  18%.  DOSAGE:  2 tablespoonfuls 
(30  cc.)  daily. 


f- 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

6556-3 
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OVER 


YEARS 

EXPERIENCE  IN 
RECOVERING  LOST 

^ 
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FOR  DOCTORS,  HOSPITALS 
and  CLINICS. 


Serving  thousands  of  Professional  People 
over  a Six  State  area. 


Professional  Credit  Control  Inc. 

700  LINCOLN  BLDG.  LINCOLN,  NEBR. 
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call  for  analgcsic-rclaxant  action--- 


Whether  spasm  is  induced  by  pain,  or  pain 
by  spasm,  satisfactory  control  usually  requires 
analsresic  as  well  as  relaxant  action.  In  such 

O 

cases,  Robaxisal  combats  both  pain  and  spasm. 
When  apprehension  is  a complicating  factor, 
Robaxisal-PH  is  indicated. 

Among  the  many  conditions  for  which 
Robaxisal  and  Robaxisal-PH  have  be^n 
found  effective  are:  strains  and  sprains,  painful 
disorders  of  the  back,  “whiplash”  injury, 
myositis,  pain  and  spasm  associated  with  arthritis, 
low  back  pain,  torticollis,  and  headache 
associated  with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight 
drowsiness,  dizziness  and  nausea  may  infrequently 
occur  but  usually  disappear  on  reduction  of 
dosage.  There  are  no  specific  contraindications 
other  than  hypersensitivity  to  any  one 
of  the  components. 


•Skeletal  muscle  spasm 
is  a two-headed  dragon 
of  TAIN  & SPASM’ 


ROBAXISAL 

Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins)  400  mg. 

U.S.  Pat.  No.  2770649 

Aspirin  (5  gr.)  325  mg. 


ROBAXISAL-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins)  400  mg.  Hyoscyamine  sulfate  . , 0.016  mg. 


Phenacetin  97  mg.  Phenobarbital  (l/8gr.)  . 8.1  mg. 

Aspirin  81  mg.  (Warning:  May  be  habit  forming) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20, Virginia 


She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  how  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range— and  bathing  -with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
alkali- free  Baby  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral  /y7) 

baby  bar 

LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 


12-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Current  Comment 


ISIedical  Fees — 

Fees  charged  by  physicians  have  increased 
during  the  last  25  years  of  inflation,  but 
the  increase  is  less  than  that  for  most  other 
services  and  commodities.  Comment  on  the 
President’s  page  of  The  Texas  State  Journal 
of  Medicine  indicates  that  only  a small  min- 
ority of  doctors  is  guilty  of  over-charging, 
but  the  entire  profession  suffers  from  the 
results  of  these  offenders.  Patients  should 
inquire  about  fees  on  the  first  visit,  but 
they  rarely  do.  Physicians  who  bring  the 
subject  to  the  patients  attention  may  be  con- 
sidered mercenary.  If  a patient  considers 
a charge  too  high,  he  should  discuss  the 
matter  with  his  physician  but  often  he  is 
reluctant  to  do  this.  If  the  patient  and 
physician  cannot  resolve  the  question,  the 
problem  should  be  submitted  to  the  Griev- 
ance Committee  of  the  Medical  Society. 
Those  patients  and  insurance  companies  may 
be  reluctant  to  approach  the  matter  either 
by  discussion  with  the  physician  or  by  pres- 
entation of  the  problem  to  a Grievance  Com- 
mittee, but  still  the  result  is  criticism  of  the 
medical  profession. 

The  solution  to  this  problem  may  be  found 
in  the  principles  of  medical  ethics.  The 
Judicial  Council  of  the  American  Medical 
Association  has  stated:  “The  charging  of  an 
excessive  fee  is  unethical  and  contrary  to 
section  seven  of  the  principles.  The  physi- 
cian’s fee  should  be  commensurate  with  the 
services  rendered  and  the  patient’s  ability  to 
pay.” 

In  another  report  the  Council  stated : “One 
of  the  strongest  holds  of  the  profession  on 
public  approbation  and  support  has  been  the 
age-old  professional  ideal  of  medical  service 
to  all,  whether  able  to  pay  or  not.  That  ideal 
is  basic  in  our  ethics.” 

Infant  Mortality  Increases — 

The  United  States  has  slipped  from  tenth 
to  eleventh  place  in  1962  as  regards  infant 
mortality  rates  among  fifteen  countries. 
Still  at  the  top  of  the  list  of  nations  with 
low  infant  mortality  rate  are  the  Nether- 
lands and  Sweden.  To  make  up  the  rank 
, (Continued  on  page  14-A) 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied;  Bottles  of  50  tablets. 

CML-9646 

Miltratef 

meprobamate  200  mg.+ 
pentaer^hritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Infant  Mortality  Increases — 

(Continued  from  page  13-A) 
order  list,  countries  are  included  if  their 
populations  are  over  300,000  and  if  they  use 
the  world  health  organization  definitions  of 
live  birth  and  of  infant  death  and  if  they 
have  relatively  complete  reporting. 

No  state  in  the  union  has  an  infant  death 
rate  as  low  as  that  of  the  Netherlands  and 
Sweden.  The  lowest  rate  in  the  country  was 
in  Utah  with  20.3  per  1,000  live  births,  which 
was  about  a third  higher  than  rates  in 
Netherlands  and  Sweden.  Rates  for  indi- 
vidual states  are  not  available  for  a year 
more  recent  than  1961,  but  in  that  year  Ne- 
braska had  a rate  per  1,000  live  births  of 
22.8  which  was  a 4.1  per  cent  increase  from 
the  previous  year,  but  a 12.4  decrease  from 
1950  rates. 

The  heaviest  toll  of  baby  deaths  continues 
to  be  in  the  first  month  of  life.  The  mor- 
tality rate  among  infants  under  a day  of 
age  continues  to  show  no  improvement. 
There  has  been  some  progress  in  reducing 
(Continued  on  page  19-A) 
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Important  Two  new  clinical 

news  in  reports  document 

cardiac  therapy  successful  long- 

term treatment 
of  ischemic  heart 
disease  with 
Persantin®brand  of 
dipyridamole 


See  next  3 pages 
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study  1. 

Griep.A.H.:  Long-term  Therapy  of  Ischemic  Heart 
Disease  With  Oral  Dipyridamole: 

A Report  of  Fifty  Cases.  Angiology  1 4:484, 1 963. 


Persantin 

brand  of 
dipyridamole 


Persantinf  brand  of  dipyridamole,  25  mg.ti.d.  or 
q.i.d.,was  administered  continuously  for  6 months  to 
50  patients  with  well  authenticated  ischemic  heart 
disease  with  angina  pectoris  and  ECG  abnormalities. 
Results  were  evaluated  on  a monthly  basis;  final 
evaluation  after  6 months  showed  that  56%  of 
patients  were  completely  free  of,  or  had  markedly 
fewer,  anginal  attacks,  with  normal  or  improved 
ECG  findings;  an  additional  24%  experienced 
fewer,  milder  attacks  and  improved  work  capacity. 

“.long-term  oral  therapy] 
with  dipyridamole  wa^ 
of  benefit  in  80  per 
cent  of  the  patients... 
relief  [of  angina]  camei 
slowlyand  was  usually 
maximal  after  three 
to  six  months  of 
conti  nuous  treatment” 


% of  patients 
responding 
each  month  to 
dipyridamole 


80 


60 


40 


20 


Steady,  month-by-month  improvement  with 
Persantinf  brand  of  dipyridamole,  refutes 
possibility  of '‘placebo  response",  reflects  gradual 
improvement  in  underlying  pathology. 


Time  in  months  j1 


P 


I" 
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In  40  ambulatory  patients  with  myocardial  ischemia, 
angina  pectoris,  and  abnormal  ECG  findings, 
Persantinf  brand  of  dipyridamole,  25  mg.ti.d.,  was 
administered  continuously  for  3 months. 

Results  after  3 months  of  therapy  revealed  a 
satisfactory  clinical  response  in  32  patients. 

The  accompanying  diagram  illustrates  the  specific 
criteria  of  improvement  in  patients  with  excellent 
or  good  response. 

Of  40  patients, 

32  showed  “reduction 
or  abolition  of  acute 
anginal  attacks...com- 
plete  or  almost  com- 
plete disappearance 
of  ECG  abnormalities... 
marked  increase” in 
walking  distance  with- 
out anginal  symptoms 

Response  after  3 months  of  continuous  therapy 
with  Persantinf  brand  of  dipyridamole 


pO 


^0 


In  75%  of  Bin  65%  of  patients: 

patients:  Becg  normal 

anginal  attacks  Bor  improved 

eliminated  B 


In  80%  of  patients: 

4-fold  or  greater 
increase  in  maximal 
walking  distance 
before  anginal  symptoms 


Study  2. 

Wirecki,M.;  Dipyridamole  (Persantin*):  Evaluation 
of  Long-Term  Therapy  in  Angina  Pectoris. 
Current  Therapeutic  Research  5:472, 1963. 


%of  patients 


80 
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How  Persantin® 
brand  of 
dipyridamole, 
provides  long-term 
clinical  benefits 
reported  on 
previous  pages 


1.  By  increasing  energy  yield 

of  the  hypoxic  myocardial  cell,  by  direct  action 
upon  the  sarcosomes  (heart  mitochondria).''® 

2.  By  improving 

collateral  coronary  circulation. 

Prolonged  oral  administration  of  dipyridamole  to 
animals  with  experimentally  induced  stenosis  of  a 
major  coronary  artery  resulted  in  superior 
development  of  collateral  coronary  anastomoses 
and  longer  survival  compared  with  controls.®'® 

When  given  for  prolonged  periods  and  in  adequate 
dosage,  dipyridamole  improves  the  coronary  flow 
deficit  of  the  ischemic  myocardium  while  support- 
ing cardiac  metabolism  during  the  period  of  repair. 
Clinically,  this  is  manifested  as  steady  improvement 
-anginal  attacks  diminish  in  frequency  and  inten- 
sity, as  do  other  manifestations  of  insufficiency 
(dyspnea,  fatigue,  and,  in  many  instances,  abnormal 
electrocardiographic  findings). 

Availability: 

Tablets  of  25  mg.,  bottles  of  100  and  1000. 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


Prescribing  summary:  Persantinf  brand  of  di- 
pyridamole, is  indicated  in  coronary  and  myocardial 
insufficiency,  in  a dosage  of  2 to  6 tablets  daily  in 
divided  doses  before  meals  for  several  weeks.  Side 
effects  (headache,  dizziness,  nausea,  flushing,  weak- 
ness, syncope,  mild  gastrointestinal  distress)  are 
minimal  and  transient.  The  drug  is  not  recom- 
mended in  the  acute  phase  of  myocardial  infarction, 
and  should  be  used  cautiously  in  hypotension. 


References:  1.Kunz,W.;Schmid,W.,and  Siess,M.: 
Arzneimittel-Forsch.1 2:1098,1 962.  2.Siess,  M.: 
Arzneimittel-Forsch.1 2:683,1 962.  3.Laudahn,G.: 
Experientia  17:415,1961. 4.Lamprecht,W.:  27th 
Congress  of  the  German  Society  for  Circulation 
Research, Bad’Nauheim,1 961 . 5.Hockerts,T.,and 
Bdgelmann,G.:  Arzneimittel-Forsch. 9:47, 1959. 

6. Vineberg,A.M.,et  al.:  Canad.M.A.J.87:336,1962. 

7. Chari,S.R.et  al.:  Presented  atthe  International 
Congress  of  Chest  Physicians, New  Delhi,1963. 

8. Neuhaus,G.,etal.:  Presented  atthe  Fourth  World 
Congress  of  Cardiology, Mexico  City, 1962.  9.Asada, 
S.,et  al.:  Japanese  Circ.J. 27:849, 1962. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York,  Distributors  PE-2254 
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Infant  Mortality  Increases — 

(Continued  from  page  14-A) 

infant  mortality  in  this  country  among  ba- 
bies who  survive  the  first  three  days  of  life. 
For  those  who  survive  the  first  three  days, 
the  death  rate  for  babies  has  dropped  about 
five  per  cent  a year. 

The  infant  mortality  death  rate  is  the 
number  of  deaths  under  one  year  of  age  per 
1,000  live  births,  and  in  1962  this  rate  for  the 
United  States  is  25.3  as  compared  to  the 
lowest  rate  at  15.3  held  by  both  Sweden 
and  the  Netherlands. 

The  Children’s  Bureau  considers  that  pre- 
mature birth  and  inadequate  prenatal  care 
are  major  factors  in  our  failure  to  reduce 
infant  mortality  more  rapidly.  The  risk  of 
death  in  the  new  born  period  is  increased 
about  20  times  by  premature  termination  of 
pregnancy.  A lack  of  prenatal  care  is  asso- 
ciated with  a higher  incidence  of  prematur- 
ity and  even  when  prematurity  is  not  pres- 
ent, infant  mortality  increases  as  the  num- 
ber of  prenatal  visits  decreases. 


“Now  then,  Mr.  Wombly  . . . when  you  told 
your  wife  yesterday  that  from  now  on  you 
were  going  to  be  boss  of  the  house,  what  were 
her  reactions?” 


W.  B.  SAUNDERS  COMPANY  features 
the  following  new  books  and  new  editions 
in  their  full  page  advertisement  appearing 
elsewhere  in  this  issue: 

CURRENT  PEDIATRIC  THERAPY  - Edited 
by  Gellis  and  Kagan.  This  new  book 
gives  you  the  best  treatments,  cur- 
rently in  use  by  leading  authorities, 
for  over  300  diseases  and  disorders 
that  afflict  children. 

MAINLAND  - ELEMENTARY  MEDICAL 
STATISTICS  - A New  (2nd)  Edition  - 
revised  to  bolster  your  statistical 
thinking  and  also  your  use  of  the 
standard  statistical  formulas  and  pro- 
cedures. 


ANNUAL  CLINICAL 
CONFERENCE 

CHICAGO 
MEDICAL  SOCIETY 

March  2,  3,  4 and  5,  1964 

Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Film  Lectures 
Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL 
CONFERENCE  should  be  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 
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The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it's  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among  millions 
of  patients  throughout  the  world  — plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  [meprobamate).  This  is  why  it  “belongs 
in  every  practice.’’ 


dependable:  ‘Miltown’  [meprobamate)  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  [meprobamate)  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in  which 
anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contra- 
indications: Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use.  Precautions : Should  administration  of  meprobamate  cause  drowsiness  or  visual 
disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in 
small  quantities,  to  patients  with  suicidal  tendencies.  Massive  overdosage  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw 
gradually  after  prolonged  use  at  high  dosage.  Complete  product  information  available  to 
physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CM<969« 


The  insomniac 


The  tense,  nervous  patient 


The  heart-disease  patient 


The  surgical  patient 


Premenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


; e girl  with  dermatosis 


Tension  headache 


The  woman  in  menopause 


Anxious  depression 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


there  is 
nothing 
"new”  about 
Thorazine 


brand  of 

chlorpromazine 


In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  sk&f).  This  is 
why  it  remains  the  first  choice  in  many 
conditions— and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 

SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound... to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-G’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mq. 


Caffeine 30  mg. 

•Warning  — may  be  habit  forming 

Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets— 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 
Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 
Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

JS' BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe.  N.  Y. 


For  comprehensive  control  of  the  whole  pain  complex ••• 


Like  a triad,  the  action  of  Trancogesic  is  direct  and  simple  as  1,2,3.  Its  tranquilaxant  component  — chlor- 
mezanone  — 1.  reduces  emotional  reaction  to  pain  ...  2.  decreases  skeletal  muscle  spasm  . . . and  3.  its 
aspirin  component  dims  the  patient’s  perception  of  pain.  Thus,  Trancogesic  controls  the  whole  pain  com- 
plex — with  unsurpassed  tolerance. 

Each  tablet  of  Trancogesic  contains  100  mg.  of  chlormezanone  and  300  mg.  (5  grains)  of  aspirin.  The 
usual  adult  dosage  is  2 tablets  of  Trancogesic  three  or  four  times  daily.  Reactions  to  Trancogesic  have 
been  minor  — gastric  distress,  and  an  occasional  weakness,  sedation  or  dizziness.  Ordinarily,  these  may 
be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the  drug.  Trancogesic  is  contrainindi- 
cated  in  persons  known  or  suspected  to  have  an  idiosyncrasy  to  aspirin. 

WiNTHROP  Laboratories,  New  York  18,  N.  Y. 


TRANCOGESIC* 

CHLORMEZANONE  with  ASPIRIN 

*rKA0CMAnK  too  MC.  SOO  MC. 
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Announcing  a valuable 
new  aid  for  all  who 
treat  young  patients 


I 

I 


A New  Book! 

CURRENT  PEDIATRIC  THERAPY 
Edited  by 
Gellis  end  Kogan 

This  entirely  new  book,  Current  Pediatric 
Therapy,  will  enable  you  to  enjoy  the  same 
type  of  specific  therapeutic  recommendations 
for  your  young  patients  that  readers  of  Current 
Therapy  have  been  receiving  for  some  fifteen 
years.  Dr.  Sydney  S.  Gellis  and  Dr.  Benjamin 
M.  Kagan  have  edited  this  new  work,  with 
contributions  by  over  200  leading  authorities. 
Therapeutic  details  are  pinpointed  for  more 
than  300  diseases  — from  Kwashiorkor  and 
Protein  Deficiency  to  Infantile  Cortical  Hyper- 
ostosis, and  Prematurity.  All  the  diseases  and 
disorders  in  this  book  are  treated  in  terms  of 
how  they  afflict  infants  and  children.  Since 
this  book  equals  Current  Therapy  in  size,  you 
can  see  how  valuable  this  comprehensive  text 
can  be  in  this  area  of  your  practice. 

All  discussions  are  approached  from  the  pedi- 
atric point  of  view,  with  dosages,  diets, 
prescriptions,  etc.,  written  for  infants  and 
children.  This  new  Current  Pediatric  Therapy 
concentrates  on  giving  you  the  best  treatments 
available  today  as  they  are  currently  being 
used  by  specialists  with  wide  experience  in 
specific  areas.  You  will  not  find  involved  dis- 
cussions of  diagnosis  and  etiology  here — just 
concise,  clearly  delineated  details  on  the  best 
treatments  for  virtually  all  the  diseases  and 
disorders  you  will  be  called  upon  to  manage 
in  your  child  patients. 

Whether  you  need  a diet  for  a phenylketon- 
uric  child,  help  on  deciding  the  proper  dosage 
of  antiepileptic  medication,  or  late  informa- 
tion on  immunization  schedules,  you’ll  find  it 
spelled  out  precisely  in  Current  Pediatric 
Therapy. 

By  224  Leading  Authorities.  Edited  by  Sydney  S.  Gellis,  M.D.,  Pro> 
fessor  of  Pediatrics,  Boston  University  School  of  Medicine;  Director 
of  Pediatrics,  Boston  City  Hospital;  and  Benjamin  M.  Kacan,  M.D., 
Director  of  Pediatrics,  Cedars  of  Lebanon  Hospital,  Los  Angeles.  About 
864  pages,  7-7/8^^  x lQ-1/16".  About  $16.00.  Wcw — Ready  January! 


Up-to-date  help  for  your 
research  and  for  your  eval- 
uation of  other's  work 
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New  (2nd)  Edition! 

Mainland's  ELEMENTARY 
MEDICAL  STATISTICS 

Here  is  an  enlarged  and  improved  New  (2nd) 
Edition  of  one  of  the  most  respected  American 
texts  on  medical  statistics.  Dr.  Mainland  has 
devoted  the  first  ten  chapters  to  expanded 
discussions  on  statistical  thinking,  rather  than 
arithmetic.  These  beginning  chapters  are  in 
the  form  of  questions  which  you  can  ask 
yourself  regarding  your  own  research,  and 
which  you  can  apply  to  evaluation  of  the  work 
of  others.  Each  question  is  the  basis  for  an 
explanatory  discussion.  In  this  section  you’ll 
find  vital  information  on:  the  nature  of  the 
research;  purpose  and  general  method  of  in- 
vestigation; the  population  and  sampling; 
interpretation;  sample  sizes;  collecting  and 
examining  data.  Next,  specific  methods  of  analy- 
sis are  presented  and  discussed.  Chief  at- 
tention is  paid  to  methods  a small  scale 
investigator  would  use.  In  this  latter  portion 
of  the  book  you'll  find  such  topics  as:  random 
processes;  standard  deviation;  frequency  dis- 
tribution of  measurements;  causes  of  bell- 
shaped distribution;  estimation  of  population 
percentiles;  correlation  coefficients,  etc. 

By  Donald  Mainland,  M.B.,  Ch.B.,  D.Sc.,  Professor  and  Chairman, 
Department  of  Medical  Statistics,  New  York  University  College  of  Med- 
icine. 381  pages,  6V^^''x9*^",  illustrated.  About  $9.00. 

New  (2nd)  Edition — Just  Ready! 

To  Order  Mail  Coupon  Below! 


W.  B.  SAUNDERS  COMPANY 

West  Washington  Square,  Philadelphia  5,  Pa. 

Please  send  when  ready  and  bill  me; 

□ Current  Pediatric  Therapy About  $16.00 

□ Mainland’s  Elementary 

Medical  Statistics About  $9.00 

Name 

Address 

SJG  10-63 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Current  Comment 

High  Health  Expenditures  Continue — 

A day  of  care  in  the  hospital  has  increased 
278  per  cent  in  cost  in  the  past  15  years. 
This  sharp  increase  has  not  gone  un-noticed 
by  the  public.  It  has  occasioned  criticism 
and  misunderstanding.  The  increase  in  the 
cost  of  a day  of  hospital  care  comes  from 
such  factors  as  the  change  in  medical  sci- 
ence providing  the  heavy  use  in  its  in- 
creased expenditure  for  drugs  and  complex 
diagnostic  and  therapeutic  procedures  of 
great  value  to  the  public. 

It  is  expected  that  the  need  for  these 
large  expenditures  will  continue  but  hos- 
pitals are  not  the  only  segment  of  our  econ- 
omy requiring  great  infusions  of  money. 
The  school  system  has  also  had  to  cope  with 
increased  population  and  with  a larger  en- 
rollment for  higher  levels  of  education. 
Here,  too,  the  increase  in  national  expendi- 
tures has  been  great.  Expenditures  for  all 
types  of  medical  care  increased  134  per  cent 
in  the  past  eleven  years,  expenditures  for 


education  during  this  period  increased  one 
to  three  per  cent.  In  each  case  the  increase 
has  been  necessary  and  productive  to  per- 
sonal services  vital  to  the  country. 

It  is  always  well  to  seek  opportunities  for 
economy,  but  if  the  public  is  to  benefit  by 
advances  in  medical  science  and  to  secure 
these  benefits  in  the  hospital,  the  search 
must  be  for  more  than  economy. 

Federal  Medicine  N’ot  Needed — 

Students  of  politics  believe  that  the  big 
push  for  federal  medical  care  for  the  aged 
will  come  next  j’ear,  which  is  an  election 
year,  according  to  an  editorial  in  the  Wall 
Street  Jouimal.  The  arguments  for  the  pro- 
gram promise  to  be  even  less  persuasive  at 
that  time  than  they  are  now.  This  publica- 
tion notes  the  mushroom  growth  of  private 
and  public  plans  for  assisting  the  aged  with 
the  cost  of  their  medical  care. 

No  one  denies  that  there  is  a problem  of 
meeting  the  cost  of  sickness  in  old  age  and 
that  care  must  be  provided  for  those  who 
(Continued  on  page  28- A) 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  SVb  times  the  in  vitro  antibacterial  activity'. . .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance... a favorable  depot  effect,  result- 
ing from  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  v/Vo  activity  with 
as  much  as  2 days’  extra  activity. 


IDECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline 
HCl.  Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush, 
A.  C.,  and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  In  vitro 
Activity  and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J. 
Med.  Scl.  243:296  (Mar.)  1962. 
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Federal  Medicine  Not  Needed — 

(Continued  from  page  26- A) 

need  it  but  can’t  provide  it  themselves.  The 
difference  of  opinion  is  over  how  society 
shall  meet  this  need,  — by  expanding  the 
federal  bureaucracy  with  compulsion  for  all 
regardless  of  need,  or  by  voluntary  means. 

Figures  are  cited  from  the  Health  Insur- 
ance Council  indicating  that  at  the  end 
of  last  year  more  than  141  million  persons, 
or  60  per  cent  of  the  population  had  some 
form  of  health  insurance  coverage,  which  is 
a new  high.  Health  insurance  benefits  were 
more  than  seven  billion  dollars,  a gain  of 
over  ten  per  cent  from  the  previous  year. 

There  also  has  been  a substantial  increase 
in  the  number  of  people  covered  by  the  Kerr- 
IMills  program.  A world  of  philosophical 
difference  is  said  to  separate  the  Kerr-Mills 
program  from  the  proposed  compulsary  So- 
cial Security  method  of  funding  medical 
care.  The  editorial  urges  reflective  con- 
gressmen to  consider  that  the  federal  ap- 
proach is  a sickly  substitute  for  the  volun- 
tary plans’  thriving  health. 


“Had  I known  you  were  driving  our  second 
car  behind  me,  I would  have  gone  through 
that  red  light.” 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
containsboth‘Soma’(carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SonufCompoimd  B 

carisoprodol  200  mg.,acetoplienetidin  160  mg.,  caffeine  32  mg. 

Somtf^Compoiind+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

WALLACE  LABORATORIES / Cranbury,  N.J. 
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For  dramatic  restoration 

WINSTROL 

brand  of  STANOZOLOL 

Oral  anabolic  therapy  with  this  new 
physiotonic  helps  restore  the  patient’s: 
positive  protein  metaboiism; 
confidence,  alertness  and 
sense  of  well-being. 

WINSTROL  (stanozolol/Winthrop),  a heterocyclic 
steroid,  combines  highest  potency*  with  outstand- 
ing tolerance,  stimulates  appetite  and  promotes 
weight  gain ...  restores  a positive  metabolic  bal- 
ance. It  counteracts  the  catabolic  effects  of 
concomitant  corticosteroid  or  ACTH  therapy. 
WINSTROL  (stanozolol/Winthrop)  rebuilds  body 
tissue  while  it  builds  strength,  confidence  and  a 
sense  of  well-being  in  conditions  associated  with 
excess  protein  breakdown,  insufficient  protein  in- 
take and  inadequate  nitrogen  and  mineral  retention. 
Side  Effects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible,  and  patients  receiving  pro- 
longed treatment  should  be  examined  and  ques- 
tioned periodically  so  that,  should  side  effects 
appear,  the  dosage  may  be  reduced  or  adminis- 
tration of  the  drug  discontinued  for  a time. 

In  patients  with  impaired  cardiac  and  renal  func- 
tion, there  is  the  possibility  of  sodium  and  water 
retention.  Liver  function  tests  may  reveal  an 
increase  in  bromsulphalein  retention,  particularly 
in  elderly  patients.  In  such  cases,  therapy  should 
be  discontinued.  Although  it  has  been  used  in 
patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators 
to  be  a contraindication. 

Dosage:  Usual  adult  dose,  1 tablet  t.i.d.  before  or 
with  meals;  young  women,  1 tablet  b.i.d.;  children 
(school  age):  up  to  1 tablet  t.i.d.;  children  (pre- 
school age):  Vi  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  with  a high  protein  diet. 

Rx  WINSTROL 

(stanozolol/Winthrop)  whenever 
anabolic  therapy  is  indicated 

W/nfhrop 

Winthrop  Laboratories,  New  York  18,  New  York 
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For  your  elderly  arthritic  patients 


AN  EFFECTIVE 
GERIATRIC 
ANHARTHRITIC 
WITH  ESSENTIAL 

AFETY  pACTORS 


safely  indicated 
-even  in 

the  presence  of 

HYPERGLYCEMIA 


Pabalate-SF  may  be  prescribed  with  confidence  to  elderly  arthritics— even  in  the  presence 
of  hyperglycemia  — because  of  its  widely  recognized  Safety  Factors:  (1)  its  potassium  salts 
cannot  contribute  to  sodium  retention;  (2)  its  enteric  coating  assures  gastric  tolerance;  and 
(3)  its  use  is  free  from  the  serious  reactions  in  diabetic  patients  sometimes  noted  during 
therapy  with  steroids  or  pyrazolone  derivatives.  As  for  effectiveness,  it  has  been  found 
“superior  to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders.”^ 

Each  persian-rose  enteric-coated  tablet  contains:  potassium  salicylate,  0.3  Gm.;  potassium 
para-aminobenzoate,  0.3  Gm.;  ascorbic  acid,  50  mg. 

1.  Ford,  R.  A.,  and  Blanchard,  K.  P.:  J.-Lancet  78:185, 1958. 


Precaution:  Occasionally,  mild  salicylism  may  Impairment,  care  should  be  taken  to  avoid  ac- 
occur,  but  this  responds  readily  to  dosage  cumulation  of  salicylate  and  PABA.  Supply: 
adjustment.  In  the  presence  of  severe  renal  Bottles  of  100  and  500  enteric-coated  tablets. 

Pabalate- 

(the  new,  convenient  way  to  prescribe  Pabalate-Sodium  Free) 

A.  H.  ROBINS  COMPANYJNC.,  RICHMOND,  VIRGINIA 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 


In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  liveabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 


Visif  fhe  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 
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Splint  & Brace 
SHOP... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belfs 
and 

Arfifidal  Limbs 


•/CERTIFIED 


We  Moke  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St..  Lincoln,  Nebr. 
Phone  HE  2-1644 


“It’s  a blister.  He  got  careless  and  gi'abbed 
a hot  piece  of  iron  he  was  welding.” 
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Your  recommendation  of  Coricidin  assures  responsible 
treatment  of  common  colds.  For  added  decongestant 
action,  recommend  Coricidin  “D”  DecongestantTablets. 


Each  CORICIDIN  Tablet  contains: 
CHLOR-TRIMETON®  (chlorphen- 
kamine  maleate,  Sobering)  2 mg., 
aspirin  0.23  Gm.,  phenacetin 
0.16  Gm.,  caffeine  0.03  Gm. 

Each  CORICIDIN  ^*0"  Tablet  contains 
phenylephrine  10  mg.  in  addition 
to  the  above  ingredients. 

CORICIDIN  Tablets,  brand  of  antihista- 
minic-antlpyretic-analgesic  compound 


$•161 


This  is  the  key  that  opens  the  box  that  con- 
tains the  labels.  Only  authorized  supervisory 
personnel  have  the  key  to  transfer  labels  from 
the  "lockup  box”  to  the  labeling  machine. 
■ These  responsible  Lilly  employees  regard  la- 
bels as  serious  business.  To  make  certain  that  the 
right  label  appears  on  each  container,  all  labels 
are  kept  under  lock  and  key  until  needed  on 
the  finishing  line.  Only  the  quantity  needed  to 


finish  the  lot  is  dispensed.  When  transferred  to 
the  finishing  belt,  the  appropriate  number 
of  labels  is  placed  in  the  labeling  machine. 
Excess  labels  are  put  in  the  lockup  box 
until  needed.  At  night,  the  supervisor  returns 
unused  labels  to  the  box  lest  some  get  lost  or 
misplaced.  ■ This  is  just  one  more  precaution 
in  an  endless  list  of  rules  that  contribute  immeas- 
urably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


THE  RACE  OR  THE  INDIVIDUAL? 

Thirty-nine  years  ago,  Dr.  O.  M.  Moore 
I of  York,  Nebraska,  read  a paper,  entitled 
“Heredity,”  at  a meeting  of  the  Elkhorn  Val- 
^ ley  Medical  Society.  This  article  was  pub- 
I lished  in  the  Nebraska  State  Medical  Jour- 
nal.' Some  of  the  thoughts  and  opinions 
I expressed  by  Dr.  Moore,  it  seems  to  me, 

I have  come  around  full  turn  and  should  again 
occupy  our  attention. 

The  gist  of  Dr.  Moore’s  argument  was 
that  too  much  effort  was  being  expended  by 
our  profession  toward  saving  the  unfit.  This 
attitude  was  leaving  us  with  two  major 
problems:  (1)  that  of  rehabilitation  of  the 

individual  to  the  point  of  self-support,  or  of 
undertaking  his  keep  for  life;  and  (2)  that 
of  racial-  or  population-dilution  with  infer- 
ior stock,  often  left  to  breed  more  and  more 
of  its  kind. 

To  place  this  era,  40  years  ago,  in  our 
minds  in  relation  to  the  then  current  ideas 
and  conceptions,  we  must  realize  that  con- 
cepts assumed  to  be  eugenics-related  were 
then  being  enacted  into  laws.  Various  states 
(26  states  and  Puerto  Rico)  passed  laws  re- 
vealing various  shades  of  understanding  of 
the  problems  of  preventing  the  birth  of  de- 
fective children,  and  with  corresponding 
shades  of  effectiveness  or,  should  we  say 
ineffectiveness.  In  Nebraska^  we  passed  a 
law  in  1913  (revised  in  1929)  permitting 
sterilization  of  certain  individuals  in  the 
hope  of  accomplishing  such  an  end.  It  is 
enough  to  say  that  lack  of  understanding 
by  law-makers  and  lack  of  energetic  appli- 
cation of  the  laws,  together  with  much  public 
resistence  of  moral  and  legal  character  soon 
brought  this  and  other  similar  laws  into  dis- 
repute. Finally  most  efforts  along  these 
lines  were  abandoned.  A recent  note  on 
the  Omaha  World-Herald  stated  that  only 
two  of  the  26  states  continue  to  sterilize  epi- 
leptics. Nebraska  is  one  of  the  two.  A 
good  historic  resume  of  the  passage  of  these 
laws  has  been  given  by  Baldwin. ^ 

For  many  years,  now,  little  has  been  heard 
by  word  of  mouth  or  in  our  literature  deal- 


ing with  this  delicate  subject.  As  always, 
the  ethical  stand  of  the  medical  profession 
has  been  to  save  every  individual  that  is 
born  to  man,  the  weak  and  imperfect,  both 
physically  and  mentally,  as  well  as  the  strong 
and  rugged.  It  is  common  knowledge  that 
we  have  become  more  and  more  successful 
in  this  project.  Our  success  has  immensely 
increased  the  case-load  consisting  of  those 
who  are,  in  some  measure,  “unfit.” 

There  can  be  no  argument  against  the  fact 
that  many  of  those  who  were  born  and  reared 
as  physically  unfit,  in  greater  or  lesser 
degree,  have  been  highly  successful  and 
worthwhile  to  themselves  and  to  society. 
It  would  be  a safe  guess,  however,  that  the 
number  who  remain  unable  to  support  them- 
selves, not  to  mention  an  ability  to  make 
a contribution  to  society  in  general  has  far 
exceeded  the  number  whose  lives  have  been 
highly  worth  the  time  and  money  spent  on 
them.  Perhaps  this  latter  statement  would 
be  found  more  striking  in  the  group  labelled 
as  mentally  defective  than  among  the  physic- 
ally unfit. 

The  absence  or  sparcity  of  studies  makes 
it  difficult  to  comprehend  the  speed  and 
magnitude  of  the  dilution  of  our  population 
by  the  unfit.  A recent  article  in  the  Canad- 
ian Medical  Association  Journal^  entitled 
“Familial  Sex-Linked  Mental  Retardation,” 
served  to  startle  me  into  some  comprehen- 
sion of  this  fact.  The  following  is  the  ab- 
stract of  the  above  mentioned  article  taken 
from  the  JAMA  128:207. 

“Familial  Sex-Linked  Mental  Retardation 
— H.  Renpenning;  J.  W.  Gerrayd;  W.  Gale- 
ski,  and  T.  Tabata : Canad  Med  Ass  J 87 : 
954  (Nov.  3)  1962. 

“Details  are  given  of  a family  living  in 
the  prairie  provinces  of  Canada  in  which 
mental  retardation  is  transmitted  by  a sex- 
linked  recessive  gene.  The  mental  retard- 
ation appears  in  males  only,  and  is  trans- 
mitted to  them  by  normal,  unaffected  wom- 
en. In  3 generations  22  retarded  males  have 
been  detected.  Biochemical  and  chromsomal 
studies  yielded  no  clues  as  to  the  underlying 
abnormality  in  these  patients.” 
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If  a single  progenitor  can  give  rise,  within 
three  generations,  to  22  mentally  defective 
males,  three  more  generations  can  easily  run 
the  number  of  resultant  mentally  defectives 
up  to  more  than  half  a thousand.  There 
seems  to  be  no  chance  of  “breeding  out”  this 
particular  sex-linked  tendency  because  the 
female  has  no  effect  on  this  particular  de- 
ficiency, passed  on  by  the  father  to  his  male 
offspring.  Only  one  method  remains  that 
could  stop  this  flood  — prevent  the  affected 
males  from  breeding.  Even  in  three  gen- 
erations what  could  have  been  stopped  by 
plugging  a small  hole  in  the  dyke,  has  be- 
come a small  flood.  Where,  how  often,  and 
under  what  circumstances  is  a similar  trag- 
edy to  the  race  taking  place? 

It  is  probable  that  many  examples  in  sup- 
port of  the  theses  herein  expressed  could  be 
given,  but  space  prohibits  extended  consid- 
eration. Some  short  quotations  from  Zell- 
wegei*^  will  be  given  to  show  the  trend  of 
facts  and  deductions. 

Zellweger  says  (on  p.  175)  “Familial 
mental  retardation  may  account  for  one- 
fifth  to  two-fifths  of  all  cases  of  mental 
retardation.” 

In  relation  to  mongolism  he  makes  the 
following  statements;  “A  dominant  mode 
of  inheritance  was  assumed,  since  half  the 
offspring  of  mongoloid  mothers  are  mon- 
goloids.”  (p.  169.)  “Indeed  12  mongoloid 
women  had  given  birth  to  16  children;  8 
of  these  were  mongoloid.”  (p.  171.) 

As  stated  above,  the  ethics  of  our  profes- 
sion, the  force  of  law,  and  religious  convic- 
tions combine  to  compel  us  to  use  every 
means  at  our  command  to  save  the  lives 
of  those  incomplete  and  unfit  people  and 
to  put  forth  every  effort  to  make  them  hap- 
py and  productive  individuals.  But,  is  there 
any  ethical,  legal,  or  moral  reason  that  tells 
us  we  must  let  them  reproduce  more  of  their 
kind,  like  the  family  depicted  in  the  above 
abstract?  Isn’t  it  time  for  us  to  resurrect 
the  tenets  of  the  science  of  eugenics?  We 
maj’  not  be  able  to  enforce  laws  based  on 
scientific  improvement  of  the  race  by  selec- 
tion of  suitable  partnerships  in  marriage, 
but  we  might  be  able  to  stop  the  flood  of 
mentally  and  physically  unfit  who  may  re- 


produce inferior  individuals  at  will.  Per- 
haps we  not  only  owe  our  best  efforts  to 
the  individual,  but  to  society  as  a whole. 

REFERENCES 

1.  Moore,  0.  M.:  Heredity.  Nebraska  Med  J 

10:403-406,  1924. 

2.  Baldwin,  John:  History  of  the  eugenic  move- 

ment. Nebraska  Med  J 47:458  (Aug)  1962. 

3.  H.  Renpenning;  Gerrayd,  J.  W.;  Galeski,  W., 
and  Tabata,  T. : Canad  Med  Ass  J 87:954  (Nov  3) 
1962. 

4.  Zellweger,  Hans:  Genetic  aspects  of  mental 

retardation.  Arch  Int  Med  111:165  (Feb)  1963. 


MEDICINA,  QUO  VADIS? 

A quarter  of  a century  has  passed  since 
Medicine  was  called  upon  to  defend  a basic 
freedom  of  America,  the  freedom  of  private 
enterprise.  That  its  efforts  to  date  have 
been  successful  is  a matter  of  public  rec- 
ord. That  this  principle  shall  continue  to 
prevail  is  a matter  of  imminent  concern. 
One  that  raises  the  question  of  whither 
goest  Medicine?  Medicina,  Quo  Vadis? 

The  beginnings  of  the  struggle  against  the 
threats  of  Socialized  Medicine  are  clouded 
in  the  haze  of  history.  The  euphemistic 
clarion  “Wagner,  Murray,  Dingel  Bill”  has 
faded  away  through  the  corridors  of  political 
palaver  and  falls  meaningless  now  upon  the 
unresponsive  ears  of  the  majority  now  en- 
gaged in  the  private  practice  of  medicine. 

Success  to  date  is  testament  to  the  faith 
of  the  patient  in  his  private  physician;  to  a 
system  of  endeavor  that  has  provided  a 
quality  of  medical  care  the  world  has  never 
known.  This  faith  is  not  blind.  It  is  a 
living,  seeing  faith.  It  is  a faith  merited 
by  the  constant  and  continuing  efforts  of 
the  private  physician  and  by  those  branches 
of  organized  medicine  and  its  allies  which 
have  provided  the  forceful  leadership  neces- 
sary to  preserve  the  free  and  independent 
way  of  American  life. 

The  A1\IA,  Blue  Cross-Blue  Shield,  and 
ADIPAC,  — all  have  contributed  immeasur- 
ably to  the  education  of  patient  and  physi- 
cian alike.  Each  has  endeavored  to  provide 
a practical  solution  to  the  myriad  of  ques- 
tions raised  on  the  personal,  the  economic, 
and  the  political  level.  Each  has  earned  the 


538 


Nebraska  S.  M.  J. 


respect  and  merited  the  support  of  all 
physicians. 

The  attitude  of  those  physicians,  fortun- 
ately few  in  number  but  the  more  conspicu- 
ous because  of  it,  who  withhold  their  com- 
plete support  to  these  organizations  which 
have  done  so  much  for  them  for  so  long,  is 
difficult  to  explain  to  the  citizenry  of  our 
country. 

The  doctor  who  retains  his  membership  in 
the  AM  A only  to  enjoy  hospital  staff  priv- 
ileges, the  one  who  refuses  to  enroll  as  a 
participating  physician  of  Blue  Shield,  the 
physician  who  rejects  the  opportunity  to 
explain  his  own  and  medicine’s  position 
politically  by  refusing  to  join  AMPAC  with 
the  statement:  “I  want  no  part  of  that”  — 
all  beggar  rationalization,  comprehension 
and  explanation. 

It  is  all  the  more  difficult  to  understand 
now.  At  a time  when  the  world  asks: 
“Medicina,  Quo  Vadis?”  For  it  is  esti- 
mated by  students  of  political  science  that 
the  all-out  drive  for  Federal  Medical  Care 
for  the  Aged,  will  come  next  year,  an  elec- 
tion year. 

To  any  intelligent  observer  it  is  apparent 
that  organized  medicine  and  its  allies  in 
private  industry  have  provided  a logical 
answer  to  the  proponents  of  Socialized  Medi- 
cine. Observe  the  gargantuan  growth  of 
private  and  public  plans  over  recent  years 
to  provide  for  the  aged.  At  the  end  of  1962 
the  Health  Insurance  Council  reported  76 
per  cent  of  the  population  — 141  million  per- 
sons — were  covered  by  some  form  of  health 
insurance  and  that  benefits  paid  totaled  more 
than  10  per  cent  over  1961  for  a new  high 
of  seven  billion  dollars.  During  this  same 
period  the  number  of  people  covered  by  the 
Kerr-Mills  program  has  increased  substan- 
tially. 

These  facts  will  have  little  effect  on  those 
who  favor  a compulsory  form  of  health  in- 
surance. They  will  not  influence  in  the 
least  those  physicians  who,  in  despair,  have 
become  Defeatists.  They  will  not  be  more 
inclined  to  support  the  public  policies  of  the 
AMA ; to  become  participating  physicians  of 
Blue  Shield;  or  to  join  AMPAC  in  explain- 


ing medicine’s  views  on  the  most  important 
subject  of  the  day. 

But  these  facts  and  these  organizations 
should  be  of  great  value  to  the  objectively 
oriented  physician.  For  together  they  con- 
tinue to  demonstrate  that  a Federal  Com- 
pulsory Approach  is  an  anemic  answer  for 
the  sound  healthful  condition  of  the  volun- 
tary plans. 

It  is  with  these  facts  and  through  these 
organizations  that  a loud  clear  answer  can 
be  given  to  the  question : Medicina,  Quo 
Vadis?  For  these  facts  provide  a bulwark 
to  the  faith  of  the  patient  in  his  private 
physician.  These  organizations  offer  the  pri- 
vate physician  the  means  of  voicing  his 
opinions  publicly  as  a member  of  the  AMA ; 
the  manner  of  participating  in  the  econom- 
ics of  medical  care  as  a member  of  Blue 
Shield ; and  the  accepted  way  of  voicing 
his  political  ideas  as  a member  of  AMPAC. 

Let  these  facts  and  organizations  answer 
the  question,  “Medicina,  Quo  Vadis?”  with  a 
renewed  pledge  that  medicine  will  continue 
on  its  dedicated  path  of  providing  the  citi- 
zen of  America  and  of  the  World  with  the 
most  excellent  and  progressive  medical  care 
ever  known  to  mankind. 

James  J.  O’Neill,  MD 


LOAN  GUARANTEE  FUND 

Since  the  institution  of  the  Medical  Edu- 
cation Loan  Guarantee  Fund  by  AMA-ERF, 
in  March  1962,  the  total  in  the  Guarantee 
Fund  has  grown  to  $1,453,141,  as  of  June 
30,  1963.  This  amount  will  guarantee  loans 
of  over  $18  million  to  medical  students,  in- 
ternes, and  residents. 

Of  this  amount,  more  than  $15  million 
were  already  extended  for  more  than  8000 
loans  plus  291  in  process.  Sixty-three  per 
cent  of  all  loans  have  been  to  medical  stu- 
dents. As  of  June  30,  the  Guarantee  Fund 
had  been  required  to  repay  principal  and 
interest  on  only  two  loans,  in  default  through 
death. 

Only  seven  per  cent  of  applications  have 
(Continued  on  page  586) 
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Comments  From 
Your  President 


Hearings  on  HR  3920,  the  King-Anderson 
bill,  will  likely  be  in  session  when  you  re- 
ceive this  issue  of  the  JourTial.  It  would  ap- 
pear from  numerous  polls  in  legislative  dis- 
tricts throughout  the  country  that  the  senti- 
ment for  this  type  of  bill  is  losing  popular 
appeal.  However,  we  can  not  rely  on  the 
results  of  these  findings  to  let  down  our 
guard  and  feel  that  the  battle  for  free  choice 
of  medical  care  is  won.  The  Senior  Citi- 
zens Council  is  hard  at  work  in  every  state 
to  encourage  people  to  support  their  type 
of  legislation.  One  of  the  most  reasonable, 
cost-wise,  gimmicks  they  are  using  is  to 
offer  free  ice  water  at  county  fairs!  This 
also  includes  a free  post  card  to  their  legis- 
lator which  is  to  be  completed  in  the  booth 
urging  support  for  Medicare. 

It  is  important,  urgent,  and  vital  to  all 
of  us  to  also  continue  our  work  at  the  local 
level  to  oppose  the  King-Anderson  bill,  and 
other  bills  with  the  same  intent  regardless 
of  their  name. 

We  have  a program  which  is  designed  to 
adequately  educate  the  citizens  in  our  com- 
munities, one  which  is  ethical,  one  which  is 
honest  and,  above  all,  is  full  of  facts  which 
easily  can  be  disseminated.  This  is  “Oper- 
ation Hometown.”  Kits  for  “Operation 
Hometown”  have  been  sent  to  all  of  the 
county  medical  societies  in  Nebraska.  They 
are  spelled  out  in  detail  for  implementation 
in  each  community.  The  kits  can  do  us  no 
good  if  they  are  not  placed  in  the  hands  of 
your  proper  committees. 


Special  thanks  to  the  Women’s  Auxiliary 
Legislative  Committee,  under  the  guidance 
of  Mrs.  Sam  Perry  of  Gothenburg,  for  their 
active  interest  in  this  project.  By  now  all 
of  you  will  have  received  several  issues  of 
“Do  You  Know?”  The  fact  sheets  are  being 
sent  to  your  offices  to  read  and  then  take 
home  to  your  family.  Your  wife  and  chil- 
dren can  be  strong  allies  in  the  battle  for 
freedom  of  choice  in  medical  care  if  they  are 
knowledgable.  This  year’s  topic  for  high 
school  debate  societies  nation-wide  is  “Com- 
pulsory Health  Insurance  — the  Pro’s  and 
Con’s.”  Your  children  will  be  able  to  pre- 
sent facts  to  a large  segment  of  the  group 
who  will  soon  be  taking  over  much  of  the  tax 
load. 

The  tools  for  “Operation  Hometown”  are 
in  your  hands  — persistence  in  a positive 
program,  personal  contacts  and  the  pulse  of 
the  community.  Use  them,  now  — tomor- 
row may  be  too  late. 

R.  F.  SIEVERS, 
President. 


540 


Nebraska  S.  M.  J. 


ARTICLES 


Osteomyelitis  and  Pyarthrosis 


In  CHILDREN  and  INFANTS* 

SUPPURATIVE  bacterial  infec- 
tion in  bones  is  called  osteo- 
myelitis. Infection  in  bone  oc- 
curs in  different  ways : 

First,  the  pathogenic  organisms  may  be 
brought  to  the  bone  through  the  blood  stream 
in  which  case  the  bone  disease  will  be  known 
as  acute  hematogenous  osteomyelitis. 

Second,  the  organisms  may  be  intro- 
duced directly  into  a portion  of  the  bone  by 
disruption  of  the  soft  tissue  covering  the 
skeleton. 

The  third  type  of  osteomyelitis  is  that 
caused  by  direct  extension,  such  as  would 
be  encountered  in  osteomyelitis  of  the  upper 
end  of  the  tibia  caused  by  extension  or 
spread  of  a pyarthrosis  of  a knee  joint. 

Since  the  advent  of  antibiotics  the  clinical 
course,  sequelae,  and  prognoses  of  bone  in- 
fection due  to  bacteria  have  been  greatly 
altered. 

All  types  of  osteomyelitis  are  encountered 
from  infancy,  through  adolescence.  At  this 
time,  we  will  confine  our  discussions  to  acute 
hematogenous  osteomyelitis.  The  highest 
incidence  is  in  children  between  the  ages 
of  one  and  ten  years.  It  occurs  less  often 
in  the  first  year  of  life  but  may  occur  even 
in  the  newborn. 

Acute  hematogenous  osteomyelitis  is  a 
local  manifestation,  in  bone,  of  a bacteremia. 
The  infecting  organism  most  commonly  re- 
covered from  an  acute  hematogenous  osteo- 
myelitis is  Staphylococcus  aureus.  The  next 
in  frequency  is  Staphlococcus  albus  and  then 
streptococcus.  The  initial  focus  of  infec- 
tion may  very  often  be  found  as  a break  in 
the  skin  or  mucous  membrane,  or  during  con- 
valescence from  acute  tonsilitis  or  upper  res- 
piratory infection.  A bacteremia  may  be 
found  in  adults  and  children  alike. 

In  infancy  and  childhood,  which  are  peri- 
ods of  rapid  growth,  the  epiphyseal-meta- 
physeal junctions  are  areas  where  cartilage 
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is  being  converted  to  bone,  a process  which 
requires  a rich  blood  supply.  The  arrange- 
ment of  the  blood  vessels  in  the  metaphyseal 
area  of  growing  bones  is  such  that  it  pre- 
disposes to  the  focalization  of  any  bacteria 
which  may  be  free  in  the  blood  stream.  This 
is  an  ideal  location  for  pathogenic  bacteria 
to  localize  with  resulting  exudation  and  the 
formation  of  an  abscess. 

However,  if  the  local  reaction  is  strong  or 
if  bacteriostatic  agents  are  brought  promptly 
to  the  site  of  the  infection,  the  bacteria  may 
be  rendered  ineffectual  and  the  abscess  mil 
be  promptly  localized. 

Periosteum  covering  the  bones  of  children 
is  loosely  attached  to  the  cortex.  The  loosely 
attached  periosteum  is  stripped  from  the 
cortex  to  an  extent  which  is  dependent  on  the 
pressure  of  the  exudate. 

When  the  abscess  is  permitted  to  persist 
and  extend,  the  periosteum  finally  ruptures 
and  the  pus  decompresses  itself  into  the  soft 
tissue  covering  the  bone.  Exudate  in  the 
cancellous  bone  of  the  metaphysis  soon  forces 
its  way  into  the  epiphyseal  junction  and,  at 
this  point,  soon  extends  itself  through  the 
periosteum. 

Signs  and  Symptoms 

The  signs  and  symptoms  of  acute  hemato- 
genous osteomyelitis  in  infants  under  one 
year  of  age  are  different  from  those  in 
children  from  one  year  to  adolescence. 

In  the  bones  of  infants  there  is  a massive 
pooling  of  blood  in  blind  capillaries  in  the 
zone  of  calcification.  At  the  epihyseal  plate 
the  adjacent  cortical  bone  is  very  thin  and 

♦Given  as  a part  of  the  Infection  Seminar,  May  14,  1963, 
at  the  Ninety-fifth  Annual  Session,  Nebraska  State  Medical 
Association.  Meeting  was  held  at  the  Sheraton-Fontenelle 
Hotel  in  Omaha,  Nebraska. 
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like  paper  mache.  This  anatomic  arrange- 
ment permits  the  early  escape  of  exudate  at 
the  metaphyseal-epiphyseal  junction. 

Fever  is  one  of  the  first  signs,  but  it  may 
not  be  pronounced.  Swelling  of  the  soft  tis- 
sue next  appears,  and  this  is  followed  by 
refusal  on  the  paid  of  the  infant  to  move  the 
extremity. 

At  the  time  the  X ray  reveals  the  lesion, 
the  abscess  has  ruptured  into  the  soft  tissue. 

In  infants  the  most  frequent  localization 
of  osteomyelitis  is  the  upper  end  of  the  fe- 
mur; second  is  the  lower  end  of  the  femur; 
and  third  the  upper  end  of  the  tibia.  Multi- 
ple foci  are  found  more  often  in  the  infant. 

The  commonest  site  of  osteomyelitis  in  the 
child  and  up  to  adolescence  is  the  loicer  end 
of  the  femur,  upper  tibia,  then  upper  end 
of  femur. 

Earliest  symptoms  of  acute  hematogenous 
osteomyelitis  in  patients  over  one  year  of 
age  are  those  of  infection  which  of  course 
will  vary  with  the  virulence  of  the  infecting 
organism  and  the  patient’s  resistance. 

Vomiting,  with  resulting  dehydration  and 
alteration  of  fluid  and  electrolyte  balance  oc- 
curs. Pain  is  an  early  s\Tnptom.  It  is  usual- 
ly constant,  severe,  and  aggravated  by  any 
motion  or  jar. 

There  is  tenderness  to  pressure  or  percus- 
sion especially  noted  on  superficial,  involved 
bones.  The  knee  may  be  held  flexed,  and  the 
hip  may  be  in  a position  of  flexion  and  abduc- 
tion. 

The  white  blood  count  may  be  as  high  as 
25  to  40  thousand  cells  with  a preponderance 
of  polymorphonuclear  cells. 

The  blood  culture  could  be  positive. 
General  Physical 

The  general  physical  examination  should 
be  thorough  and  complete.  Local  examinations 
should  be  stressed.  Observation  and  palpa- 
tion should  be  used.  Percussion  is  of  some 
help.  The  clinical  examination  yields  the 
most  information. 

Laboratory  tests  verify  clinical  findings. 
Complete  blood  study  should  be  made,  and 


a blood  culture  should  be  taken  as  soon  as 
possible.  It  may  be  necessary  to  take  tM'o 
or  three  samples  at  different  times.  Organ- 
isms obtained  in  blood  culture  should  be 
tested  for  sensitivity  to  antibiotics.  Acetone 
in  urine  may  be  found  and  indicates  acidosis. 

It  is  important  to  obtain  X-ray  pictures. 

Any  pain,  in  an  infant  or  child,  accom- 
panied by  tendetmess  in  the  region  of  a bony 
metaphysis,  iv  ith  concomitant  swelling, 
should  be  regarded  as  due  to  acute  hemato- 
genous osteomyelitis  xintil  proven  otherwise. 

Differential 

In  such  instances  we  think  of  scurvy, 
cellulitis,  or  pyogenic  infection.  The  latter 
may  be  secondary  to  an  osteomyelitis  in  the 
adjacent  metaphysis.  Joint  infection  is  most 
often  primary.  A superficial  septic  joint 
can  be  more  easily  detected  than  those  more 
deeply  covered  with  soft  tissue.  Aspiration 
of  the  local  joint  will  solve  the  problem. 
Leukemia  may  present  pain  and  tenderness 
as  may  rheumatic  fever  but  neither  gives 
much  trouble  in  the  differential. 

Treatment 

Treatment  of  acute  osteomyelitis  is  two- 
fold: prophylactic  and  therapeutic.  From 
the  prophylactic  standpoint  the  skin  infec- 
tions and  furuncles  should  be  watched.  Any 
haven  of  pyogenic  bacteria,  such  as  pyelitis 
or  ingrowing  toenail,  should  receive  proper 
care.  It  is  obvious  that  the  treatment  of 
acute  hematogenous  osteomyelitis  is  both 
medical  and  surgical. 

i\Iedical  treatment  should  not  be  persisted 
in  to  the  exclusion  of  surgical  treatment 
when  there  is  evidence  of  pus  under  pres- 
sure in  the  bone  or  soft  tissue. 

The  medical  phase  of  treatment  consists 
of  attention  to  general  condition  of  patient. 
Especially  important  is  the  prompt  institu- 
tion of  high  blood  concentration  of  multiple 
antibiotics  with  the  broadest  possible  anti- 
bacterial spectrum.  As  soon  as  the  specific 
antibiotic  for  the  infecting  organism  has 
been  determined,  a single  antibiotic  may  be 
substituted. 

Transfusions  may  be  indicated,  with  po- 
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tassium,  Vitamin  B,  and  ascorbic  acid  added 
to  the  intravenous  fluids. 

The  invading  organism  is  either  strepto- 
coccus or  staphylococcus  in  95  to  98  per 
cent  of  cases.  Hence  we  use  antibiotics  ef- 
fective against  these  organisms.  An  excel- 
lent combination  would  be  penicillin,  tetracy- 
cline and  oxy tetracycline.  Intravenous  ad- 
ministration is  the  method  of  choice,  and 
tetracycline  is  usually  given  in  amounts  of 
100  milligrams  per  kilo  of  body  weight. 
Penicillin  should  be  administered  every  three 
hours  in  doses  of  300,000-600  thousand  units 
intramuscularly,  in  aqueous  solution.  This  is 
administered  until  a drop  in  fever  and  gen- 
eral improvement  in  the  patient  are  noted. 

Antibiotics  should  he  continued  for  at  least 
three  tveeks  after  the  patient’s  temperature 
is  normal  to  insure  bacteriostasis  in  the 
bony  focus.  If  X rays  show  any  hone  lesion 
antibiotic  therapy  should  be  continued  for  a 
period  of  six  weeks  after  the  temperature  has 
become  normal. 

Any  primary  focus  of  infection  should  be 
assured  prompt  and  adequate  drainage.  If, 
during  the  medical  treatment  of  acute  osteo- 
myelitis, it  is  reasonably  certain  there  is  a 
collection  of  laudable  pus,  drainage  should  be 
promptly  instituted. 

The  operation  must  furnish  adequate 
drainage  and  the  incision  should  be  packed 
with  petrolatum  to  keep  it  open  so  that  it 
can  granulate  from  the  depth  of  the  wound  to 
the  surface. 

When  surgical  drainage  is  done  on  an  acute 
hematogenous  osteomyelitis  the  incision 
should  not  be  closed.  The  periosteum  should 
be  lifted  from  the  cortex  of  the  bone  only 
to  the  degree  that  is  necessary  to  permit  re- 
moval of  enough  cortex  to  insure  adequate 
drainage. 

Immobilization  will  add  comfort  for  the 
patient.  Even  though  pus  is  found  in  the 
soft  tissue  or  immediately  beneath  the  peri- 
osteum a ivindoiv  should  ahvays  be  made 
through  the  cortex  for  drainage  from  the 
medullary  canal. 

Intelligent  application  of  both  medical  and 
surgical  treatment  results  in  the  quickest 


recovery  for  the  patient.  Hence  we  see  that 
the  prognosis  in  the  treatment  of  acute 
hematogenous  osteomyelitis  varies  with  the 
age  of  the  patient,  the  promptness  of  diag- 
nosis and  the  adequacy  of  the  treatment. 

Complications 

Disruption  of  the  hip  joint  with  pathologi- 
cal dislocation  is  also  a relatively  common 
condition  resulting  from  osteomyelitis.  Dis- 
location of  the  hip  does  not  occur  unless  the 
child  is  deprived  of  medical  supervision  and 
treatment  is  delayed. 

Multiple  foci  are  uncommon  when  treat- 
ment is  prompt. 

Facts  of  Interest 

— Coagulase-positive  staphlococci  cause 
over  80  per  cent  of  the  cases  of  acute  osteo- 
myelitis. Group  A streptococcus  is  almost  ex- 
clusively the  cause  of  disease  of  children 
under  the  age  of  two. 

— Appropriate  anti-bacterial  therapy  alone 
results  in  pei*manent  cure  in  over  90  per  cent 
of  patients  with  symptoms  of  bone  involve- 
ment of  less  than  three  days’  duration. 

— For  staphylococcus  infection  penicillin 
G is  the  agent  of  choice. 

— Since  20  per  cent  of  strains  producing 
osteomyelitis  are  now  found  to  be  penicillin 
resistant,  a companion  agent  — predictably 
active  against  penicillin  resistant  strains 
should  be  administered  until  the  penicillin 
sensitivity  of  the  existing  strain  is  estab- 
lished. 

— Sodium  methicillin  would  be  a good 
companion  agent.  It  is  administered  one 
gram  every  four  hours  in  adults,  or  25  milli- 
grams per  kilogram  every  four  hours  in  in- 
fants and  children.  Other  companion  drugs 
would  be  Chloromycetin,  novobiocin  and  ery- 
thromycin. Ninety  per  cent  of  staphylo- 
cocci are  sensitive  to  Chloromycetin.  Van- 
comycin must  be  given  intravenously,  10  mg 
per  kilo,  given  in  200  cc  of  isotonic  sodium 
chloride  solution  over  a period  of  30  to  40 
minutes. 

— Osteomyelitis  caused  by  Group  A strep- 
tococci should  be  treated  with  aqueous  peni- 
cillin in  doses  one  to  six  million  units  daily. 
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Indication  for  Surgical  Therapy 

In  the  presence  of  agonizing  pain  or  in- 
creasing local  tenderness,  decompression  of 
the  marrow  cavity  by  drilling  the  cortex 
should  be  considered.  Surgical  inteiwention 
should  be  conservative. 

At  the  time  of  clinical  diagnosis,  anti- 
bacterial therapy  should  be  instituted  on  the 
basis  of  an  educated  guess  regarding  the 
probable  pathogen. 

Administration  of  potassium  penicillin  G 
in  adequate  doses  and  a companion  antibac- 
terial agent,'^  sodium  methicillin,  is  the  first 
appropriate  step.  Infected  areas  should  be 
promptly  immobilized. 

The  treatment  of  chronic  osteomyelitis 
must  be  individualized. 

Drs.  Green  and  Shannon®  stated  that ; 

a.  Streptococcus  causes  pathologic 
changes  in  infants  under  two  years 
of  age. 

b.  Construction  of  bone  in  infants  being 
characterized  by  large  r cancellous 
spaces,  allows  infection  to  pass  more 
readily  from  the  site  of  origin.  The 
periosteum  is  more  loosely  attached 
and  allows  decompression  to  occur. 
Absorption  of  the  dead  bone  occurs 
more  rapidly  in  infants  than  new  bone 
forms. 

The  therapy  is  based  on  theory  that; 

1.  The  care  of  the  patient  rather  than 
the  osteomyelitis  is  important. 

2.  Early  surgical  intervention  is  not  es- 
sential. 

3.  If  patient  O.K.  and  lesion  located  prior 
to  operation,  operation  might  be  per- 
formed. 

4.  If  operation  not  indicated  by  patient’s 
condition,  the  part  should  be  immobil- 
ized and  supportive  treatment  should 
be  given. 

5.  If  operation  is  done,  it  should  not  be 
extensive. 

6.  Adequate  drainage  of  the  fluctuant 
abscess  in  infants  under  two  years  of 


age,  without  operation  on  the  bone, 
gives  a good  result. 

7.  Packing  the  wound  open  with  petro- 
latum gauze  combined  with  immobili- 
zation in  a plaster  cast  is  a desirable 
method  of  treatment. 

Pyarthrosis 

The  term  pyarthrosis,  or  pyogenic  infec- 
tion of  a joint,  means  the  invasion  of  a joint 
by  pathogenic  bacteria.  Such  infections  rep- 
resent less  than  two  per  cent  of  all  joint 
disease.  The  infection  may  be  hematogenous. 
Such  a mode  of  infection  necessitates  a bac- 
teremia. Direct  extension  of  infection  from 
a suppurative  focus  is  most  often  seen  as  a 
complication  of  osteomyelitis. 

The  bacteria  most  frequently  found  in  a 
suppurative  infection  of  a joint  are  the 
staphlococcus  and  the  streptococcus.  Some 
type  of  these  two  organisms  is  the  cause  of 
95  per  cent  of  pyogenic  joint  infections. 

The  cell  count  of  a nonnal  synovial  fluid 
is  about  100  cells  per  cubic  centimeter,  of 
which  about  five  to  eight  per  cent  are  leuko- 
cytes; but  in  a pyogenic  joint,  the  abnormal 
synovial  fluid  may  contain  over  100,000 
cells  per  cubic  centimeter  and  90  per  cent 
of  these  cells  may  be  polymorphonuclear 
leukocytes. 

As  leukocytes  disintegrate,  they  liberate 
a proteolytic  enzyme  which  digests  the  ar- 
ticular cartilage  with  the  joint.  If  the  in- 
flammatory process  subsides  quickly,  the  de- 
struction of  articular  cartilage  may  be  super- 
ficial and  recovery  may  occur  with  negligible 
impairment  of  joint  function. 

The  symptoms  associated  with  pyarthrosis 
are  the  general  symptoms  of  infection  and 
the  local  symptoms  of  the  joint  involved, 
klalaise  is  a general  rule. 

The  early  signs  of  a joint  infection  are: 
first,  tenderness  to  palpation  in  the  joint 
line;  and  second,  restriction  of  normal  mo- 
tion. Joints  will  assume  certain  predictable 
positions  when  so  infected.  Generally,  how- 
ever, the  symptoms  and  signs  are  less  pro- 
nounced in  infants. 

Always  rule  out  recent  illness  as  an 
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etiological  factor.  Compare  the  range  of 
motion  present  in  the  involved  joint  with 
that  of  a similar  uninvolved  joint. 

A blood  culture  should  be  made  before 
antibiotic  therapy  is  instituted.  The  X-ray 
examination  is  of  value  to  exclude  the  pos- 
sibility of  a focus  of  osteomyelitis  or  incom- 
plete fracture.  Aspiration  of  a joint  is  a 
simple  procedure,  and  can  be  done  with  the 
patient  under  sedation  and  local  infiltration 
anesthesia.  Normal  synovial  fluid  is  sterile. 

Any  acute  pain,  accompanied  by  signs  of 
infection,  occurring  in  a joint  or  developing 
during  or  proximate  to  an  acute  infectious 
disease,  should  call  to  mind  the  possibility 
of  acute  suppuration  in  the  joint. 

In  sites  about  the  knee,  the  area  of  bone 
tenderness  is  juxta-epiphyseal,  not  in  the 
joint  line.  From  a differential  standpoint, 
we  keep  in  mind  cellulitis,  rheumatoid  ar- 
thritis, gout,  hemophilia,  scuiwy,  tubercu- 
lous infections  and  traumatic  effusion. 

The  treatment  of  a pyogenic  infection  of 
a joint  requires  the  general  treatment  of 
the  patient  and  the  local  treatment  of  the 
infected  joint.  High  blood  concentration  of 
multiple  antibiotics  with  the  broadest  pos- 
sible antibacterial  spectrum  should  be  start- 
ed promptly  after  the  diagnosis  is  made. 

An  aqueous  preparation  of  penicillin  may 
be  administered  intramuscularly  in  doses  of 
from  300,000  to  600,000  units  every  three  or 
four  hours.  Tetracycline  and  oxytetracy- 
cline  given  by  mouth  or  intravenous  drip  in 
amounts  equivalent  to  100  milligrams  each, 
per  kilo  of  body  weight  for  24  to  48  hours 
will  give  broad  spectrum  coverage.  Chloro- 
mycetin, erythromycetin,  novabiocin  and 
others  used  as  indicated  are  effective  com- 
panion drugs.  As  soon  as  the  invading  or- 
ganism has  been  identified,  a single  specific 
antibiotic  may  be  substituted  for  the  multiple 
drug  therapy.  Local  treatment  of  the  infect- 
ed joint  strives  to  rid  the  joint  of  all  ac- 
cumulation of  pathological  synovial  fluid 
with  a high  leukocyte  count.  Any  joint 
which,  on  initial  aspiration,  yields  frank, 
thick  pus,  should  be  drained  by  arthrotomy. 
The  arthrotomy  of  each  joint  should  be 
planned  to  give  dependent  drainage. 


Complications 

If  pyogenic  joints  are  to  become  ankylosed, 
special  care  should  be  taken  that  they  be- 
come ankylosed  in  a functional  position. 

The  joint  which  has  been  punctured  by  a 
foreign  body  should  be  treated  by  rest  and 
immediate  institution  of  high  blood  concen- 
tration of  multiple  broad  spectrum  anti- 
biotics. 

A joint  which  has  been  opened  traumatical- 
ly  to  the  outside  world  should  be  treated  as 
a compound  fracture.  If  closure  is  contra- 
indicated because  of  contamination,  petro- 
latum gauze  is  placed  in  the  soft  tissue  cover- 
ing the  joint  and  the  open  wound  is  allowed 
to  granulate  to  the  surface.  Drains  should 
not  be  inserted  between  the  articular  ends 
of  the  bones. 

The  outcome  of  a pyogenic  infection  of  a 
joint  varies  with  the  age  of  incidence,  the 
mode  of  infection,  the  joint  involved,  and  the 
promptness  of  adequate  treatment. 

Mortality  is  highest  in  infants  — (5%). 
In  infants  and  in  young  children  growth  dis- 
turbance may  follow  a joint  infection. 

Infection  of  the  hip  joint  may  be  compli- 
cated by  spontaneous  pathological  dislocation 
of  the  femoral  head.  An  infected  joint  which 
is  secondary  to  an  adjacent  osteomyelitis  has 
a poorer  prognosis  for  loss  of  motion,  and 
growth  disturbance  and  deformity  than  the 
joint  which  becomes  infected  from  a bac- 
teremia. 

In  conclusion,  one  must  emphasize  the  im- 
portance of  earliness  both  in  the  diagnosis 
and  subsequent  treatment. 

To  be  able  to  treat,  one  must  first  diagnose 
and  to  diagnose,  one  must  first  be  aware  of 
the  possibility  of  the  disease. 
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If  thou  workest  at  that  which  is  before  thee,  following  right 
reason  seriously,  vigorously,  calmly,  without  allowing  anything  else 
to  distract  thee,  but  keeping  thy  divine  part  pure,  as  if  thou 
shouldst  be  bound  to  give  it  back  immediately;  if  thou  boldest  to 
this,  expecting  nothing,  but  satisfied  with  thy  present  activity  ac- 
cording to  nature,  and  with  heroic  truth  in  every  word  and  sound 
which  thou  utterest,  thou  wilt  live  happy,  and  there  is  no  man 
who  is  able  to  prevent  this.  (The  Meditations  of  Marcus  Aurelius, 
III,  12). 
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Solid  Abdominal  Tumors 

In  CHILDHOOD* 


A palpable  mass  which  does  not 
transilluminate  is  the  most 
common  presenting  complaint 
of  an  abdominal  neoplasm  in  children.  The 
maxim  that  “every  solid  mass  in  an  infant 
or  child  should  be  considered  malignant 
until  histologically  proven  otherwise”  fre- 
quently has  been  stressed.  The  discovery 
of  a mass  necessitates  an  immediate  and 
thorough  investigation  in  order  to  estab- 
lish the  diagnosis.  Although  cancer  in 
childhood  accounts  for  only  0.5  per  cent  of 
all  malignant  disease,  it  does  cause  15  to 
20  per  cent  of  all  deaths  in  children  between 
the  ages  of  one  and  fourteen  years. 

During  the  ten  year  period  (1952  to 
1962),  22  children  with  solid  abdominal  tu- 
mors were  seen  at  the  Childrens  Memoi  ial 
Hospital  in  Omaha,  Nebraska  (table  1).  Of 
these,  15  were  retroperitoneal,  the  other 
seven  were  within  the  peritoneal  cavity. 
Wilms’  tumor  was  the  most  common  and 
neuroblastoma  the  second  most  common 
retroperitoneal  tumor.  One  benign  renal 
leiomyoma  and  one  retroperitoneal  fibio- 
sarcoma  were  found.  Of  the  intraperitoneal 
tumors,  those  of  the  ovary  were  the  most 
common.  There  were  five  benign  ovaiian 
teratomas  and  one  granulosa  cell  tumor.  The 
other  intraperitoneal  tumor  was  a hepatoma. 

The  age  distribution  of  these  children 
parallels  that  of  other  cases  reported  in  the 
literature.'*' Seventy-five  per  cent  of  the 


TABLE  1 

SOLID  ABDOMINAL  TUMORS  AT  THE 
CHILDRENS  HOSPITAL  (1952-1962), 
OMAHA,  NEBRASKA 

RETROPERITONEAL  

Wilms’  8 

Neuroblastoma 5 

Renal  liomyoma 1 

Fibrosarcoma 1 

INTRAPERITONEAL 

Ovarian  6 

Hepatoma  1 

TOTAL  
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Wilms’  tumors  occuiwed  in  children  less 
than  two  years  of  age.  The  average  age  ol 
diagnosis  of  neuroblastoma  was  thiee  to 
four  years  and  of  the  ovarian  tumors  eight 
to  nine  years  (table  2). 

TABLE  2 

AGE  OF  CHILDREN  WITH  SOLID 
ABDOMINAL  TUMORS 


Wilms’  1-2  y®ai's 

Neuroblastoma years 

Ovarian  Tumors years 


In  those  children  with  retroperitoneal  tu- 
mors, the  most  common  presenting  sign  was 
an  abdominal  mass  which  was  usually  dis- 
covered by  the  child’s  mother.  Pain  was  a 
vague  and  unreliable  symptom,  although 
it  may  be  prominent  when  spontaneous  lup- 
ture  of  the  tumor  occurs. 

General  manifestations  in  patients  with 
retroperitoneal  tumors  include  malaise, 
anorexia,  weight  loss  and  fever.  Hyperten- 
sion has  been  reported  to  be  commonly  as- 
sociated with  Wilms’  tumors,  less  frequently 
with  neuroblastomas.** 

Wilms’  Tumor  (Nephroblastoma) 

Although  cases  have  been  reported  in  the 

’Partially  supported  by  the  Eugene  C.  Eppley  Institute 
for  Research  in  Cancer  and  Allied  Diseases. 
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newborn/®  the  average  age  at  the  time  of 
diagnosis  of  this  tumor  is  about  three  years. 
Distant  metastasis  are  present  in  about  one- 
third  of  the  reported  cases  when  the  diag- 
nosis is  first  made.  These  tumors  occur 
with  equal  frequency  in  both  sexes  and  each 
kidney  is  equally  involved.  About  two  per 
cent  are  bilateral.'^  Unlike  renal  tumors  in 
adults,  urinary  symptoms  are  uncommon. 
Flank  pain  and  hematuria  have  been  noted 
in  15  to  20  per  cent  of  the  reported  cases 
and  are  considered  poor  prognostic  signs.” 

Grossly,  this  tumor  is  usually  smoothly 
encapsulated  and  characteristically  does  not 
cross  the  midline.  On  section,  the  tissue  is 
a fleshjq  yellow-to-white  color.  Fibrous 
bands  separate  the  tumor  into  sections. 
Wilms’  tumors  have  a tendency  toward  early 
invasion  into  the  venous  drainage.  This  is 
a strong  argument  for  the  rule  against  un- 
necessary palpation  and  manipulation  of  a 
suspicious  abdominal  mass. 

Neuroblastoma  (Sympathicoblastoma) 

The  adrenal  gland  is  the  most  common 
site  of  origin  of  this  retroperitoneal  tumor, 
although  it  maj’  arise  anywhere  in  the  sym- 
pathetic nervous  system.  Grossly,  neuro- 
blastomas are  often  of  considerable  size  and 
may  cross  the  midline.  The  external  surface 
is  nodular  and  firm.  It  is  highly  invasive 
and  readily  infiltrates  the  surrounding  tis- 
sue. The  capsule  is  often  invaded  by  the 
tumor,  making  it  impossible  to  remove  the 
malignancy  en-bloc.  On  cut  sections,  the 
tumor  frequently  shows  areas  of  hemor- 
rhage and  necrosis.  Histologically,  the  cells 
may  show  any  degree  of  differentiation. 

Clinically,  children  with  neuroblastoma 
may  be  asymptomatic,  although  constitution- 
al disturbances  such  as  fever,  anemia,  vom- 
iting, and  general  malaise  are  more  common- 
ly present  than  with  Wilms’  tumors.  There 
is  no  sex  predilection  for  neuroblastoma  and 
it  occurs  on  both  sides  with  equal  frequency. 
Distant  metastasis,  usually  to  the  long  bones, 
are  present  in  60  to  70  per  cent  of  the  cases 
when  first  diagnosed. ® Metastasis  to  the 
long  bones  producing  leg  pain  and  limp  or 
to  the  retro-orbital  tissue  producing  peri- 
orbital ecchymosis  are  common. 


Diagnosis  of  Retroperitoneal  Tumors 

Diagnostic  maneuvers  should  be  done  with 
the  least  amount  of  manipulation  and  delay 
when  an  abdominal  neoplasm  is  suspected. 
Vigorous  palpation  of  the  mass  should  be 
carefully  avoided. 

Transillumination  of  the  abdomen  with  a 
strong  light  source  in  a darkened  room  vdll 
often  distinguish  a solid  from  a benign  cystic 
lesion. 

Roentgenographic  studies  are  the  most 
valuable  diagnostic  tools  available  for  the 
suspected  retroperitoneal  neoplasm.  Plain 
films  of  the  abdomen  may  show  displace- 
ment of  the  bowel  by  a mass.  Calcification 
occurs  in  about  50  per  cent  of  the  neuroblas- 
tomas and  15  per  cent  of  the  Wilms’  tumors. 
In  the  former,  this  calcification  is  finely 
stippled,  in  contrast  to  the  dense  concentric 
rings  of  calcium  which  may  occur  in  Wilms’ 
tumors. 

The  intravenous  pyelographic  study  is  an 
important  diagnostic  procedure.  Besides 
localizing  the  mass,  it  demonstrates  the  pres- 
ence of  a kidney  on  the  opposite  side  and 
evaluates  its  function.  Wilms’  tumors 
characteristically  produce  an  intrarenal  mass 
which  distorts  the  renal  pelvis  and  calices. 
Neuroblastomas  produce  an  extrarenal  de- 
formity which  displaces  the  kidney  down- 
ward and  anteriorly.  The  function  of  the 
kidney  is  usually  well  preseiwed  except  when 
the  main  renal  vein  has  been  occluded  by 
tumor  growth.  If  no  function  is  noted  in 
the  kidney,  one  also  should  consider  con- 
genitally polycystic  or  hydronephrotic  kid- 
neys or  renal  vein  thrombosis. 

The  inferior  vena  cavagram  has  been 
found  to  be  helpful  in  the  preoperative 
evaluation  of  the  retroperitoneal  tumors  and 
in  hepatoblastomas. This  test  is  performed 
with  the  same  dye  that  is  used  for  the  intra- 
venous pyelogram  except  that  the  dye  is  in- 
jected into  the  greater  saphenous  vein  at  the 
ankle.  In  general,  if  the  infeidor  vena  cava 
is  obstructed,  the  tumor  has  probably  ex- 
tended around  the  aorta  and  inferior  vena 
cava,  making  an  en-bloc  resection  impos- 
sible. If  adequate  visualization  of  both  kid- 
neys is  obtained  by  intravenous  urography, 
retrograde  investigation  and  cystoscopy  are 
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not  necessary  and  may  actually  be  contra- 
indicated because  of  the  additional  manipula- 
tion and  delay  in  definitive  treatment. 

Since  both  the  Wilms’  tumors  and  neuro- 
blastomas have  commonly  already  spread  to 
distant  sites  when  the  tumor  is  first  discov- 
ered, a search  for  metastasis  should  be  made 
preoperatively.  These  studies  should  include 
roentgenograms  of  the  chest,  skull  and  long 
bones,  and  bone  marrow  aspiration.  Vanil- 
mandelic  acid  (VMA)  excretion  has  been 
found  to  be  increased  in  the  urine  of  patients 
with  neuroblastoma. 12.  No  determination 

of  this  substance  was  made  on  any  of  these 
patients;  however,  the  determination  of  the 
VMA  before  operation  may  be  of  value  in 
the  postoperative  follow  - up.  Recurrences 
and  metastases  can  sometimes  be  detected  be- 
fore they  are  clinically  obvious,  by  an  eleva- 
tion of  this  excretion-product  in  the  urine 
after  resection  of  the  primary  tumor. 

Intraperitoneal  Tumors 

Of  the  six  ovarian  tumors,  five  were  be- 
nign teratomas  and  one  was  a granulosa 
cell  tumor.  Teratomas  usually  replace  the 
entire  ovary  and  may  reach  a large  size  with- 
out causing  symptoms.  On  cross  section, 
most  of  these  tumors  have  cystic  spaces 
which  are  filled  with  sebaceous  material  or 
desquamated  epithelial  structures  such  as 
hair.  Bone  fragments  or  teeth  in  the  tumor 
can  be  seen  as  calcium  densities  on  the  roent- 
genogram in  about  50  per  cent  of  the  cases. 

The  symptom  which  usually  brings  the 
child  to  the  physician  is  crampy  lower  ab- 
dominal pain  associated  with  torsion  of  the 
ovary  on  its  pedicle.  This  may  be  accom- 
panied by  fever,  gastrointestinal  symptoms, 
and  leukocytosis.  A palpable  pelvic  mass 
was  present  in  each  of  the  patients  in  this 
series.  Roentgenographic  studies  confirmed 
the  pelvic  mass  but  calcium  was  seen  in  only 
one. 

The  treatment  of  these  tumors  is  removal 
of  the  affected  ovary  by  operation.  Bilateral 
ovarian  teratomas  in  children  are  rare.® 

The  granulosa  cell  tumor  in  this  series  oc- 
curred in  a five-and-one-half  year  old  girl 
who  presented  with  sexual  precocity  and  a 
palpable  lower  abdominal  mass.  Gross^®  has 


stressed  that  an  abdominal  mass  is  palpable 
in  all  cases  of  granulosa  cell  tumor  in  which 
precocious  puberty  is  a symptom.  The 
treatment  of  these  tumors  is  removal  by  op- 
eration. They  have  a tendency  to  metasta- 
size or  reoccur,  sometimes  five  or  more  years 
after  removal  of  the  primary. 

Hepatoblastomas  are  rare  tumors  in  in- 
fants and  children  and  are  highly  malignant. 
Resection  of  the  tumor  should  be  attempted, 
even  though  the  reported  results  are  poor.^’  ® 

Therapy 

Different  methods  of  therapy  have  been 
advocated  from  time  to  time  for  the  retro- 
peritoneal tumors  of  childhood.  The  best 
results  have  been  obtained  by  urgent  radical 
excision  of  the  tumor  followed  by  postopera- 
tive radiation.  The  importance  of  using  a 
transabdominal  approach  was  stressed  by 
Ladd.i®  The  extent  of  the  tumor  should  be 
marked  with  silver  clips  to  aid  in  accurately 
directing  postoperative  roentgen  therapy. 
Koopi^  feels  that  resection  of  the  primary 
tumor  should  be  attempted  even  when  dis- 
tant metastases  are  present. 

Chemotherapy  as  an  adjunct  to  the  treat- 
ment of  metastatic  Wilms’  tumor  and  neuro- 
blastoma is  well  documented.®’  22  The  ac- 
tinomycins  have  been  shown  to  have  a syner- 
gistic as  well  as  a potentiating  action  to  ra- 
diation therapy.  Tan22  noted  tumor  regres- 
sion after  actinomycin  in  14  of  31  children 
with  Wilms’  tumor.  Farber®  suggested  the 
use  of  actinomycin  D to  prevent  metastasis 
from  Wilms’  tumor.  He  used  this  drug  with 
local  radiotherapy  at  the  time  of  operation 
for  all  patients  with  Wilms’  tumor  even 
when  no  evidence  of  metastasis  was  demon- 
strated. Cyclophosphamide  (Cytoxan)  has 
been  used  successfully  in  cases  of  neuroblas- 
toma with  metastases  or  recurrences. 

Vitamin  Bj^,  as  advocated  by  Bodian2  ap- 
pears to  have  produced  remissions  in  some 
patients  under  one  year  of  age  with  neuro- 
blastoma. The  experience  of  others  with 
this  drug  has  not  been  as  encouraging,  how- 
ever.® 

The  prognosis  is  better  in  younger  in- 
fants for  all  retroperitoneal  tumors  regard- 
less of  the  therapy  employed.  Recently 
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Hastings"  reported  91  cases  of  Wilms’  tu- 
mor of  which  there  were  34  survivors  for 
one  year  or  longer.  Of  67  patients  with 
neuroblastoma,  only  ten  were  alive  one  year 
after  resection. 

Resection  of  metastatic  pulmonary  lesions 
in  Wilms’  tumor  has  shown  some  promise  of 
success.  Richardson^o  reported  that  four  of 
17  patients  who  were  resected  have  sur- 
vived more  than  five  years. 

Summary 

Twenty-two  solid  abdominal  tumors  in 
children  have  been  reviewed.  These  patients 
were  seen  at  the  Childrens  Memorial  Hos- 
pital in  Omaha,  Nebraska,  over  the  ten-year 
period  from  1952  to  1962.  The  most  fre- 
quently encountered  tumor  was  Wilms’  tumor. 
Ovarian  tumors  were  the  most  common  in- 
traperitoneal  masses.  Historically,  an  ab- 
dominal mass  was  the  most  common  present- 
ing complaint  in  the  retroperitoneal  tumors. 
Crampy  lower  abdominal  pain  was  the  pre- 
senting complaint  in  the  ovarian  tumors. 
Physical  examination  confirmed  the  mass  in 
each  of  these  cases. 

Solid  abdominal  tumors  in  children  are 
frequently  malignant.  Excessive  palpation 
and  manipulation  should  be  avoided.  The 
intravenous  pyelogram,  chest  film,  bone 
survey,  and  inferior  vena-cavagram  are  help- 
ful diagnostic  procedures.  Bone  marrow  ex- 
amination should  be  done  if  neuroblastoma 
is  suspected. 

Total  resection  of  the  tumor  is  the  treat- 
ment of  choice.  If  the  tumor  is  a neuro- 
blastoma or  Wilms’  tumor,  postoperative 
radiation  and  chemotherapy  may  increase 
the  survival. 
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upper  thoracic  vertebrae  when  the  mediastinal  area  is  occupied  by 
a tumor,  enlarged  tracheo-bronchial  glands,  or  other  solid  mass. 
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Congenital 

Anomalies 

ASSOCIATED  WITH 

Mental  Retardation 


The  purpose  of  this  paper  is  to 
focus  attention  on  the  associated 
congenital  malformations  in  in- 
fants and  children  who  are  mentally  retard- 
ed. During  the  past  four  years,  the  Mental 
Retardation  Project*  at  the  Nebraska  Psy- 
chiatric Institute  has  been  evaluating  in- 
fants and  children,  six  years  and  under,  re- 
ferred for  mental  retardation,  using  the 
multidiscipline  approach.  Each  child  seen  at 
the  Mental  Retardation  Project  is  evaluated 
by  a team  consisting  of  a pediatrician,  psy- 
chiatrist, neurologist  and  psychologist,  and  a 
social  worker.  Routine  laboratory  tests  in- 
clude a complete  blood  count,  urine  analysis, 
blood  serology,  X rays  of  skull,  chest,  pelvis 
and  wrist,  and  an  electroencephalogram. 
Clinical  impressions  of  these  children  re- 
vealed a seemingly  higher  incidence  of  con- 
genital malformation  than  would  be  found 
in  a normal  group  of  children.  In  the  sum- 
mer of  1962,  a Medical  Student  Fellowship 
was  made  available  to  review  the  records 
to  ascertain  the  incidence  and  variety  of  con- 
genital malformation  seen  in  the  Mental 
Retardation  Project  from  July  11,  1958, 
through  June  30,  1962,  a total  of  420  pa- 
tients. 

A congenital  defect  is  defined  as  given  by 
the  National  Foundation  as  “A  structural  or 
metabolic  disorder  present  at  birth  whether 
genetically  determined  or  as  a result  of  en- 
vironmental interference  during  embryonic 
or  foetal  life.” 

While  much  has  been  written  on  various 
classifications  of  congenital  malfonnations, 

*Mental  Health  Project  Grant  OM-162(C5),  National  Institute 
of  Mental  Health. 


MATILDA  S.  McINTIRE,  MD 
Assistant  Research  Professor 
Department  of  Neurology  and  Psychicrtry 
University  of  Nebraska 
College  of  Medicine 

and 

MR.  HENRY  Q.  ADAMS 
National  Institute  of  Mental  Health, 

ID  ZM-5922-CIO 

Student  Stipend  Undergraduate  Training 

we  have  found  the  classification  of  Arey^ 
from  the  standpoint  of  their  primordial  de- 
velopment to  be  the  simplest  and  most  logi- 
cal. There  are  five  ways  birth  anomalies 
may  develop.  First,  agenesis  or  develop- 
mental failure.  Here  the  anlage  of  the  pri- 
mordium  fails  to  appear,  or  if  it  does  appear, 
it  may  not  develop  to  a significant  degree, 
such  as  anencephaly.  Second,  developmental 
arrest,  such  as  cleft  palate  or  imperforate 
anus.  Third,  exaggerated  growth  or  in- 
crease in  the  number  of  body  parts  such  as 
accessory  digits.  Fourth,  displacement  or 
abnormal  location  in  the  body  of  various  or- 
gans or  parts  such  as  transposed  viscera  or 
dextrocardia.  Fifth,  abnormal  fusion  or 
splitting  of  parts  as  seen  in  the  horseshoe 
kidney  or  cleft  ureter. 

The  incidence  of  congenital  malformations 
in  McIntosh’s^  study  of  5739  deliveries  where 
the  fetus  weighed  more  than  500  gm,  was 
7.5  per  cent.  The  National  Foundation  fig- 
ures indicate  an  incidence  of  congenital  mal- 
formations of  1 in  16  or  6 per  cent.  Illing- 
worth^ reported  the  incidence  of  congenital 
malformations  in  a group  of  800  children 
with  mental  retardation  and  cerebral  palsy. 
The  incidence  of  congenital  malformation  in 
the  mentally  retarded  was  26.4  per  cent  and 
6.8  per  cent  in  the  cerebral  palsy  group. 

In  our  analysis,  all  congenital  malforma- 
tions were  included.  The  420  patients  seen 
on  the  Mental  Retardation  Project  were 
analyzed  for  the  incidence  of  all  congenital 
malformations  including  the  brain,  for  those 
other  than  the  brain,  by  body  location,  by 
body  systems  involved,  and,  lastly,  accord- 
ing to  maternal  age  and  birth  order. 
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TABLE  1 

FREQUENCY  OF  DIAGNOSES  IN  420 
MENTAL  RETARDATION 
CASES 


Table  1 shows  the  frequency  of  diagnosis 
in  these  420  patients.  Mongolism  and  con- 
vulsive syndromes  were  the  two  most  com- 
monly seen. 


Diagrnosis 

Number 

Per  Gent 

Mongolism 

Congenital  Brain  Syndrome 

. 59 

12.6 

Convulsive 

Congenital  Cerebral  Malform- 

. 58 

12.4 

ations 

. 34 

7.3 

Hydrocephalus 

Birth  Trauma  including 

. 32 

6.8 

Anoxia 

Adjustment  Reaction  of  Child- 

. 32 

6.8 

hood  _ 

. 30 

6.4 

Microcephalus 

Special  Symptom  Reaction 

. 26 

5.6 

Speech 

17 

3.6 

Idiopathic  Mental  Retardation. 
Encephalopathy  from  Post- 

16 

3.4 

natal  Infection 

. 14 

3.0 

Cerebral  Palsy 

. 14 

3.0 

Diagnosis  deferred 
Congenital  Brain  Snydrome 
associated  with  Prenatal 

14 

3.0 

Infections 

13 

2.8 

Craniostenosis 
Congenital  Brain  Syndrome 
associated  with  Spastic 

12 

2.6 

Diplegia 

Normal  — no  Mental  Re- 

11 

2.4 

tardation 

Cultural  Familial  Mental 

10 

2.1 

Retardation 

Congenital  Brain  Syndrome 
associated  with  Metabolic 

10 

2.1 

Disorder 

10 

2.1 

Toxoplasmosis 

5 

1.1 

Kernictei’us 

5 

1.1 

Brain  Damage 

5 

1.1 

Choreoathetosis 

4 

.9 

Apert-Park-Powers  Syndrome. 
Passive-Agressive  Per- 

3 

.6 

sonality 

3 

.6 

Psvchotic  Reaction 

3 

.6 

.Autism 

Congenital  Brain  Syndrome 
associated  with  Congenital 

3 

.6 

Hemiplegia 

2 

.4 

Von  Recklinghausen’s  Disease  _ 

2 

.4 

Prematui'e  Encephalopathy 

2 

.4 

Ataxia  Telangiectasia 
Congenital  Brain  Syndrome 

_ 2 

.4 

Hemiplegia 

Multiple  Congenital  Defects 
with  Marked  Motor 

2 

.4 

Retardation 

2 

.4 

Sturge-Weber  Syndrome 

1 

.2 

Retrolental  Fibroplasia 

1 

.2 

Cystic  Hvgroma  of  the  Neck 

1 

.2 

Congenital  Dislocated  Hip 

1 

.2 

Radiational  Birth  Trauma 

Mental  Retardation  from 

1 

.2 

Toxema  ot  Pregnancy 

1 

.2 

Congenital  Hypothyroidism 

Hypsarrhythmia  Cerebral 

1 

.2 

Degeneration 

Perceptual  Disorder,  Cere- 

1 

.2 

bral  Dysfunction 

1 

.2 

Legg-Perths  Disease 

1 

.2 

Subdural  Hematoma 
Encephalopathy  due  to  Lead 

1 

.2 

Poisoning  _ 

1 

.2 

Post-Maturity  Syndrome 

1 

.2 

A total  of  468  diagnoses  were  made.  There 
were  10  normal  children  (2.1%)  in  this 
series  and  these  children  showed  no  evidence 
of  congenital  malformations.  The  first  five 
groups,  i.e.,  mongolism,  congenital  brain 
syndrome  — convulsive,  congenital  cerebral 
malformation,  hydrocephalus,  and  birth 
trauma  including  anoxia,  account  for  45.9 
per  cent  of  the  total  diagnoses. 

Table  2 shows  the  frequency  of  all  con- 
genital malformations  including  the  brain 
was  55.2  per  cent.  Table  3 shows  the  sex 
distribution  in  the  total  patient  group  and 
the  malformed  group.  Fifty-one  and  three 
tenths  per  cent  of  the  malformed  were  males 
and  48.7  per  cent  were  females. 

Table  4 shows  the  incidence  of  congenital 
anomalies  other  than  those  involving  the 
brain  as  to  single  or  multiple  anomalies. 

Excluding  the  brain,  45  per  cent  of  the  420 
cases  showed  no  congenital  anomalies,  21.4 
per  cent  had  one  anomaly,  33.5  per  cent  had 
multiple  anomalies  or  a total  of  54.9  per 
cent  with  anomalies.  Mongolism  was  clas- 
sified as  multiple,  number  not  specified. 

Table  5 shows  the  incidence  of  congenital 
anomalies  with  the  age  of  the  mother  and 
birth  order.  Three  hundred  and  sixty-six 
cases  in  the  total  study  of  420  records  were 
used  in  this  analysis.  One  hundred  and  fifty- 
four  records  were  incomplete  in  regard  to 
birth  order.  The  incidence  of  congenital 
anomalies  was  highest  for  those  mothers 
over  thirty  years  of  age  having  their  third 
or  more  birth. 

Table  6 shows  the  location  of  the  various 
congenital  anomalies  by  body  location.  Mon- 
golism was  classified  as  involving  the  body 
as  a whole.  The  highest  incidence  of  con- 
genital anomalies  involved  the  head,  32.6 
per  cent,  and  10.7  per  cent  involved  the 
face. 

Table  7 shows  the  incidence  of  congenital 
anomalies  by  body  systems  in  this  series  of 
420  children.  Mongolism  was  classified  un- 
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TABLE  2 


INCIDENCE  OF  ALL  CONGENITAL  ANOMALIES 
BY  RACE*  AND  SEX 

Incidence  of 


MALES 

Total 

Percent  of 
Total 
Patients 

Number 
With  No 
Congenital 
Anomalies 

Number 

With 

Congenital 

Anomalies 

Congenital 
Anomalies  in 
Individual 
Group 

Percentage 
of  Total 
Patients 
Studied 

White 

221 

52.7 

107 

114 

51.6% 

27.1% 

Non-white 

FEMALES 

14 

3.3 

9 

5 

35.7% 

1.2% 

White 

- 166 

39.5 

61 

105 

63.3% 

25.0% 

Non-white 

19 

4.5 

11 

8 

42.1% 

1.9% 

420 

100.0 

188 

232 

55.2% 

•The  sample 
estimates  of 

of  non-white  patients 
percentages.  They  were, 

was  not  of  sufficient 
, however,  included  for 

number  to  give  good 
completeness. 

der  the  body  as  a whole.  Of  the  232  pa- 
tients who  had  a total  of  383  anomalies,  the 
musculoskeletal  system  was  involved  in  33.1 
per  cent,  the  nervous  system  and  special 
senses  involved  21  per  cent,  and  the  skin  and 
appendages  10.6  per  cent.  Although  the  con- 
genital anomaly  might  be  manifested  in  va- 
rious locations  on  the  body,  only  one  body 
system  might  be  involved.  Therefore,  the 
difference  in  final  number  of  anomalies  by 
body  system  and  location  are  not  equal. 

Summary 

1.  The  Clinical  records  of  infants  and 
children  under  6 years  of  age  seen  in 
the  Mental  Retardation  Project  of  the 
Nebraska  Psychiatric  Institute  from 
July  11,  1958,  through  June  30,  1962, 
were  reviewed  for  the  incidence  of 
congenital  malformations. 

TABLE  5 

INCIDENCE  OF  AGE  OF  THE  MOTHER  AND 
ORDER  OF  BIRTH 


Age  of  Mother 
and  Birth  Order 

Total 

No 

Anomalies 

Congenital 

Anomalies 

Per  Cent 

Per  Cent 
of  Total 
Anomalies 

Less  than  30 

268 

128 

140 

52.2 

38.3 

1st  and  2nd  births 

_159 

76 

83 

52.2 

22.7 

3rd  and  higher 

109 

52 

57 

52.3 

15.6 

Greater  than  30 

- 98 

40 

58 

59.2 

15.8 

1st  and  2nd  births 

18 

8 

10 

55.6 

2.7 

3rd  and  higher 

80 

32 

48 

60.0 

13.1 

1st  and  2nd  births, 
all  ages 

177 

84 

93 

52.5 

25.4 

3rd  and  higher, 
all  ages 

189 

84 

105 

55.6 

28.7 

366* 

168 

198 

54.1 

♦Three  hundred  and  sixty-six  cases  in  the  total  study  of  420  Mental  Retarda- 
tion Project  charts  provided  enough  information  to  classify  in  the  table. 
One  hundred  and  fifty-four  cases  were  without  records  adequate  enough 
to  use  in  the  above  study. 


TABLE  3 

SEX  DISTRIBUTION  IN  TOTAL  PATIENT 
GROUP  AND  CONGENITAL 
MALFORMED  GROUP 

Percentage 

Percentage  of 

of  Malformed 

Patients  Patients 


Male  55.9  51.3 

Female  44.1  48.7 


N=420  N=232 

TABLE  4 

CONGENITAL  ANOMALIES  OTHER  THAN 
THE  BRAIN 


Number 

Total 

Per  Cent 

None 

189 

45.1 

Single 

90 

21.4 

Multiple,  number  not 
specified  _ 

122 

29.0 

Multiple,  specific  number 

19 

4.5 

Total 

420 

100.0 
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TABLE  6 

INCIDENCE  OF  CONGENITAL  ANOMALIES 


BY  BODY 

LOCATION 

Location 

Total 

Per  Cent 

Body  as  a whole 

114 

29.8 

Head 

125 

32.6 

Face  _ __ 

41 

10.7 

Thorax  and  neck 

16 

4.2 

Abdomen 

5 

1.3 

Genitalia  and  anal  area 

10 

2.6 

Spine  and  pelvis 

11 

2.9 

Upper  extremities 

13 

3.4 

Hands 

19 

5.0 

Lower  extremities 

17 

4.4 

Feet 

12 

3.1 

Total 

383 

100.0 

TABLE  7 

INCIDENCE  OF  CONGENITAL  ANOMALIES 
BY  BODY  SYSTEMS 


System 

Total 

Per  Cent 

Bodv  as  a whole 

_ 86 

26.9 

Skin  and  appendages 

34 

10.6 

Musculoskeletal 

106 

33.1 

Respiratory 

0 

0 

Cardiovascular 

12 

3.8 

Blood  and  Lvmphatics 

1 

.3 

Gastrointestinal 

1 

.3 

Urogenital  __ 

6 

1.9 

Endocrine 

5 

1.6 

Nervous  System 

35 

10.9 

Special  senses 

34 

10.6 

Total  _ 

320 

100.0 

2.  The  incidence  of  all  congenital  mal- 
formations including  the  brain  was 
55.2  per  cent.  Of  those  with  malfor- 
mations 51.3  per  cent  were  male  and 
48.7  per  cent  were  female. 

3.  Fifty-four  and  nine  tenths  per  cent 
of  these  patients  have  one  or  more 
anomalies  excluding  the  brain. 

4.  Forty-three  per  cent  of  these  ano- 
malies were  on  the  head  or  face. 

5.  The  musculoskeletal  system  was  fre- 
quently involved  — 33  per  cent. 

6.  The  incidence  of  congenital  ano- 
malies with  respect  to  maternal  age 
and  birth  order  was  highest  for  those 
mothers  over  30  years  of  age  having 
their  3rd  or  more  births. 

7.  When  infants  and  children  under  6 
years  of  age  are  presented  for  evalu- 
ation of  mental  retardation  or  intellec- 
tual deficits,  careful  search  and  exam- 
ination should  be  made  for  evidence  of 
congenital  malformations. 
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Sir  Thomas  Brown:  Religio  Medici:  The  Second  Part. 

“IX  ...  I could  be  content  that  we  might  procreate  like  trees, 
without  conjunction,  or  that  there  were  any  way  to  perpetuate 
the  World  without  this  trivial  and  vulgar  way  of  union;  it  is  the 
foolishest  act  a wise  man  commits  in  all  his  life;  nor  is  there 
anything  that  will  more  deject  his  cool’d  imagination,  when  he  shall 
consider  what  an  odd  and  unworthy  piece  of  folly  he  hath  com- 
mitted. I speak  not  in  prejudice,  nor  am  averse  to  that  sweet 
Sex,  but  naturally  amorous  of  all  that  is  beautiful  . . .” 
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Acute  Intestinal  Obstructions 


Requiring  Ileal  Resections  for 
BENIGN  BIZARRE  PATHOSES 

Acute  intestinal  obstructions 
requiring  ileal  resections,  with 
the  exceptions  of  those  due  to 
adhesions  or  external  hernia,  are  rare. 

This  is  a series  of  four  acute  intestinal 
obstructions  requiring  a small  bowel  resec- 
tion, performed  in  a Naval  Hospital*  vdthin 
a four-month  period  of  time. 

The  purpose  of  this  paper  is  to  show  the 
bizarre  pathologic  conditions  that  sometimes 
confront  the  surgeon  in  our  smaller  com- 
munity hospitals. 

In  all  of  the  cases  to  be  presented,  the  cor- 
rect diagnosis  was  made  only  at  operation. 

Case  1 

Admission 

A 19-year-old  white  man  entered  the  hos- 
pital with  the  chief  complaint  of  diarrhea 
for  one  week,  followed  by  a sudden  onset  of 
generalized  abdominal  tenderness,  with  nau- 
sea. There  was  no  previous  surgical  his- 
tory. 

Laboratory  Data: 

Urine  — Normal,  including  porphyrins. 

Blood  — Hemoglobin  13  gm/100  ml. 
Leukocytes,  8400  with  normal  differ- 
ential. Hematocrit,  41%.  Amylase, 
normal. 

X ray  — Flat  film  supine  and  upright, 
negative.  Following  day,  revealed  ob- 
struction of  small  bowel. 

Surgical  Operation 

Intussusception  of  ileum,  with  Meckel’s  di- 
verticulum as  lead  point,  was  found.  Three 
feet  of  ileum  were  resected  and  the  patient 
made  an  uneventful  recovery. 

Comments 

At  no  time  could  a mass  be  palpated,  al- 

*U.  S.  Naval  Construction  Center,  Fort  Hueneme,  California 


JOHN  F.  McLEAY,  MD 
Department  of  Surgery,  Creighton  University 
School  of  Medicine 

Omaha,  Nebraska 


though  almost  three  feet  of  small  intestine 
had  telescoped  within  itself. 

Case  2 
Admission 

A 22-year-old  white  woman  entered  the 
hospital  with  persistent,  steady,  right-lower- 
quadrant  pain  and  vomiting.  Patient  had 
been  hospitalized  the  previous  week  be- 
cause of  right-lower-quadrant  pain  and  va- 
ginal bleeding  following  six  weeks  of 
amenorrhea,  as  a questionable  miscarriage. 
At  that  time  a right  adnexal  mass  was  found 
and  she  was  held  for  observation.  Because  of 
improvement  and  possibility  of  early  gesta- 
tion, no  further  treatment  was  administered. 
There  was  no  history  of  previous  operation. 
Physical  examination  was  negative  except 
for  diffuse  lower  abdominal  tenderness.  Pel- 
vic examination  revealed  a tender  5x5-cm- 
mass  in  right  adnexal  region. 

Hospital  Course 

The  right-lower-quadrant  pain  became  in- 
tensified and  the  patient  was  explored  for 
possible  right  ovarian  cyst  with  twisted  ped- 
icle. 

Laboratory  Data: 

Urine  — NoiTnal. 

Blood  — Hemoglobin  11.4  gm/100  ml. 
Leukocytes,  8600;  Segmented,  58%; 
Lymphocytes,  42%.  Hematocrit,  38%. 

Operation 

The  pelvic  organs  were  normal,  but  an 
eight-inch  segment  of  reduced  ileal  intus- 
susception was  found  in  the  terminal  ileum. 
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The  mesentery  of  the  involved  segment  was 
hemorrhagic  and  contained  large  thickened 
lymph  nodes.  A resection  was  performed, 
and  the  postoperative  course  was  uneventful. 

Comments 

This  5x5-cm-mass  was  palpated  by  two 
gjmecologists  who  performed  the  laparotomy. 
The  author  saw  the  patient  for  the  first  time 
on  the  operating  table. 

Case  3 
Admission 

A 12-year-old  white  boy  entered  the  hos- 
pital after  running  into  and  falling  over  a 
steel  pipe  of  two  inch  diameter  in  the  school 
yard.  Physical  examination  was  negative 
except  for  the  abdomen  which  showed  a 
bruise  two  centimeters  above  the  umbilicus. 

Hospital  Course 

Patient  was  placed  on  observation  and 
after  three  hours  he  developed  signs  of  the 
so-called  “acute  abdomen”  with  most  tender- 
ness in  the  left  upper  quadrant  and  associat- 
ed with  hypoactive  bowel  sounds. 

Laboratory  Data : 

Urine  — Normal. 

Blood  — Leukocytes,  32,050;  Segment- 
ed, 81%;  Band  forms,  2%;  Lympho- 
cjd:es,  17%.  Hematocrit,  37%. 

X ray  — Single  film  supine  and  upright, 
negative. 

A laparotomy  was  perfonned  for  possible 
internal  hemorrhage.  A two  cm  perforation 
of  the  ileum  just  off  the  insertion  of  the 
mesenteiy  was  present.  A small  bowel  re- 
section was  performed  and  the  postoperative 
course  was  uneventful. 

Comments 

Blunt  injuries  to  the  abdomen  should  not 
be  dismissed  lightly.  Theory  of  injury  was 
that  the  steel  pipe  caught  the  ileum  between 
the  abdominal  wall  and  the  spine. 

Case  4 

Admission 

A 32-year-old  white  woman  entered  the 
hospital  because  of  an  acute  onset  of  lower 
abdominal  pain.  There  was  no  history  of 


any  urinary  or  bowel  dysfunction.  One  year 
prior  to  admission,  the  patient  underwent 
tuboplasty  and  uterine  suspension  for  previ- 
ous tubal  ligation.  Since  the  tuboplasty,  the 
menstrual  history  had  been  regular  and  nor- 
mal, and  a salpingogram  six  months  pre- 
viously showed  a patent  right  tube.  Physical 
examination  of  the  abdomen  revealed  diffuse 
tenderness  in  lower  portion.  Pelvic  examin- 
ation revealed  a tender  mass  in  right  ad- 
nexal region  and  a questionable  tender  mass 
in  the  culdesac.  Culdocentesis  aspiration 
showed  five  cc  of  dark  bloody  fluid  which 
failed  to  clot. 

Hospital  Course 

Patient  was  placed  under  observation.  The 
abdomen  became  slightly  distended  and  high- 
pitched  bowel  sounds  were  present. 

Laboratory  Data: 

Urine  — Normal. 

Blood  — Hemoglobin  13.7  gm/lOOml. 
Leukocytes  26,100 ; Segmented  85% ; 
Band  forms  11%;  Lymphocytes  4%; 
Hematocrit  40%. 

X ray  — Evidence  of  obstruction  of 
small  bowel. 

Surgical  Operation 

A resection  of  two  feet  of  the  ileum  was 
necessary  due  to  a strangulated  internal 
hernia  between  the  sigmoid  and  the  plicated 
uterosacral  ligaments.  Postoperative 
course,  uneventful. 

Comments 

The  patent  right  tube,  the  tender  right 
adnexal  mass,  and  the  culdocentesis,  con- 
fused the  issue  for  a short  period  of  time, 
until  a small  bowel  obstruction  became  ap- 
parent. The  small  vent  in  the  peritoneum 
between  the  sigmoid  and  uterosacral  liga- 
ments was  the  site  of  the  internal  hernia. 
The  aspirate  from  culdocentesis  must  have 
been  from  the  lumen  of  the  strangulated 
small  intestine. 

Summary  and  Conclusions 

A series  of  four  cases  of  acute  intestinal 
obstructions  requiring  a small  bowel  resec- 
tion has  been  presented. 

These  cases  represent  less  than  five, per 
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cent  of  the  pathoses  causing  an  acute  intest- 
inal obstruction,  and  yet  they  occurred  in  a 
short  four-months  period  of  time  in  a small 
hospital. 

Three  of  the  cases,  cases  1,  2 and  4,  were 
acute  mechanical  obstruction,  with  traumatic 
injury  (case  3)  to  the  ileum  resulting  in  a 
functional  obstruction.  In  two  of  the  cases, 
cases  2 and  4,  the  intestinal  obstructions 
were  palpated  as  pelvic  masses. 

The  surgeons  in  our  smaller  community 
hospitals  who  perform  the  laparotomies 
must  be  aware  of  the  bizarre  pathologic  en- 
tities that  may  be  encountered. 
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“We  must  explain  to  the  public  why  medicine  costs  so  much. 
People  do  not  want  horse  and  buggy  transportation  and  they  do 
not  want  horse  and  buggy  medicine  either.  We  need  money  if  we 
are  going  to  practice  good  medicine.  How  many  people  realize 
that  across  this  nation,  out  of  every  $100  paid  to  a hospital  for  its 
bill,  more  than  $70  goes  for  labor?  This  $70  includes  the  cost 
of  nurses,  technicians,  people  who  keep  the  hospital  clean,  and  other 
employees  . . . (Edward  Annis,  President-Elect,  A.M.A.) 


October,  1963 


557 


MANAGEMENT  of 


Chronic  Unhealed 
Third  Degree  Burns* 


WHEN  there  is  failure  to  secure 
early  healing  of  third  degree 
burns,  special  problems  arise. 
A case  history  is  presented  which  illustrates 
many  of  these  problems  and  how  they  were 
managed. 

Figure  1 is  a photograph  of  the  patient. 
He  was  burned  in  a truck  accident  in  May 
1959,  and  admitted  to  the  VA  Hospital  in 
St.  Louis  ten  months  later,  in  March  1960. 
He  was  anemic,  mentally  depressed,  and  in 
a poor  state  of  nutrition.  Areas  of  edem- 
atous, pale,  granulation  tissue  covered  50 
per  cent  of  the  scalp,  75  per  cent  of  the  left 
upper  extremity,  60  per  cent  of  the  right 
upper  extremity,  5 per  cent  of  the  trunk 
anteriorly  and  10  per  cent  of  the  trunk 
posteriorlJ^  There  was  less  than  20°  range 
of  motion  in  the  shoulder  and  elbow,  and 
less  than  10°  in  the  wrist  and  finger  joints 
bilaterally.  Both  upper  extremities  were 
totally  useless  to  the  patient.  It  had  been 
recommended  at  another  hospital  that  the 
left  arm  be  amputated  at  the  shoulder. 

Treatment 

Nutrition.  — The  patient  was  placed  on  a 
selective  diet  and  was  able  to  consume  4000 
to  5000  calories  a day.  The  patient’s  wife 
lived  near  the  hospital  and  attended  to  feed- 
ing the  patient.  Her  constant  encourage- 
ment of  the  patient  was  invaluable. 

Psychotherapy.  — Hypnosis  was  given  by 
a psychiatrist.  Subjective  benefits  includ- 
ed improvement  of  morale,  increased  dietary 
intake,  and  decrease  in  discomfort  when 
dressings  were  changed.  It  was  possible  to 
eliminate  the  use  of  narcotics. 

Blood  transfusions.  — Repeated  transfu- 
sions were  required  to  maintain  the  hemo- 
globin at  or  above  12  grams. 

Local  care  of  the  burned  areas.  — Wet 


ROBERT  C.  DONALDSON,  MD 
VA  Hospital 
St.  Louis,  Missouri 


Figure  1 


to  dry  dressings  were  changed  twice  a day 
to  reduce  purulence  of  the  granulating  area 
to  a minimum. 

Excision  of  gianulation  tissue.  — Gran- 
ulation tissue  which  had  been  present  for 
several  months  was  edematous  and  heavily 
infected  with  bacteria.  It  would  not  sup- 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association.  May  2,  1962. 
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Figure  2 


AREA  OF  GRANULATION 
TO  BE  EXCISED 


Figure  3 


REMOVAL  OF 
GRANULATION 
ISSUE 


port  the  growth  of  skin  grafts.  To  obtain 
a satisfactory  area  for  receiving  the  skin 
grafts,  the  chronic  granulation  tissue  had 
to  be  excised.  After  24  to  48  hours,  a thin 
layer  of  red,  healthy,  new  granulation  tissue 
appeared  which  would  support  the  growth 
of  skin  grafts.  An  area  not  over  15  square 
inches  in  size  was  chosen  for  debridement 


as  is  shown  in  figure  2.  A general  anes- 
thetic was  used. 

Figure  3 demonstrates  how  the  gi’anula- 
tion  tissue  may  be  removed  as  an  intact 
layer  by  using  the  handle  of  a knife  blade. 
There  is  a good  cleavage  plane  between  the 
granulation  tissue  and  the  underlying  fi- 
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Figure  4 


brous  tissue  layer.  Bleeding  is  brisk  and 
is  controlled  by  the  immediate  application 
of  a pressure  dressing  consisting  of  Xero- 
form  gauze,  mechanics  waste  and  Kerlex. 
It  is  unnecessary  to  excise  the  dense,  fibrous 
tissue  which  underlies  the  granulation  tis- 
sue. It  undergoes  a remarkable  degree  of 
resolution  after  the  skin  grafts  have  healed. 
Examination  of  the  patient  one  year  later 
revealed  the  grafted  areas  to  be  very  soft 
and  pliable. 

We  were  limited  in  donor  sites  to  the  calf 
of  the  right  leg  because  the  thighs  had  been 
used  for  two  sets  of  grafts  at  another  hos- 
pital. The  grafts  were  taken,  under  local 
anesthesia,  with  the  Brown  electric  derma- 
tome. In  order  to  make  the  most  economical 
use  of  the  available  skin,  we  used  stamp 
grafts  2x3  mm  in  size.  For  any  single 
sheet  of  skin,  the  smaller  in  size  the  stamp 
grafts  are  cut,  the  larger  is  the  area  which 
can  be  covered.  Spaces  between  the  grafts 
are  three  to  five  mm  in  width  (figure  4). 

A gauze  sponge  opened  to  a single  layer 
and  applied  around  the  arm  anchored  the 
stamps  to  the  recipient  sites.  A mild  pres- 
sure dressing  was  applied  and  changed 


twice  a day.  The  open  gauze  anchoring  the 
grafts  in  place  was  not  disturbed  for  four 
or  five  days.  Wet  to  dry  saline  gauze  dress- 
ings were  used  when  needed  to  keep  the 
granulation  tissue  spaces  between  the  grafts 
clean.  Complete  healing  of  each  grafted 
area  occured  within  10  to  14  days. 

Correction  of  joint  contractures.  — Under 
local  anesthesia,  incisions  were  made 
through  the  skin  and  subcutaneous  scar 
about  the  metacarpalphalangeal  joints,  and 
full  thickness  skin  grafts  from  the  abdomen 
were  sutured  in  place  with  000000  silk. 
Bulky  pressure  dressings  were  used.  Prior 
to  grafting,  the  left  hand  was  useless.  Now, 
following  13  full  thickness  grafts,  it  has  re- 
gained more  than  50  per  cent  of  normal  use, 
and  the  thumb  can  be  made  to  oppose  each 
of  the  fingers.  There  is  a good  functional 
grasp  present  in  both  hands.  Another  im- 
portant use  of  full  thickness  grafts  was  to 
replace  the  tender  scar  tissue  over  the  fin- 
ger tips.  Elbow  and  shoulder  contractures 
were  corrected  with  split  thickness  skin 
grafts.  Figures  5 and  6 show  the  patient 
after  complete  healing  and  release  of  some 
contractures.  The  patient  has  regained  use 
of  the  upper  extremities  to  a point  where  he 
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Figure  5 


Figure  6 


can  dress,  feed,  bathe  and  shave  himself 
without  difficulty.  He  can  write,  type, 
drive  his  automobile,  run  his  lawnmower, 
and  so  forth. 

Many  additional  procedures  during  the 
next  two  or  three  years  will  be  required  for 
maximum  rehabilitation.  The  patient  will 
be  hospitalized  only  for  short  periods  of 
time  and  will  spend  most  of  his  time  at  home. 


Summary 

A patient  with  a chronic,  unhealed, 
third  degree  burn  of  the  upper  extremities 
is  described.  Special  techniques  were  used 
for  removing  the  granulation  tissue  and  ap- 
plying skin  grafts.  Complete  healing  oc- 
curred and  the  patient  has  acquired  excellent 
use  of  his  upper  extremities. 


PHAEDO:  DIALOGUES  OF  PLATO 
“Well,  then,  he  (Socrates)  said,  my  conviction  is  that  the  earth 
is  a round  body  in  the  center  of  the  heavens,  but  is  kept  there  and 
prevented  from  falling  or  inclining  any  way  by  the  equability  of 
the  surrounding  heaven  and  by  her  own  equipoise.  For  that  which, 
being  in  equipoise,  is  in  the  center  of  that  which  is  equably  diffused, 
will  not  incline  in  any  way  in  any  degi’ee,  but  will  always  remain  in 
the  same  state  and  not  deviate.” 
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SPECIAL  ARTICLE 


Dateline:  Nebraska 

Venereal  Disease 

and  the 

Private  Physician 

Reported  cases  of  infectious 
syphilis  and  gonorrhea  de- 
clined between  the  peak  years 
of  1947  and  1954,  but  since  1954  the  num- 
ber has  been  showing  a definite  rise  in 
prevalence  and  incidence  in  Nebraska. 

TABLE  1 

INCIDENCE  OF  SYPHILIS  (by  stage)  AND 
GONORRHEA  IN  NEBRASKA 


1954  - 1962 

Year 

p & s 

SYPHILIS 
E.L.  Other 

Total 

Gonorrhea 

1954 

12 

30 

193 

235 

638 

1955  _ 

7 

30 

221 

258 

712 

1956 

8 

18 

357 

383 

724 

1957 

11 

10 

288 

309 

916 

1958 

6 

14 

178 

198 

936 

1959 

14 

15 

316 

345 

1088 

1960 

18 

32 

390 

440 

1227 

1961  _ 

15 

37 

536 

588 

977 

1962 

25 

32 

282 

339 

1009 

Most 

of  US 

have 

been 

lulled 

into  believ- 

ing,  that,  with  the  “sure  cure”  of  antibiotic 
wonder  drugs,  venereal  disease  is  no  longer 
a threat.  We  were  wrong.  Penicillin,  chief 
weapon  against  venereal  disease,  is  losing 
some  of  its  punch.  In  1943,  100,000  units 
of  the  drug  were  considered  sufficient  to  ef- 
fect a cure  for  gonorrhea.  Today,  doses  of 
two  and  four  million  units  are  commonplace. 
Other  antibiotics  are  being  used,  but  these 
are,  unfortunately,  not  as  effective  as  peni- 
cillin and  are  therefore  administered  only  in 
penicillin-resistant  cases. 

In  the  management  of  syphilis,  it  is  recog- 
nized that  certain  public  health  measures 
must  be  followed  carefully  in  addition  to 
treating  patients.  Both  diagnosis  and 
treatment  of  infectious  syphilis  have  been 
developed  and  simplified  almost  to  the  ulti- 
mate; for  more  than  10  years  now,  we  have 
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had  all  the  tools  necessary  for  the  elimina- 
tion of  the  disease  as  a public  health  menace. 
Yet,  after  an  eight-year  decline  prior  to 
1955,  early  infectious  cases  have  been  re- 
ported in  increasing  numbers  from  all  areas 
and  among  all  social  groups. 

For  one  thing,  the  importance  of  report- 
ing eveiy  case  of  venereal  disease  to  the  local 
Public  Health  Department  cannot  be  empha- 
sized too  strongly.  Only  through  analysis  of 
morbidity  can  control  resources  be  directed 
to  the  greatest  advantage.  But  even  more 
important  are  the  epidemiologic  measures 
necessary  to  halt  the  spread  of  infection. 
These  require  such  a vast  amount  of  time 
that  the  average  busy  physician  simply  can- 
not perform  them  for  lack  of  time.  How- 
ever, the  state  and  local  Health  Departments 
offer  the  services  of  persons  highly  trained 
to  assist  in  interviewing  infected  patients, 
tracing  their  contacts,  and  bringing  these 
contacts  to  examination  and  treatment.  For 
many  years,  these  public  health  venereal 
disease  epidemiologists  have  performed  with 
extraordinary  efficiency  and  have  succeeded 
in  bringing  hundreds  of  contacts  to  examina- 
tion without  disturbing  familial,  social,  or 
occupational  relationships. 

TABLE  2 

ANNUAL  INCIDENCE  OF  REPORTED 
CASES  OF  SYPHILIS  IN 
NEBRASKA,  1954  - 1962 


Year 

Syphilis 

1954 

235 

1955 

240 

1956 

_ _ - 383 

1957  _ 

309 

1958 

198 

1959 

.345 

1960  _ 

440 

1961 

588 

1962 

339 
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The  epidemiololgy  of  infectious  syphilis 
requires  time  and  effort  that  are  at  the 
disposal  of  few,  if  any,  busy  physicians.  A 
properly  conducted  patient  interview  for 
contacts  will  consume  an  average  of  30-45 
minutes,  and  the  available  data  prove  that 
the  most  successful  interviewing  has  been 
done  by  personnel  who  have  had  special 
training.  Such  persons  have  been  carefully 
selected  for  their  tact,  integrity,  interview- 
ing ability,  and  their  understanding  of  the 
confidential  nature  of  their  work.  They  are 
available  through  the  local  health  depart- 
ment. 

In  addition  to  the  interviewing  of  patients, 
contacts  named  must  be  located  in  the  field 
and  brought  to  examination.  Only  health 
department  personnel  are  able  to  do  this 
adequately.  About  14  per  cent  of  all  con- 
tacts named  by  syphilitic  patients  reside  out- 
side the  state  in  which  the  case  is  diagnosed. 
But  such  follow-up  epidemiology  cannot  be 
carried  out  if  the  patient  with  the  original 
infectious  case  is  not  interviewed. 

Public  health  officials  understand  well 
the  responsibility  of  the  general  practition- 
er to  protect  the  confidence  of  the  physician- 
patient  relationship,  as  well  as  his  reluctance 
to  suggest  that  this  private  patient  be  inter- 
viewed for  contacts  by  a third  person,  but 
such  personnel  have  been  trained  to  keep 
all  information  in  strict  confidence  and  to 
bring  to  the  investigation  the  same  high  pro- 
fessional standards  as  apply  to  diagnosis  and 


treatment.  If  the  trend  of  infectious 
syphilis  is  to  turn  down  again,  physicians 
must  report  all  cases  to  the  health  depart- 
ment and  arrange  to  have  patients  inter- 
viewed for  information  about  sexual  con- 
tacts. 

One  of  the  more  productive  means  of 
stimulating  prompt  and  more  complete  re- 
porting in  the  field  of  syphilis-control  is  the 
follow-up  of  persons  having  suspicious  sero- 
logic test  results.  In  order  to  utilize  this 
effectively,  certain  elements  must  be  taken 
into  consideration.  These  include;  (1)  the 
presence  of  a reactive  serologic  test  does  not 
in  itself  indicate  syphilis;  however,  it  does 
point  to  a need  for  further  activity  to  con- 
firm or  eliminate  this  suspicion;  and  (2) 
this  further  activity,  (namely,  history,  phys- 
ical examination,  repeat  serologic  tests)  is 
usually  performed  by  the  attending  physi- 
cian. Therefore,  all  inquiries  or  other  dis- 
positions, or  both,  would  be  directed  to  him. 
The  follow-up  of  serologic  reactors  is  in- 
tended to ; 

1.  Aid  in  the  return  to  medical  super- 
vision of  those  “suspects”  who  fail 
to  complete  diagnostic  workup;  and 

2.  Assist  in  epidemiologic  study  of 
those  patients  diagnosed  with  early 
syphilis  when  the  diagnosing  physi- 
cian requires  assistance. 

3.  Provide  maximum  reporting  of  all 
diagnosed  cases  of  syphilis. 


TABLE  3 

RESULTS  OF  ROUTINE  DIAGNOSTIC  AND  PREMARITAL  AND  PRENATAL 
SEROLOGICAL  TESTS  FOR  SYPHILIS  CONDUCTED  BY  THE  STATE  HEALTH 

DEPARTMENT,  1954-62 


ROUTINE  DIAGNOSTIC  PREMARITALS  PRENATALS  TOTAL  TESTS 


Year 
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1954 

71,983 

1,659 

2.3 

18,067 

70 

0.39 

29,220 

68 

0.22 

119,270 

1,797 

1.5 

1955 

58,907 

1,477 

2.5 

19,005 

69 

0.36 

27,292 

53 

0.19 

105,204 

1,599 

1.5 

1956__ 

67,338 

1,270 

1.9 

18,004 

58 

0.32 

27,410 

45 

0.16 

112,792 

1,373 

1.2 

1957 

60,420 

1,008 

1.7 

16,763 

49 

0.29 

26,385 

52 

0.20 

103,568 

1,109 

1.1 

1958 

58,194 

737 

1.3 

16,421 

35 

0.21 

26,668 

38 

0.14 

101,283 

810 

0.8 

1959 

56,631 

582 

1.3 

14,403 

29 

0.20 

23,322 

23 

0.09 

94,356 

634 

0.6 

1960 

52,029 

726 

1.4 

13,750 

47 

0.34 

23,586 

41 

0.17 

89,365 

814 

0.9 

1961 

51,802 

1,127 

2.2 

13,308 

58 

0.43 

23,079 

50 

0.21 

88,189 

1,235 

1.4 

1962 

46,422 

1,069 

2.3 

13,308 

27 

0.20 

20,990 

60 

0.28 

80,720 

1,156 

1.4 
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The  greatest  hope  of  further  progress 
against  syphilis  and  gonorrhea  in  the  fore- 
seeable future  in  Nebraska  lies  in  a private 
physician  — health  department  partnership. 
A private  physician  visitation  program  is 
planned  with  the  Omaha-Douglas  County 
area  during  the  early  part  of  October. 


It  is  hoped  that  you,  the  practicing  physi- 
cian, \W11  do  three  things  which  will  con- 
tribute materially  to  eradication:  (1)  sus- 
pect venereal  disease,  especially  syphilis, 
and  make  an  accurate  diagnosis;  (2)  report 
morbidity  on  all  diagnosed  cases;  and  (3) 
ask  your  health  department  for  assistance  in 
interviewing  patients  and  tracing  contacts. 


Partly  by  indifference  — partly  by  neglect  — partly  by  self- 
indulgence  — we  have  let  the  shrewd  and  devious  and  alert  pro- 
tagonists of  the  socialized  state  creep  up  upon  us  and  almost  sur- 
round us.  Let  us  recognize  that  a socialized  state  is  a socialized 
state  — wether  you  call  it  by  the  name  of  communism,  socialism,  or 
disguise  it  by  catch  phrases  designed  to  have  popular  appeal.  (From 
Spotlight,  No.  L-517). 


564 


Nebraska  S.  M.  J. 


SPECIAL  CONTRIBUTION 


The  NEUROLOGIC  MANIFESTATIONS  of 

Collagen  Diseases 

(Final  Installment) 


Giant  Cell  Arteritis.  This  is  also  called 
by  a number  of  names,  particularly  temporal 
arteritis  and  cranial  arteritis.  Some  au- 
thorities consider  this  a variant  of  polyar- 
teritis. It  appears  to  differ  somewhat  in  its 
microscopic  features,  and  though  it  may  re- 
veal rather  generalized  arterial  involvement, 
its  clinical  mischief  usually  is  limited  to  the 
temporal  and  ocular  arteries.i^- 32 

The  main  clinical  features  are : 

Age  55  or  older,  usually  (it  has  been  found 
in  infants).** 

Headache;  often  worse  at  night. 

Mild  to  moderate  systemic  and  febrile  symp- 
toms. 

Pain  and  tenderness  along  extracranial  arteries. 
On  examination,  these  are  often  found  to  be 
cord-like,  thickened,  tortuous,  nodular,  throm- 
botic or  inflamed  (rarely  gangrene  of 
scalp). *4 

Development  of  blindness  from : 

Ischemic  optic  neuropathy. 

Ischemic  retrobulbar  “neuritis.” 

Occlusion  of  central  retinal  artery. 

Diplopia;  shifting  and  variable  paresis  of  extra- 
ocular muscles. 

Elevated  sedimentation  rate  (unless  recently 
treated  with  steroids). 

Rouleaux  formation  in  blood  smear. 

Diagnostic  biopsy  of  involved  segment  of  artery. 
Good  response  to  vigorous  steroid  therapy. 
Self-limiting,  lasting  2-30  months. 

Occasionally,  the  following  manifestations 
of  more  widespread  arteritis  occur 

Cerebral  vascular  involvement. 

Chronic  brain  syndrome  (dementia). 
Hemiplegia  or  other  focal  deficit. 

Multifocal  or  diffuse  syndromes. 

Hemorrhagic  syndromes. 

Coronary  involvement. 

Ischemia. 

Infarction. 

Brainstem  syndromes. 

Vascular,  ischemic,  infarction. 

VIII  nerve  with  deafness,  vertigo,  otalgia. 
Rheumatism,  arthritis. 

Rarely  more  acute  systemic  involvement 
or  other  collagen  disease  features  may  be 
prominent.  Also  described  are  generalized 
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arteritis  with  skin  and  visceral  lesions, 
peripheral  neuropathies,  polymyositis,  plas- 
ma protein  alterations,  Raynaud’s  phenom- 
ena and  occlusive  disease  of  aortic  arch 
(“pulseless  disease”).32. *5>*6 

This  disorder  may  be  confused  with  a va- 
riety of  other  causes  of  headaches  as  well  as 
with  a number  of  ocular  and  ear-nose-throat 
disorders  and  “neuralgias.’’®'^ 

Systemic  symptoms  may  be  prominent 
particularly  at  the  early  stages  of  the  dis- 
order. They  may  persist.  Fatigue,  ano- 
rexia, despondency,  lowgrade  fever,  night 
sweats,  weight  loss  and  more  generalized 
aching  may  be  outstanding.  However,  the 
chief  complaint  of  headache  is  soon  appar- 
ent. It  is  situated  along  the  course  of  the 
temporal  artery,  worse  at  night  and  accom- 
panied by  considerable  tenderness.  This  lat- 
ter feature  may  be  prominent  along  several 
of  the  branches  of  the  extracranial  arteries. 
Accordingly,  scalp,  neck  and  face  may  be 
quite  sensitive  to  palpation.  Some  patients 
find  that  turning  or  bending  the  neck  or 
opening  the  mouth  is  quite  painful. 

Blindness  is  of  high  incidence  and  com- 
prises the  main  concern  in  this  disorder. 
It  usually  does  not  appear  before  the  second 
week  of  symptoms,  and  is  progressively 
more  likely  to  occur  then  up  to  the  third 
month.  Visual  impairment  is  prevented  by 
early  diagnosis  and  vigorous  therapy  with 
adrenal  cortical  steroids. 

Other  Types  of  Artentis.  From  here  one 
moves  to  a part  of  the  spectrum  that  is  less 
well  defined.  Some  of  these  conditions,  such 
as  Wegener’s  granulomatosis,  appear  to  re- 
strict themselves  to  the  respiratory  tract. 
Occasionally  these  disorders  may  be  accom- 
panied by  either  renal  glomerular  involve- 
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ment  or  peripheral  neuropathy Rarely 
cerebral  symptoms  appear,  secondary  to 
renal  (uremic  and  hypertensive)  complica- 
tions or  disseminated  arteritis  involving  the 
cerebrum.®® 

Allergic  (hypersensitivity  or  hyperergic) 
vasculitis  and  serum  sickness  are  likely  sim- 
ilar. These  reactions  appear  to  be  more  di- 
rectly related  to  an  exogenous  provocator 
(<?.g.  serum,  sulfa  drug,  penicillin).  They 
rarely  may  manifest  peripheral  neuro- 
pathy.**® 

Serum  Sickness,  a manifestation  of  this 
group,  discloses  microscopic  pathologic 
changes  resembling  polyarteritis. Fever, 
skin  eruption,  arthralgia,  edema  and  lym- 
phadenopathy  are  usual.  The  course  is  more 
benign  than  with  polyarteritis  nodosa  and 
the  response  to  steroid  therapy  more  defin- 
ite.^® Occasionally  neurologic  features  ap- 
pear : 

Unilateral  radiculitis  (commonly  lower  cervical). 

Mononeuropathy,  motor  (commonly  in  shoulder 
area). 

Rarely,  polyneuropathy  or  Guillain-Barre  syn- 
drome. 

Rarely,  cranial  nerve  paralysis. 

Rarely,  encephalopathy. 

Convulsions,  coma. 

Meningeal  irritation. 

Focal  cerebral  deficit. 

Purpura  of  Henoch-Schoenlein.  This  is 
also  called  rheumatic  or  anaphylactoid  pur- 
pura, may  also  belong  in  this  clasification.^® 
Some  authorities  consider  it  an  attenuated 
form  of  polyarteritis  nodosa.  Its  principal 
features  are 

Usually  children,  ages  3-7. 

.Males  2:1. 

.Accompanying  glomerulonephritis  in  20-50  per 
cent. 

Preceding  upper  respiratory  infection. 

Dermal  and  mucosal  purpura. 

Gastro-intestinal  pain;  hematemesis,  melena. 

Hematuria. 

Joint  pains. 

Rarely  cerebral  symptoms  occur,  due 
either  to  accompanying  cerebral  arteritis  or 
renal  complications  and  hypertensive  ence- 
phalopathy. These  may  be  transient  or  of 
more  serious  nature : 

Focal  cerebral  deficit  (for  example,  hemiplegia). 

UonvulsiorLs,  coma. 

Subarachnoid  bleeding. 

Chorea. 


Non-Inf ectious  Granulomatous  Arteritis.*^ 
This  disease,  at  least  in  some  forms,  appears 
to  have  a predeliction  for  the  central  nei*vous 
system.  Its  clinical  features  are  those  of  a 
diffuse  cerebral  disorder  with  some  focal  ac- 
centuation. This  often  includes  a slight  fe- 
brile reaction,  organic  mental  syndrome,  con- 
vulsions and  focal  deficits.  Laboratory  find- 
ings disclose  a moderate  increase  in  spinal 
fluid  cell  count  (lymphocytes)  and  protein 
and  diffusely  abnormal  EEG  tracing.  This 
form  of  arteritis  is  generally  distinguished 
from  other  forms  by  N 

1.  Its  predominant  effects  on  the  brain. 

2.  Progressive,  relentless  course  (although  may 
linger  months  or  years). 

3.  Microscopic  picture  of  multifocal  or  dif- 
fuse granulomata  and  arteritis  with  infarc- 
tion. 

Necrotizing  Arteantis^^  This  condition, 
called  also  “hypersensitive  arteritis,”  is 
often  manifested  by  ischemic  neuropathy. 
This  type  of  arteritis  appears  rather  spe- 
cifically although  only  ocasionally  in  rheu- 
matoid arthritis.  Its  incidence  is  higher  in 
steroid  treated  cases.  Actually  15  per  cent 
of  patients  with  rheumatoid  arthritis  (non- 
steroid treated)  may  have  generalized  arter- 
itis, but  it  is  mild  and  not  evident  clinical- 
ly.^® It  closely  resembles,  and  may  be  micro- 
scopically indistinguishable  from,  polyarter- 
itis nodosa. 

Its  main  manifestations  are;®® 

Progressive  neuropathy,  a major  and  early 
manifestation. 

Insidious. 

Pain,  paresthesias. 

Lowers  first;  distal;  symmetrical  or  multi- 
ple mononeuritic  forms. 

Sensory  and  motor  involvement. 

Occasionally  punctate  gangrene,  mal  perforant. 

Multiple  system  involvement  may  be  seen: 
Cardiac,  pulmonary,  renal,  gastro-intestinal, 
cerebral. 51 

Constitutional  symptoms: 

Fever,  chills,  anemia,  leukocytosis. 

May  be  precipitated  by  sudden  withdrawal  or 
change  of  type  of  steroid  therapy. 

Poor  prognosis;  high  mortality. 

Other  manifestations  of  rheumatoid  ar- 
thritis will  be  discussed  later  under  the 
heading  of  7'heumatoid  arthritis  (see  below). 

Arteritis  of  the  Aortic  Ai'ch  (“pulseless 
disease,”  Takayashu’s  disease,  obliterative 
brachiocephalic  arteritis),  once  thought  to  be 
a rare  disease,  appears  to  be  much  more  corn- 
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mon  if  number  of  reports  in  recent  years  is 

noted. 

Several  conditions  may  cause  occlusion  of 
proximal  orifices  and  trunks  of  brachio- 
cephalic (innominate,  carotid,  brachial,  ver- 
tebral) arteries.  The  following  differential 
diagnosis  (of  etiologies)  should  be  consid- 
ered : 

1.  Obliterative  arteritis  (Takayashu’s). 

2.  Atherosclerosis. 

3.  Syphilitic  aortitis. 

4.  Dissecting  aneurism. 

5.  Congenital  anomaliies. 

6.  Trauma. 

7.  Adjacent  mediastinal  pathology. 

As  might  be  expected  the  symptoms  are 
those  of  ischemia  of  brain,  eyes,  and  active 
muscles  of  upper  part  of  the  body. 

At  first  the  symptoms  are  transient,  in- 
termittent and  with  minimal  objective  find- 
inds. 

The  complete  syndrome; 

Young  female. 

History  of  rheumatic  fever. 

“Low  blood  pressure.” 

Syncope. 

Dizziness,  vertigo. 

Transient  blindness  or  visual  “blackouts.” 
Ready  and  extreme  fatigability  of  masticators 
and  upper  extremities. 

Symptoms  more  severe  on  standing,  lessened 
on  lying  down. 

Symptoms  aggravated  by  physical  activity. 
Transient  cerebral  deficits  (cerebral  artery  in- 
sufficiency). 

Coronary  artery  insufficiency. 

Convulsions. 53 

Exertion  causes  muscle  pain  (masticators,  up- 
per extremities). 

Several  abnormal  tests  and  signs  can  be 
elicited  as  the  disease  develops: 

Increased  sedimentation  rate. 

Evidence  of  collateral  circulation  (for  example, 
ribs  notched  in  chest  X ray). 

Diminished  to  absent  pulses,  at  first  distally. 
Diminished  blood  pressure  in  arm,  normal  to 
high  in  leg. 

Ophthalmodynamometry:  decreased  pressure  in 
retinal  arteries. 

Carotid  murmur,  bruit. 

Aortography,  arteriography,  disclosing  occlu- 
sions. 

Ophthalmoscopy 

Irregularities  in  arterial  walls. 
Micro-aneurisms. 

A-V  communications  at  edge  of  optic  disc. 


Eventually  the  following  disabilities  de- 
velop : 

Cataracts,  atrophy  of  optic  nerve,  atrophy  of 
iris. 

Progressive,  cumulative  cerebral  infarctions, 
chronic  organic  mental  syndrome,  paralysis. 

Ischemic  atrophy  of  eyes  and  face. 

Myocardial  infarction. 

Occlusion  of  arteries  to  lower  extremities. 

Uremia. 

Death  in  .5-25  years  from  onset. 

Occasionally,  this  (or  a similar  type  of) 
arteritis  involves  lower  portions  of  the  aorta 
to  occlude  renal  arteries  or  the  bifurcation.®® 

Treatment  at  present  consists  of  anticoag- 
ulant therapy,  corticosteroids  and,  occasion- 
ally, arterial  surgery. 

Dermatomyositis 

The  general  subject  of  myositis  also 
awaits  clarification.  Aside  from  one  specific 
form,  trichiniasis,  other  forms  are  poorly 
understood  as  yet  and  classified  etiologically 
as  collagen  diseases  or  “metabolic  disor- 
ders” of  muscle.  Some  authorities  seek  sim- 
plification and  would  consider  the  whole 
group  under  the  generic  clinical  canopy  of 
polymyositis.  Others  suggest  that  these 
clinical  pictures  represent  a variety  of  etio- 
logic  and  pathologic  conditions.®-®® 

If  dermatornyositis  is  considered  a mani- 
festation of  the  more  general  group  of  poly- 
myositis, it  appears  differentiated  chiefly 
by  the  presence  of  skin  lesions. 

These  disorders  are  now  recognized  as 
comprising  the  most  common  primary 
muscle  diseases  in  adults. 

These  disorders  may  appear  in  acute,  sub- 
acute and  chronic  forms,  with  remissions 
and  exacerbations.  Acute  forms  are  at- 
tended by  more  systemic  reactions,  fever, 
edema,  skin  eruption,  pain  and  tenderness  in 
muscles  and  joints,  marked  paralysis  and 
rarely  massive  necrosis  of  muscle  with  myo- 
globinuria.®-1®- 1®- ®’^  Clinically  a case  may 
simulate  rheumatoid  arthritis.  Chronic 
forms  are  more  common  in  the  older  patient 
and  may  be  insidious  with  only  muscular 
weakness  manifested. 

Chief  features: 

Females  2:1. 

Skin  lesions. 

LTsually  ages  40  and  older. 

Proximal  muscles  affected  first  (muscles  feel 
“dougby”). 
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May  be  agsravated  by  exposure  to  sunlight. 

Raynaud’s  phenomena. 

Dysphagia  (hypopharyngeal  paresis,  often  dem- 
onstrable on  barium  swallow). 

Muscular  calcinosis  sets  in,  especially  after 
acute  exacerbations. 

Up  to  15  per  cent  cases  found  associated  with 
carcinoma  in  other  parts  of  body.  This  is  es- 
pecially true  in  older  age  groups. 

Course:  Self-limiting  in  50  per  cent  of  cases. 

Those  surviving  3 years  seem  to  recover. 
Twenty  per  cent  may  die  in  first  year.  Fa- 
talities often  due  to  respiratory,  pharyngeal 
and  myocardial  muscular  weakness. 

Electromyography:  Frequent  fibrillary  poten- 

tials in  resting  muscle.  Appearance  of  many 
motor-unit  action  potentials  on  voluntary  con- 
traction. 

Biopsy:  In  acute  or  active  form,  inflammatory 

reaction  in  muscle.  Otherwise  degeneration 
of  muscle. 

Laboratory:  Glutamic-oxalacetic  transaminase 

levels  increased  in  blood  serum.  Serum  al- 
dolase, likewise.  Serum  electrophoresis  may 
reveal  elevated  alpha-2  and  gamma  globulin.58 

The  skin  lesions  consist  of  erythematous 
eruptions,  the  “butterfly”  distribution  of  fa- 
cial erythema,  facial  and  periorbital  edema, 
heliotropic  suffusion  of  eyelids  and  lupus- 
like lesions.  Sensitivity  to  sunlight  is  com- 
mon. Skin  lesions  are  often  absent  in  chron- 
ic forms  of  the  disorder. 

The  association  with  carcinoma  must  not 
be  overlooked,  especially  in  the  older  age 
group.  In  many  instances  the  dermatomyo- 
sitis  precedes  the  clinical  recognition  of  the 
associated  carcinoma.  Common  are  carcin- 
oma of  breast,  gastro-intestinal  tract,  female 
genitalia  and  lungs. 

Scleroderma 

This  disorder  is  also  called  progressive 
systemic  sclerosis  and  dermatosclerosis.  Col- 
lagenous intercellular  tissue  swells,  then  be- 
comes dense  and  sclerotic.  Intimal  thicken- 
ing and  fibrinoid  degeneration  of  vessels  oc- 
cur. The  skin  and  its  appendages  are  pri- 
marily affected  but  the  disorder  is  systemic 
and  symptoms  referable  to  muscles,  bones, 
mucous  membranes,  lungs,  kidneys  and  gas- 
tro-intestinal tract  may  appear.  Neurologic 
complications  are  rare  but  one  does  not  have 
to  search  recent  literature  long  to  find  their 
documentation. 

The  general  picture  consists  of; 

I'sually  middle  aged  patient. 

Females  more  than  males. 

Indurated  skin  lesions  (focal  form). 

Brawny  edema  (diffuse  form). 


Gradually  skin  becomes  smooth,  tight,  waxy, 
indurated. 

May  spread  widely. 

Raynaud’s  phenomena. 

Esophageal  involvement  (dysphagia). 

With  progression,  skin  becomes  tighter,  atro- 
phic, adherent  to  underlying  muscles. 

Muscular  atrophy. 

Pulmonary,  gastro-intestinal  and  renal  in- 
volvement are  common  eventual  develop- 
ments leading  to  death. 

Neurologic  syndromes  with  scleroderma 
have  been  reported  as  follows:^® 

1.  Peripheral  neuropathy. 

2.  Myositis  with  muscular  weakness,  paralysis 
and  atrophy. 

3.  Cerebral  involvement  usually  secondary  to 
renal  disease,  with  resultant  hypertensive 
disease.  Malignant  hypertension  with  ence- 
phalopathy and/or  uremia  may  occur. 

4.  Abnormal  EEG  findings  (slow  waves,  con- 
vulsive patterns)  reported  in  many  cases. 

5.  Spinal  cord  compression  due  to  chronic  in- 
flammatory fibrosis. 

Thrombotic  Thrombocytopenic 
Purpura 

This  is  a grave  disease,  often  acute  and 
with  high  mortality.  Small  vessel  thrombo- 
sis (“micro-angiitis”),  hemolytic  anemia 
and  thrombocytopenia  result  in  widespread 
infarctions  and  hemorrhages.  The  basic  le- 
sion appears  to  be  the  arteriolar-capillary 
junction  with  subendothelial  deposition  of 
hyaline  material.  The  endothelium  breaks 
and  offers  a focus  for  platelet  deposition, 
thus,  among  other  things,  removing  many 
platelets  from  circulation.®®  The  disorder  is 
generalized  with  central  nervous  system, 
kidneys  and  heart  most  affected.  The  nerv- 
ous system  involvement  is  a constant  fea- 
ture, often  early,  occasionally  late.®i  The 
neurologic  manifestations  are:®^ 

Delirium. 

Convulsions. 

Aphasia. 

Cortical  blindness. 

Coma. 

Spastic  paresis,  plegia. 

Myalgia,  joint  pains,  fever,  myocardial  in- 
farction and  abdominal  distress  may  accom- 
pany. Liver  and  spleen  may  be  enlarged. 
Hemolytic  anemia  and  low  platelet  count 
can  usually  be  demonstrated,  occasionally 
dysglobulinemia  and  biologically  false  posi- 
tive serologjv 

Treatment  to  date  has  been  unsatisfactory 
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but  recent  reports  of  use  of  heparin  and  ex- 
change transfusions  have  been  encourag- 
ing.®^ 

Rheumatic  Fever 

This  disorder  may  reveal  the  following 
neurologic  features: 

1.  Chorea  (Syndenham’s). 

2.  Cerebral  embolism  from  cardiac  source. 

3.  Rheumatic  encephalopathy  (“r  h e u m a t i c 
brain  disease”). 

Acute  rheumatic  chorea  is  seen  especially 
in  female  patients  in  late  childhood,  early 
adolescence  or  in  young  primiparae  (chorea 
gravidarum). 

Cerebral  embolism  may  arise  from  rheu- 
matic endocarditis,  with  resultant  fibrilla- 
tion, mitral  stenosis  (with  blood  clotting  in 
atrial  appendage)  or  valvular  vegetations.®^ 

Rheumatic  fever  is  not  a localized  disor- 
der. In  fulminating  cases,  a diffuse  arter- 
itis (with  acute  inflammatory  reaction  in 
small  arteries)  may  occur,  often  masked  by 
the  asssociated  carditis.  Lesions  will  be 
found  chiefly  in  the  heart  and  lungs  but 
rarely  may  be  quite  disseminated. 

Rheumatic  encephalopathy  is  a condition 
emphasized  more  by  neuropathologists®® 
than  by  clinicians.  Its  acute  clinical  mani- 
festations (other  than  acute  chorea,  cited 
above)  are  poorly  defined,  consisting  chiefly 
of  acute  brain  syndrome  (“toxic”  delirium), 
rarely  convulsions,  in  the  course  of  severe, 
acute  rheumatic  fever.  The  appearance  of 
cerebral  symptoms  with  acute  rheumatic 
fever  should  always  bring  up  also  the  pos- 
sibility of  one  of  the  other  collagen  diseases 
(for  example,  S.L.E.). 

The  diagnosis  of  rheumatic  encephalo- 
pathy is  made  more  frequently  in  Europe 
and  Russia  than  in  the  United  States.  Some 
neuropathologists  believe  that  three  to  five 
per  cent  of  patients  with  rheumatic  fever 
have  a chronic,  recurrent  obliterating  arter- 
itis involving  many  systems  including  small 
meningeal  and  cortical  vessels  of  the  brain. 
The  pathologic  process  may  continue  insidi- 
ously for  many  years  or  recurrently  through 
a lifetime.  These  findings  are  reported  in 
five  per  cent  of  patients  in  mental  hospitals 
compared  to  1 one  per  cent  of  the  psychi- 
atrically  “noiTnal”  population.  Females  pre- 
dominate 3:1.  The  psychiatric  syndrome 
resulting  may  depend  on  the  age  of  the  pa- 
tient when  significant  cerebral  involvement 


occurs.  Five  to  nine  per  cent  of  patients  di- 
agnosed as  schizophrenic  have  been  reported 
to  disclose  combined  rheumatic  heart  and 
brain  disease  on  careful  post-mortem  study. 
It  is  considered  a possible  explanation  for 
certain  cases  of  epileptic  disorder  and  cere- 
bral vascular  disease  in  a young  person.®® 

Rheumatoid  Arthritis 

Necrotizing  rheumatoid  arteritis  (dis- 
cussed previously,  with  its  resultant  neuro- 
pathy (“rheumatoid  neuropathy”),  appears 
to  be  a well  defined,  but  fortunately  not  com- 
mon, complication  of  rheumatoid  arthritis. 

Rheumatoid  arthritis  is  not  a disease  lim- 
ited to  articular  structures.®’^  Although  its 
extra-articular  involvements  may  be  minor, 
usually,  they  occasionally  light  up  exten- 
sively. Inflammatoiy  nodules  and  arteritis 
may  become  widespread  with  multiple  or- 
gan-involvement. Cerebral  vascular  insults 
on  the  basis  of  this  arteritis  have  been  de- 
scribed. 

Occasionally  rheumatoid  changes  (edema, 
nodules,  connective  tissue  proliferation)  may 
impinge  on  peripheral  nerves  in  entrapped 
areas  (at  a point  of  passage  through  a con- 
fined space)  to  set  up  a syndrome  of  single, 
peripheral  neiwe  (mononeuropathy)  involve- 
ment : The  peroneal  nerve  as  it  winds 
around  the  fibular  head,  the  posterior  tibial 
nerve  in  its  retromalleolar  compartment,  the 
digital  (plantar)  nerves,  and  the  median  and 
ulnar  nerve  in  the  carpal  tunnel  of  the 
wrist.®® 

Although  there  is  not  general  agreement 
that  rheumatoid  arthritis  and  spondylitis 
are  similar  disorders,®®  a number  of  author- 
ities regard  them  so.  Until  clarification  oc- 
curs, it  appears  advisable  to  consider  here 
the  neurologic  complications  of  spondylitis. 
Particularly  among  cases  of  “juvenile  rheu- 
matoid arthritis,”  almost  30  per  cent  will 
show  definite  cervical  vertebral  involve- 
ment, a small  per  cent  with  definite  sub- 
luxation  of  ceiwical  vertebrae.’^®  This  is  not 
limited  to  children  however.’^^  Infection,  hy- 
peremia, and  swelling,  vertebral  decalcifica- 
tion and  destruction  and  loosening  of  liga- 
ments peiTnit  subluxation,  occasionally  suffi- 
cient to  impinge  on  cord  or  medulla.  An- 
kylosed  cervical  spines  may  be  more  suscep- 
tible to  fracture  with  hyperextension-trau- 
ma. 

The  slow  development  of  these  bony 
changes  allows  for  neuro-anatomic  accom- 


October,  1963 


569 


modation.  Neurologic  sjTnptoms,  while  not 
common,  are  by  no  means  rare.  Unilateral 
atlanto-axial  subluxation  is  usually  well  tol- 
erated w ithout  neurologic  involvement.  But 
as  the  anatomic  relations  become  progi*es- 
sively  disturbed,  neurologic  syndi’omes  ap- 
pear and  may  progi’ess  to  severe  lower 
medullary  or  ceiwical  cord  compression. 
Backward  displacement  of  the  odontoid  pro- 
cess results  in  medullary  impingement.  Sub- 
luxation is  most  apt  to  occur  during  an  ac- 
tive phase  of  the  rheumatic  disease.  Trauma 
may  provide  further  hastening  or  aggrava- 
tion."® Any  of  the  cervical  articulations  may 
be  involved.  The  occipito-atlantic  and  at- 
lanto-axial are  common  sites  of  trouble.  The 
effect  on  the  vertebral-basilar  artery  system 
remains  to  be  studied.'*^ 

Summary 

Collagen  diseases  appear  to  be  due  to  al- 
lergic - immunologic  disturbances  affecting 
connective  tissue.  Arteritis  and  vasculitis 
commonly  result.  A great  number  and  va- 
I’iety  of  secondary  neurologic  syndromes  oc- 
cur with  these  diseases. 

Convulsive  disorder  and  psychosis  are 
commonly  provoked  by  systemic  lupus  ery- 
thematosus. 

Neuropathy  is  a frequent  manifestation  of 
polyarteritis  or  the  related  necrotizing  ar- 
teritis occasionally  appearing  with  rheuma- 
toid arthritis.  Headache,  obseiwable  changes 


in  the  temporal  arteries,  blindness,  and  di- 
plopia are  outstanding  features  of  giant  cell 
arteritis. 

Progressive  “claudication”  and  ischemic 
insufficiency  of  cerebral  and  brachial  ar- 
teries are  manifested  by  Takayashu’s  arter- 
itis of  the  aortic  arch. 

Acute,  painful,  inflammatory  (“rheu- 
matic”) muscular  wasting  or  more  insidi- 
ous progressive  weakness  are  manifesta- 
tions of  dermatomyositis  (“polymyositis”). 
In  older  patients,  an  associated,  undiagnosed 
carcinoma  may  be  present. 

Acute  hemorrhagic  cerebral  disturbances 
and  high  mortality  are  features  of  throm- 
botic thrombocytopenic  purpura. 

Chorea  may  appear  with  acute  rheumatic 
fever.  Cerebral  embolism  may  arise  subse- 
quently from  disease  and  deformities  of  car- 
diac valves. 

The  possibilities  of  chronic  rheumatic  en- 
cephalopathy (as  etiological  in  mental  dis- 
ease, epileptic  disorders  and  cerebrovascular 
disease  in  young  adults)  appear  to  warrant 
further  study. 

Spondylitis  of  cervical  vertebrae  occasion- 
ally results  in  subluxation  and  serious  neu- 
rologic consequences. 

(NOTE:  The  extensive  list  of  references  will 

not  be  printed  in  the  Journal  but  will  be  fur- 
nished by  author). 


“.  . . Dogs  did  something  to  one’s  ego.  They  were  constantly 
assuring  you  that  you  were  one  of  the  world’s  gi’eat  guys.  Re- 
gardless of  how  much  of  a slob  you  knew  yourself  to  be,  you  could 
be  certain  they  would  never  find  out  — and  even  if  they  did  it 
would  make  no  difference.”  (Streeter:  Chaimian  of  the  Bored, 
p.  220). 
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ORGANIZATION  SECTION 


I 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
October  5 — Norfolk,  Norfolk  State  Hos- 
pital 

October  19  — Sidney,  Elks  Lodge 

November  2 — McCook,  St.  Catherine’s 
Hospital 

November  16  — Alliance,  Central  School 
Building 

NEBRASKA  CHAPTER,  American  College 
of  Surgeons,  Annual  Scientific  Session — 
Yancey  Hotel,  Grand  Island,  Sunday,  Oc- 
tober 6,  1963. 

AMERICAN  CANCER  SOCIETY,  1963 
Scientific  Session;  a Conference  on  Un- 
usual Forms  and  Aspects  of  Cancer  in 
Man — Biltmore  Hotel,  New  York,  October 
21-22. 

INTERNATIONAL  SYMPOSIUM  ON  THE 
BABOON  AND  ITS  USE  AS  AN  EX- 
PERIMENTAL ANIMAL  — El  Tropi- 
cana  Hotel,  San  Antonio,  Texas;  Novem- 
ber 5-8,  1963.  Sponsored  by  Southwest 
Foundation  for  Research  and  Education. 
Write  Richard  Smith,  Southwest  Research 
Center,  San  Antonio  6. 

TWELFTH  BIENNIAL  ROCKY  MOUN- 
TAIN MEDICAL  CONFERENCE  — Las 
Vegas,  Nevada;  October  30  to  November 
2,  1963,  in  conjunction  with  59th  Annual 
Meeting  of  the  Nevada  State  Medical  As- 
sociation; joint  enterprise  of  the  state 
medical  societies  of  seven  states ; Colo- 
rado, Idaho,  Montana,  New  Mexico,  Ne- 
vada, Utah,  and  Wyoming.  Registration 
fee  $20  (including  one  luncheon). 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — Annual 
convention,  November  22-25,  1963;  Pal- 
mer House,  Chicago. 

FIRST  ANNUAL  POSTGRADUATE  SEM- 
INAR IN  ANESTHESIOLOGY  — By 
University  of  Miami  and  University  of 


Florida;  at  Miami  Beach,  January  5-8, 
1964;  theme:  “The  Cardiovascular  Sys- 
tem.’’ For  additional  information  write 
Frank  Moya,  MD,  Professor  and  Chair- 
man of  Department  of  Anesthesiology, 
University  of  Miami  School  of  Medicine, 
Jackson  Memorial  Hospital,  Miami  36. 

SYMPOSIUM  ON  EVALUATION  OF 
CARDIOVASCULAR  DRUG  THERAPY 
— By  Hahnemann  Medical  College  and 
Hospital ; Marriott  Motor  Hotel,  Phila- 
delphia, January  20-23,  1964. 

BOARD  OF  COUNCILORS  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Sunday,  February  9,  1964,  Fort 
Kearney  Hotel,  Kearney. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Three-day  scientific  meeting;  February 
17-19,  1964,  Denver  Hilton  Hotel,  Denver. 

HOUSE  OF  DELEGATES  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Saturday  and  Sunday,  February 
22  and  23,  1964,  Fort  Kearney  Hotel, 
Kearney. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80,  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 
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Proclamation 


WHEREAS  one  of  the  greatest  assets  of 
our  communities  is  the  health  and  safety 
of  their  citizens;  and 

WHEREAS  the  dramatic  advances  of  mod- 
ern medical  science  during  the  past  few 
decades  have  resulted  in  the  virtual  elim- 
ination of  many  once  dread  diseases  and 
have  added  healthy,  productive  years  to 
the  lives  of  our  people;  and 

WHEREAS  the  citizens  of  this  state  are 
blessed  with  many  excellent  health  serv- 
ices and  facilities  through  community  ef- 
forts and  planning;  and 

WHEREAS  we  strive  to  encourage  our 
communities  to  plan  for  the  health  needs 
of  the  future  to  assure  the  same  high 
level  of  protection  and  service  for  future 
generations  as  presently  enjoyed : 

NOW,  THEREFORE,  I,  Frank  B.  Morrison, 
Governor  of  the  State  of  Nebraska,  do 
hereby  proclaim  the  week  of  October  20, 
1963  as 


COMMUNITY  HEALTH  WEEK 
in  Nebraska,  and  call  upon  the  Nebraska 
State  Medical  Society  and  allied  health 
professions,  civic  organizations  and  pub- 
lic schools  to  join  in  its  observance  to 
demonstrate  to  the  people  of  Nebraska 
the  many  health  services  and  facilities 
that  enrich  their  lives,  and  to  encourage 
community  planning  to  meet  their  health 
needs  of  the  future. 

IN  WITNESS  WHEREOF,  I have  hereunto 
set  my  hand  and  caused  the  Great  Seal 
of  the  State  of  Nebraska  to  be  affixed. 

Done  at  the  State  Capitol,  Lincoln, 
Nebraska  this  fourth  day  of  Sep- 
tember in  the  Year  of  Our  Lord 
One  Thousand  Nine  Hundred  and 
Sixty-three. 

(SEAL) 

By  the  Governor: 

FRANK  B.  MORRISON, 
Governor 

FRANK  MARSH, 
Secretary  of  State. 
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COMMUNITY  HEALTH  WEEK 

To  attract  public  attention  to  the  excellent 
medical  and  health  facilities  existing  in  all 
communities,  state  and  county  medical  so- 
cieties all  over  the  country  are  being  urged 
to  observe  Community  Health  Week,  October 
20-26,  1963. 

This  will  be  the  first  national  observance 
of  what  is  intended  to  be  an  annual  event. 
The  House  of  Delegates  of  the  American 
Medical  Association,  at  its  meeting  in  Los 
Angeles  in  November,  1962,  adopted  a reso- 
lution establishing  the  nation-wide  obseiw- 
ance  of  Community  Health  Week  on  a con- 
tinuing annual  basis. 

In  a letter  to  executive  secretaries  of 
state  and  county  medical  societies,  Edward 
R.  Annis,  MD,  president  of  the  AMA,  wrote : 
“The  objective  of  this  national  program  is  to 
focus  public  attention,  at  the  community 
level,  on  the  progress  of  medical  science  and 
the  high  quality  of  each  community’s  health 
resources  and  facilities.” 

The  manner  of  observance  of  Community 
Health  Week  will  be  left  to  the  discretion 
of  each  state  and  county  medical  society. 
Health  fairs,  science  fairs,  medical  careers 
days  and  immunization  campaigns  have  been 
suggested  as  focal  events  around  which  the 
community  observances  may  be  organized. 

“The  success  of  this  program  will  de- 
pend largely  on  the  effectiveness  of  imagin- 
ative planning,  enthusiasm  and  hard  work  on 
the  part  of  state  and  county  public  relations 
committees,”  said  Dr.  Annis. 

AMA  will  mail  a selection  of  publicity  aids 
and  suggestions  that  can  be  adapted  to  pro- 
mote Community  Health  Week  to  executive 
secretaries  of  state  and  county  medical  so- 
cieties. 


Medicare  in  Operation 

Eligibility  for  Care  in  Civilian  Facilities — 

Dependents  eligible  for  civilian  medical 
care  who  are  not  residing  with  their  spon- 
sors shall  have  free  choice  between  uni- 
formed services  medical  facilities  and  civili- 
an medical  facilities.  However,  dependents 


of  service  members  residing  with  their  spon- 
sor shall  have  free  choice  of  civilian  medical 
facilities  only  when  it  has  been  established 
that  the  uniformed  services  medical  facili- 
ties are  inadequate  and  can  not  handle  the 
particular  type  of  treatment  and  that  they 
are  handling  their  maximum  amount  at  the 
present,  or  both. 

The  following  civilians  qualify  as  service 
dependents:  (1)  the  lawful  wife  of  an  ac- 
tive serviceman;  (2)  the  lawful  husband 
of  an  active  servicewoman  who  is  dependent 
on  his  wife  for  over  half  of  his  support; 
(3)  children  of  active  duty  personnel  who 
are  under  21  years  of  age  (this  includes 
adopted  children  and  stepchildren;  (4)  a 
lawful  child  not  past  his  23rd  birthday  if 
he  or  she  is  enrolled  full  time  in  an  approved 
institution  of  higher  learning;  (5)  children 
past  21  years  of  age  who  are  dependent  and 
incapable  of  self  support  because  of  a physi- 
cal or  mental  incapacity  which  developed  be- 
fore their  21st  birthday. 

The  Government’s  responsibility  for  civili- 
an medical  care  ceases  when  the  serviceman 
or  servicewoman  upon  whom  the  dependents 
rely  dies,  retires,  or  is  released  from  active 
duty. 


MUSCULAR  DYSTROPHY 
SURVEY  OF  NEBRASKA 

The  second  survey  of  Nebraska  for  cases 
of  muscular  dystrophy  has  been  completed 
by  the  use  of  questionnaires.  The  first  sur- 
vey was  carried  out  in  1958.  The  follow- 
ing table  shows  the  comparative  results  of 
the  two  surveys: 


February 

1958 

Age  Group 

May 

1963 

14 

2 to  10 

5 

14 

11  to  21 

23 

9 

22  to  23 

11 

42 

34  to  85 

28 

SEX 

Males  70%  Males  66% 

Females  30%  Females  34% 

(Data  fm-nished  by  Muscular  Dystrophy 
Foundation  of  Nebraska) 
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THE  MONTH  IN  WASHINGTON 

The  Food  and  Drug  Administration  has 
proposed  banning  more  than  50  so-called 
“cold  cure”  prescription  drugs  containing 
antibiotics  and  other  anti-microbial  agents. 
The  action  was  recommended  by  a team  of 
leading  medical  scientists  who  found  that 
the  antibiotics  have  no  effect  whatsoever 
on  the  common  cold. 

This  proposal  followed  an  earlier  FDA 
crackdown  on  a wide  variety  of  over-the- 
counter  lozenges,  nose  drops  and  sprays, 
mouth  washes  and  deodorants,  skin  lotions 
and  ointments  containing  antibiotics.  It  was 
estimated  that  about  200  such  compounds 
were  affected. 

The  most  recent  FDA  proposal  would  pre- 
vent the  certification  of  prescriptions  which 
include  antibiotics  in  conjunction  with  anal- 
gesics, anti-histamines,  decongestants,  and 
caffeine.  It  would  affect  only  prescription 
drugs  taken  by  mouth. 

The  order  also  would  initiate  regulatory 
action,  if  necessary,  to  remove  from  the 
market  analgesics,  decongestants,  caffeine 
and  anti-histamines  when  mixed  with  any 
other  anti-microbial  agents,  primarily  the 
sulfa  family. 

At  the  request  of  the  FDA,  the  National 
Academy  of  Sciences  had  named  a panel 
to  evaluate  the  “cold  cures.”  The  chairman 
was  Dr.  Harry  Dowling,  chairman  of  the 
American  Medical  Association  Council  on 
Drugs  and  on  the  faculty  of  the  University 
of  Illinois  School  of  Medicine. 

The  panel  unanimously  concluded : 

1.  There  is  no  acceptable  evidence  that 
any  anti-microbial  agent  is  of  value  in  the 
treatment  of  the  common  cold  or  any  other 
upper  respiratory  viral  infection. 

2.  Anti-microbial  agents  are  of  no  value 
in  preventing  bacterial  complications  in  pa- 
tients with  common  colds  who  are  othenvise 
healthy,  and  therefore  should  not  be  used. 
Thej'  may  have  some  value  in  patients  with 
underlying  chronic  pulmonary  disease.  When 
prophylactic  therapy  of  respiratory  infection 
is  justified,  the  anti-microbial  agent  that 
may  be  used  must  be  one  that  is  relatively 


free  of  inherent  toxicity.  This  would  pre- 
clude the  use  of  chloramphenicol,  tri- 
acetyloleandomycin,  and  sulfonamide  prod- 
ucts. 

3.  The  antibiotic  in  a drug  which  includes 
analgesics,  anti-histaminics,  and  possibly 
decongestants  would  have  no  effect  on  the 
cold  itself  and  there  is  insufficient  clinical 
evidence  to  show  that  it  would  be  of  value 
in  the  prevention  of  complicating  infections 
of  a cold.  The  symptomatic  relief  that  may 
be  provided  by  the  other  ingredients  of  such 
a preparation  is  no  justification  for  any 
such  product  to  contain  an  anti-microbial 
agent. 

The  Defense  Department  has  modified  the 
Berry  Plan  to  permit  deferment  of  a larger 
number  of  residents  from  the  military  draft 
until  after  they  have  completed  their  special- 
ty training. 

Dr.  Shirley  C.  Fisk,  deputy  assistant  de- 
fense secretary  for  health  and  medical  af- 
fairs, outlined  the  modification  in  a letter 
to  deans  of  medical  schools.  He  said,  in 
part : 

“The  three  Armed  Forces  are  given  the 
option  of  deciding  in  which  specialties  they 
will  offer  additional  deferments.  In  any 
given  specialty,  however,  the  number  of  ad- 
ditional deferments  will  not  exceed  the  num- 
ber deferred  in  the  Berry  Plan.  We  believe 
that  this  policy  will  have  the  twofold  bene- 
fit of  deferring  a larger  number  of  resi- 
dents and  of  creating  an  immediately  avail- 
able group  of  specialists  for  military  service 
should  the  need  arise. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation (PMA)  and  37  prescription  drug 
producers  challenged  in  a federal  district 
court  the  legal  validity  of  a drug  advertis- 
ing and  labeling  regulation  recently  promul- 
gated by  the  Food  and  Drug  Administration 
(FDA).^ 

The  action,  filed  in  the  U.S.  District 
Court  in  Wilmington,  Del.,  alleged  that  the 
regulation  is  “unauthorized  by  and  contrary 
to  law.” 

Secretary  of  Health,  Education  and  Wel- 
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fare  Anthony  J.  Celebrezze  and  Food  and 
Drug  Commissioner  George  P.  Larrick  were 
named  as  defendants. 

The  controversial  regulation  was  issued 
last  June  20  as  a result  of  the  1962  amend- 
ments to  the  Food,  Drug,  and  Cosmetic  Act. 
The  amended  law  requires  only  that  “estab- 
lished names”  of  prescription  drugs  be  print- 
ed in  labeling  and  advertising  “prominently 
and  in  type  at  least  half  as  large  as  that 
used  for  any  proprietary  name.”  While  on 
the  other  hand  the  regulation  would  require 
the  established  name  to  appear  “each  time” 
the  protected  trademark  or  brand  name  ap- 
pears in  an  advertisement  or  on  a label. 

Established  names  of  drugs  usually  are 
originated  by  manufacturers  in  cooperation 
with  the  U.S.  Pharmacopeia  and  the  Amer- 
ican Medical  Association.  An  established 
name  may  be  used  by  any  producer  to  iden- 
tify the  active  or  therapeutic  ingredient  in 
a drug  product.  In  contrast,  a protected 
brand  name  may  be  used  only  by  a single 
producer  to  identify  himself  and  his  prod- 
uct. 

The  plaintiffs  pointed  out  that  drugs  with 
the  same  established  name  may  differ  in 
therapeutic  effect  because  of  varying  in- 
active ingredients  and  manufacturing  meth- 
ods. 

The  plaintiffs,  also  said  that,  in  addition 
to  going  beyond  statutory  authority,  the  reg- 
ulation requiring  repetition  of  the  estab- 
lished name  with  each  use  of  a protected 
brand  name  on  a container  label,  in  a pack- 
age insert,  or  in  any  advertising  to  physi- 
cians would  be  confusing  and  would  make 
reading  more  difficult,  to  the  detriment  of 
doctors  and  ultimately  their  patients.  (From 
Washington  Office,  AMA). 


Human  Interest  Tales 

Doctor  Harold  Dahlheim  has  moved  to 
Norfolk  where  he  is  specializing  in  surgery. 

Doctor  and  Mrs.  Harlan  S.  Heim,  Hum- 
boldt, are  on  an  extended  tour  of  northern 
Europe  and  Russia. 

Doctor  L.  D.  James  is  leaving  McCook 


to  join  the  Veterans  Administration  Hospital 
staff  in  Temple,  Texas. 

Dr.  R.  H.  Tibbels,  Oakland,  Nebraska, 
was  recently  installed  as  president  of  The 
Nebraska  Obstetric  and  Gynecologic  Society. 

Doctor  Lynn  I.  DeMarco,  who  has  been 
a resident  in  internal  medicine  in  the  Mayo 
Foundation  in  Minnesota,  will  locate  in 
Omaha. 

Dr.  Dwaine  Peetz  of  Neligh,  Nebraska, 
was  elected  president-elect  of  the  Nebraska 
Obstetric  and  Gynecologic  Society,  at  a re- 
cent meeting. 

Doctor  C.  H.  L.  Stehl,  Scribner,  was  hon- 
ored at  a community  picnic  prior  to  his  mov- 
ing to  Norfolk  where  he  will  practice  at 
the  State  Hospital. 

Recently  acquired  new  members  of  the 
NSMA  are  as  follows: 

J.  Robert  Hewson,  26th  and  J Street, 
Omaha;  Carl  J.  Troia,  1227  Medical  Arts 
Building,  Omaha ; Francis  Richardson,  304 
First  Federal  Savings  Building,  Council 
Bluffs;  M.  D.  Bechtel,  1806  North  Cleburn 
Street,  Grand  Island;  Lyle  Nelson,  Crete; 
Robert  Quick,  Crete;  and  Wm.  F.  Becker, 
Lynch. 


Announcements 

Call  for  Papers,  Scientific  Exhibits  and 
Motion  Pictures  for  the  113th  Annual 
Meeting-  of  the  A.M.A.,  June  21-25,  1964 
in  San  Francisco — 

Those  who  desire  to  present  scientific  pa- 
pers before  the  Sections  of  the  Scientific 
Assembly  should  communicate  with  the  Sec- 
retary of  the  appropriate  Section  well  in 
advance  of  the  deadline  date,  December  15, 
1963.  The  Secretaries  and  their  addresses 
are  listed  in  THE  JOURNAL  AMA  in  the 
last  issue  of  every  month. 

Those  who  wish  to  apply  for  space  in  The 
Scientific  Exhibit  should  request  application 
forms  from  the  Director,  Scientific  Exhibit, 
Department  of  Scientific  Assembly,  Amer- 
ican Medical  Association,  535  N.  Dearborn 
St.,  Chicago  10,  Illinois,  well  in  advance  of 
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the  deadline  date  for  receipt  of  applications, 
January  10,  196i. 

Those  who  desire  to  present  motion  pic- 
tures should  request  application  forms  from 
the  Director,  Medical  Motion  Pictures  and 
Television,  Department  of  Scientific  Assem- 
bly, American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  10,  111.,  well  in  ad- 
vance of  the  deadline  date,  January  10,  196i. 

Government  Positions  Open  to  Physicians — 

The  Federal  Trade  Commission  has  Med- 
ical Officer  vacancies  on  its  scientific  staff 
which  it  is  in  urgent  need  of  filling.  It 
occurs  to  us  that  the  opportunity  for  career 
service  and  challenging  work  in  the  public 
interest  may  have  special  appeal  to  certain 
physicians  in  j’our  state  medical  society. 

The  recent  over-all  salary  increases,  as 
well  as  the  special  recognition  now  being 
given  by  government  to  science,  should  be 
emphasized.  Effective  Jan.  1,  1964,  the 
entrance  salary  with  be  $15,415,  with  per- 
iodic increases  to  $19,015.  As  regulatory 
experience  is  acquired,  opportunities  for 
higher  grades  with  commensurate  (substan- 
tial) salary  increases  are  available.  Special- 
ized experience  other  than  the  regular  med- 
ical training  is  not  an  essential  requirement, 
but  would  be  helpful  if  gained  in  such  fields 
as  internal  medicine,  pharmacology'  or  nu- 
trition. We  shall  warmly  welcome  direct 
inquiries  from  physicians  for  further  infor- 
mation and  full  discussion  of  the  opportun- 
ities. 

If  interested,  write  George  Dobbs,  ]\ID, 
Associate  Chief,  Division  of  Scientific  Opin- 
ions, Washington  25,  D.  C. 

Course  in  Laryngology  and 
Bronchoesophagology — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laryngol- 
ogy and  Bronchoesophagology'  from  l\Iarch 
16  through  28,  1964,  under  the  direction  of 
Paul  H.  Holinger,  MD. 

Registration  will  be  limited  to  fifteen  phy'- 
sicians  who  will  receive  instruction  by  means 
of  animal  demonstrations  and  practice  in 


bronchoscopy  and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. 

Interested  registrants  will  please  write 
directly^  to  the  Department  of  Otolaryngol- 
ogy', University  of  Illinois  College  of  Med- 
icine, 1853  West  Polk  Street,  Chicago  12, 
Illinois. 

Hazardous  Chemical  Data — 

A newly  revised  edition  of  “Hazardous 
Chemicals  Data”  (NFPA  No.  49M)  has 
just  been  issued  by  the  National  Fire  Pro- 
tection Association. 

The  102-page  guide  describes  the  life,  fire 
and  explosion  hazards  of  approximately  115 
industrial  chemicals  which  are  extensively 
transported  and  stored,  indicating  their  us- 
ual shipping  containers,  storage  require- 
ments, fire  fighting  measures  and  other 
pertinent  information. 

It  is  particularly'  valuable  reference  work 
for  industrial  firms  using  chemicals  and  for 
transporters,  as  well  as  for  the  fire  services. 

The  1963  edition  has  added  20  hazardous 
chemicals  not  included  in  previous  editions 
of  the  pamphlet,  and  has  changed  the  data 
relating  to  a number  of  others.  Copies  of 
the  new  edition  (NFPA  No.  49M,  102  pages, 
$1.00)  are  available  from  the  National  Fire 
Protection  Association,  60  Battery'march  St., 
Boston,  Mass.,  02110. 

Applications  Now  Open  in  Seventh  Program  of 
Wyeth  Pediatric  Residency  Fellowships — 

Radnor,  Pa.,  Aug.  26  — Wy'eth  Labora- 
tories has  announced  that  applications  are 
now  being  accepted  for  its  seventh  pro- 
gram of  Pediatric  Residency  Fellowships. 

Eligible  to  apply  for  the  fellowships  are 
interns  and  young  physicians  who,  while 
having  a strong  desire  to  specialize  in  pedi- 
atrics, would  find  it  difficult  or  impossible 
to  finance  the  two-y'ear  postgraduate  train- 
ing required  for  Board  certification. 

Each  Wy'eth  Pediatric  Fellowship  pro- 
vides $4,800  for  the  two-y^ear  period. 
Monthly  allowances  are  made  directly  to 
recipients,  in  addition  to  the  stipends  nor- 
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mally  paid  residents  by  the  institutions 
where  they  are  in  training.  Fellows  are  free 
to  choose  their  place  of  residency  from 
among  institutions  accredited  by  the  AMA’s 
Residency  Review  Committee  of  the  Coun- 
cil on  Medical  Education  and  Hospitals,  the 
American  Board  of  Pediatrics,  and  the 
American  Academy  of  Pediatrics. 

Applicants  must  be  citizens  of  the  United 
States  or  Canada,  and  awards  are  limited 
to  interns,  young  physicians  who  have  re- 
cently completed  internships,  physicians 
coming  out  of  the  armed  services  or  U.  S. 
Public  Health  Service,  or  to  research  Fel- 
lows. 

Wyeth  takes  no  part  in  the  selection  of 
the  Fellows.  Instead,  award  recipients  are 
chosen  by  a special  volunteer  Selection  Com- 
mittee of  pediatricians  who,  collectively,  rep- 
resent outstanding  accomplishments  in  the 
fields  of  pediatric  practice,  research  and 
teaching. 

Inquiries  concerning  the  program  should 
be  directed  to  Dr.  Philip  S.  Barba,  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
Philadelphia  4,  Pa. 

ATS  Research  Grants — 

Applications  for  research  grants  awarded 
by  the  American  Thoracic  Society,  medical 
section  of  the  National  Tuberculosis  Asso- 
ciation, will  be  received  between  now  and 
December  15,  1963.  Grants  will  be  awarded 
for  medical  and  social  research  in  the  field 
of  respiratory  diseases,  including  tuberculo- 
sis, for  the  year  beginning  July  1,  1964.  For 
further  information  and  forms,  communi- 
cate with;  Division  of  Research  & Statis- 
tics, American  Thoracic  Society,  1790  Broad- 
way, New  York  19,  New  York. 

Recipients  Named  for  W.  B.  Saunders  Company 
Writing  Fellowship  Award — 

The  extensive  and  enthusiastic  response 
to  the  announcement  of  the  Saunders  75th 
Anniversary  Writing  Fellowship  has  result- 
ed in  the  awarding  of  two  grants  instead  of 
the  previously  announced  single  award. 

So  many  outstanding  applications  were 
received  by  the  Selection  Board  from  med- 


ical scientists  of  distinguished  accomplish- 
ment, that  an  Executive  Committee  consist- 
ing of  Robert  F.  Loeb,  Rene  J.  Dubos,  Henry 
Allen  Moe,  and  Robert  S.  Morison  recom- 
mended to  the  Saunders  Company  that  it 
mark  its  anniversary  with  two  equal  fel- 
lowships, each  in  the  amount  of  $15,000. 

Saunders  accepted  this  recommendation 
and  announces  that  the  two  recipients  chosen 
by  the  eminent  selection  board  are  Dr.  Her- 
man M.  Kalckar,  of  Harvard  Medical  School, 
and  Dr.  Paul  B.  Beeson,  of  Yale  University 
School  of  Medicine. 

Dr.  Kalckar  will  be  writing  on  Biological 
Patterns  of  Cells  in  Developmental  Defects 
and  Disease  States. 

Dr.  Beeson  will  be  writing  on  Associations 
of  Specific  Infections  with  Certain  Disease 
States  of  Man. 

Formal  presentation  of  the  awards  will 
be  made  individually  to  each  grantee  at  two 
dinners  to  be  held  in  the  Fall  and  Early 
Winter. 

American  College  of  Physicians  Schedules 
Three-Day  Sectional  Meeting — 

Philadelphia  — More  than  100  physicians 
will  be  on  the  scientific  program  of  the 
American  College  of  Physicians’  First  Sec- 
tional Meeting  (Midwest),  to  be  held  Novem- 
ber 21-23  in  Detroit,  Mich. 

Following  the  general  format  of  the  Col- 
lege’s Annual  Meeting,  the  Sectional  Meet- 
ing will  consist  of  general  clinical  sessions, 
combined  clinical  investigation  and  basic 
science  sessions,  panel  discussions  and 
symposium. 

Twelfth  Quarterly  Post-Graduate  Seminar 
For  Family  Physicians — 

Sunday,  October  20,  1963.  2 ;00  p.m.  to 

7 :00  p.m.,  at  the  Neurological  Hospital,  2625 
West  Paseo,  Kansas  City,  Missouri. 

Guest  discussant:  C.  H.  Hardin  Branch, 

MD,  head.  Department  of  Psychiatry,  Uni- 
versity of  Utah  — Immediate  Past-President 
American  Psychiatric  Association. 

Dr.  Branch,  psychiatrist,  author,  and 
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teacher,  has  been  the  recipient  of  many  na- 
tional honors,  has  held  numerous  positions 
on  the  national  level,  and  has  been  a dom- 
inant personality  in  broadening  the  scope  of 
psychiatry  to  encompass  greater  community 
services.  He  is  exceptionally  well  qualified 
to  probe  into  the  complexities  of  this  very 
important  topic : “The  Influence  of  Religion 
in  Psychiatric  Disorders  Etiologic?  Thera- 
peutic? 

Following  his  presentation.  Dr.  Branch 
will  be  joined  by  a panel  of  a psychiatrist 
and  several  representatives  of  the  clergj’  to 
broaden  discussion  of  the  topic  and  to  an- 
swer questions  of  those  physicians  attending. 

The  medical  profession  is  invited. 

Important:  As  this  is  a seminar  for  phy- 
sicians, attendance  by  the  clergj'  must  of 
necessity  be  limited  to  those  receiving  invi- 
tations. 

Postgraduate  Courses  Available  American 
College  of  Physicians — 

The  following  postgraduate  courses  are 
available  at  places  listed  and  dates  given. 
The  tuition  for  members  of  the  AGP  is  $60, 
and  for  nonmembers,  $100.  For  details, 
write  Fdward  C.  Rosenow,  Jr.,  jMD.,  Amer- 
ican College  of  Physicians,  4200  Pine  Street, 
Philadelphia  4. 

Oct.  21-25,  196.3  — Common  Problems  in  Endocrin- 
ology and  Metabolism:  Basic  Concepts  and 

Clinical  Application,  Milwaukee,  Wis. 

Oct.  28  - Xov.  1 — Allergy  and  Hypersensitivity 
States,  Chicago,  111. 

Dec.  2-6  — Advances  in  the  Medical  Aspects  of 
Cancer,  New  York,  N.Y. 

Dec.  2-6  — Psychiatry  for  the  Internist,  Los  An- 
geles, Calif. 

Dec.  9-13  — Environmental  Medicine,  Boston,  Mass. 

Jan.  6-10,  1964  — Nuclear  Medicine  and  Radiation 
Biology,  Los  Angeles,  Calif. 

Jan.  27-31  — Newer  Concepts  in  Internal  Medicine, 
New  Orleans,  La. 

Febr.  10-14  — Hypertension  and  Its  Complications, 
Augusta,  Ga. 

Febr.  24-28  — Recent  Advances  in  Metabolic  Dis- 
eases, New  York,  N.Y. 

Mar.  2-4  — Neurology  for  the  Internist,  Rochester, 
Minn. 

Mar.  9-13  — The  Physiologic  Basis  of  Electro- 
cardiology', Salt  Lake  City%  Utah. 

Apr.  2-4  — Current  Concepts  in  the  Physiology  of 


Respiration,  Circulation,  and  Electrolytes,  At- 
lantic City,  N.J. 

May  11-15  — Clinical  Auscultation  of  the  Heart, 
Washington,  D.C. 

May  25-29  — The  Medical  Cai'e  of  the  Adolescent, 
Boston,  Mass. 

May  25-29  — Recent  Progress  in  Endocrinology, 
Seattle,  Wash. 

June  1-5  — Recent  Advances  in  Clinical  Nutrition, 
Boston,  Mass. 

June  15-19  — Psychiatry’  for  the  Internist,  Balti- 
more, Md. 


News  and  Views 

7,000  Registrations  Expected  at  AMA 
Portland  Meeting — 

More  than  7,000  physicians  and  their 
guests  are  expected  to  converge  on  Port- 
land, Ore.,  for  the  17th  Clinical  Meeting  of 
the  American  Medical  Association,  Dec.  1-4. 

It  will  mark  the  first  time  that  the  AMA 
has  held  a clinical  meeting  in  Portland.  The 
association  has  held  two  of  its  annual  meet- 
ings in  Portland,  however,  in  July,  1905, 
and  in  July,  1929. 

Dr.  Otto  C.  Page,  general  chainnan  of 
arrangements  for  the  December  meeting, 
said  nearly  all  of  the  scientific  sessions  will 
be  held  in  Portland’s  new  Memorial  Col- 
iseum. The  scientific  and  industrial  exhib- 
its also  will  be  shown  there.  Conveniently 
located  within  a few  miles  of  the  business 
district,  the  multi-million  dollar  Coliseum 
offers  new  facilities  throughout. 

When  the  AjMA  held  its  clinical  meeting 
in  Seattle  in  1956  the  total  physician  attend- 
ance was  3,032. 

“We  feel,”  Dr.  Page  said,  “that  this  figure 
will  be  much  higher  when  the  AMA  meets 
in  Portland.” 

The  secretaiy-treasurer  of  the  AMA 
Board  of  Trustees,  Dr.  Rajunond  M.  Mc- 
Keown,  lives  in  Coos  Bay,  Oregon,  and 
he,  too,  expects  an  exceptionally  high  at- 
tendance. 

“The  majority  of  doctors,”  he  said,  “will 
come  from  the  Pacific  Northwest,  but  there 
should  be  good  representation  from  other 
states  along  the  West  Coast  and  also  from 
the  IMountain  states.” 
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Lectures,  panels,  symposia  and  breakfast 
roundtables  again  will  be  presented  at  the 
Portland  meeting  on  specially  selected  top- 
ics, as  well  as  color  television  and  medical 
motion  pictures.  More  than  100  physicians 
will  deliver  lectures  on  the  scientific  pro- 
gram during  the  four-day  meeting,  and 
more  than  200  scientific  and  industrial  ex- 
hibits will  be  shown  at  the  Coliseum,  many 
of  which  will  be  based  on  new  scientific 
research. 

Dr.  Huldrick  Krammer,  chairman  of  the 
Scientific  Program  Committee,  said  the 
scientific  exhibits  are  an  important  part  of 
the  clinical  meeting  and  added  that  “their 
long  and  continued  popularity  at  AMA  meet- 
ings is  good  evidence  of  their  teaching  value 
to  the  physician.  The  exhibits  are  so  varied 
that  the  medical  subject  matter  has  some 
interest  to  every  physician  regardless  of 
specialty.” 

New,  Long-Acting'  Antimalarial  Drug 
Being  Studied — 

Dr.  Paul  E.  Thompson,  Laboratory  Di- 
rector in  Parasitology,  Parke,  Davis  & Com- 
pany and  others  have  been  studying  a drug 
under  the  experimental  designation  C 1-501, 
derived  from  an  older  antimalarial  drug.  It 
has  not  been  completely  cleared  as  to  toxic 
reactions,  but  when  it  is  ready  for  market, 
one  or  two  injections  a year  may  be  suffi- 
cient to  protect  against  this  dreaded  infec- 
tion, malaria. 

AMA  to  Stage  Fifth  National  Conference  on  the 
Medical  Aspects  of  Sport.s — 

The  Fifth  National  Conference  on  the 
Medical  Aspects  of  Sports  sponsored  by  the 
American  Medical  Association,  under  the 
auspices  of  the  AMA  Committee  on  the 
Medical  Aspects  of  Sports,  will  be  held  in 
Portland,  Oregon,  at  the  Benson  Hotel  on 
December  1,  1963.  The  Conference  will  be 
held  in  conjunction  with  the  Clinical  Meet- 
ing of  the  American  Medical  Association, 
December  1-4,  1963. 

As  was  true  of  the  previous  Conferences 
on  this  subject  held  in  Los  Angeles,  Denver, 
Washington,  D.C.,  and  Dallas,  the  Fifth  Con- 
ference will  cover  a wide  range  of  subjects. 


Included  will  be  papers,  panels,  and  discus- 
sions relating  to  training  and  conditioning, 
prevention  and  treatment  of  injuries,  physi- 
ology of  sports  participation,  and  other  sub- 
jects. 

Those  interested  in  receiving  announce- 
ments concerning  the  Conference  should  ad- 
dress the  Secretary,  Committee  on  the  Med- 
ical Aspects  of  Sports,  American  Medical 
Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

Nonaddicting  Morphine  Substitute  Reported — 

Dr.  Sydney  Archer  of  Sterling-Winthrop 
Research  Institute  reported  on  the  labora- 
tory findings  of  Win  20,228,  or  Pentazocine, 
and  Dr.  Arthur  Keats,  of  Baylor  University 
on  the  clinical  results.  Testing  has  been 
under  way  for  three  years,  and  it  is  felt 
that  a highly  potent,  nonaddicting,  pain- 
killing drug,  safe  for  use  has  been  discov- 
ered after  80  years  of  effort  to  replace 
morphine.  The  equivalent  dose  of  Pentazo- 
cine will  probably  be  from  two  to  four  times 
that  of  morphine  sulfate. 

Daily  Cost  Per  Patient  in  Hospital  L^p — 

The  average  cost  for  each  day  a patient 
spends  in  the  hospital  has  more  than  doubled 
in  the  last  ten  years,  increasing  from  $18.35 
to  $36.83  a day,  says  the  American  Hospital 
Association. 

The  total  expense  of  an  average  stay  in 
the  hospital  — slightly  more  than  a week  — 
increased  during  the  same  period  from  $148 
to  $279. 

Steadily  rising  labor  costs  were  cited  as 
the  major  cause  of  increased  expenses. 

Educational  Programs  in  Nursing — 

The  AMA  Committee  on  Nursing  believe  it 
is  fundamental  to  an  understanding  of  nurs- 
ing and  its  problems  that  physicians  have 
some  knowledge  of  the  differences  among 
educational  programs  in  nursing  and  related 
career  opportunities.  Therefore  they  pub- 
lished an  article  in  the  JAMA  (July  13, 
1963,  Vol.  185,  pp.  144  and  145)  entitled 
“Educational  Programs  in  Nursing  and  Re- 
lated Career  Opportunities.” 
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In  this  article  they  have  tabulated  all 
the  important  information  about  seven 
types  of  programs  now  available.  The  Com- 
mittee believes  this  infonnation  is  “a  vital 
link  in  strengthening  the  relationships  be- 
tween the  medical  and  nursing  professions,” 
therefore  it  is  suggested  that  all  those  in- 
terested in  this  information  refer  to  the 
original  article  (cited  above). 

Civil  Service  Health-Benefits  Plan — 

Civil  Seiwice  News  about  completing  its 
negotiations  for  the  fourth  contract  year, 
with  health-benefit  carriers,  contains  the 
following  interesting  paragraph: 

“The  Government  - wide  Service  Benefit 
Plan  (Blue  Cross-Blue  Shield)  which  covers 
half  of  all  Federal  employees  will  offer  its 
same  package  of  basic  and  supplemental 
benefits,  with  some  improvements,  at  no 
increase  in  price.” 

’62  “Flu”  Epidemic  in  USSR  Took  a High 
Death  Toll,  Research  Reveals — 

Xew  York  — Between  50,000  and  75,000 
Soviet  citizens  died  in  an  influenza  epidemic 
last  year,  according  to  conservative  esti- 
mates by  Radio  Liberty.  The  private  net- 
work’s researchers  said  that  as  many  as 
100,000  deaths  may  have  been  caused  by  the 
epidemic  that  ravaged  the  Soviet  Union  in 
the  first  two  months  of  1962. 

The  extent  of  the  epidemic  became  known 
only  now  through  a laconic  footnote  in  a re- 
cently issued  Soviet  pocket  book  of  statistics 
entitled  “Soviet  Union  in  Figures  in  1962.” 
The  footnote  explained  laconically  that  the 
mortality  increase  for  1962  was  due  to  “an 
epidemic  of  the  grippe.” 

A computation  based  on  Soviet  population 
statistics  and  the  mortality  figures  shows 
that  an  average  of  1,530,000  persons  died 
annually  of  various  causes  from  1958  to 
1961.  In  1962,  however,  mortality  in  the  So- 
viet Union  jumped  to  1,650,000  — an  in- 
crease of  120,000. 

The  network’s  researchers  could  account 
for  only  20,000  to  45,000  deaths  that  may 
have  had  other  causes. 

“The  appallingly  high  toll  of  influenza 


deaths  can  be  blamed  in  part  on  the  Krem- 
lin’s news  management,  which  prevented 
Soviet  newspapers  from  publishing  epidemic 
advisories  and  tips  on  precautionary  meas- 
ures,” Radio  Liberty’s  analysts  said. 

Radio  Liberty,  with  13  powerful  trans- 
mitters in  West  Germany  and  Spain  and  four 
transmitters  on  Formosa,  is  heard  in  all 
heavily  populated  areas  of  the  Soviet  Union 
despite  jamming  efforts.  Situated  so  as  to 
insure  optimum  propagation  of  the  radio 
signal,  the  freedom  network’s  transmitters 
utilize  a total  power  of  more  than  one  and 
a half  million  watts.  Radio  Liberty  has 
broadcast  continuously  since  March  1,  1953. 

Action  in  District  Court  to  Challenge 
Xew  Drug  Regulation — 

Thirty-seven  prescription  drug  producers 
and  the  Pharmaceutical  Manufacturers  As- 
sociation (PMA)  went  into  a federal  district 
court  recently  to  challenge  the  legal  validity 
of  a drug  advertising  and  labeling  regulation 
recently  promulgated  by  the  Food  and  Drug 
Administration  (FDA). 

The  action,  filed  in  the  U.S.  District  Court 
in  Wilmington,  Del.,  alleged  that  the  regula- 
tion is  “unauthorized  by  and  contrary  to 
law.” 

Secretary  of  Health,  Education  and  Wel- 
fare Anthony  J.  Celebrezze  and  Food  and 
Drug  Commissioner  George  P.  Larrick 
were  named  as  defendants. 

The  controversial  regulation  was  issued 
last  June  20  as  a result  of  the  1962  amend- 
ments to  the  Food,  Drug,  and  Cosmetic  Act. 
The  amended  law  requires  only  that  “estab- 
lished names”  of  prescription  drugs  be 
printed  in  labeling  and  advertising  “prom- 
inently and  in  type  at  least  half  as  large 
as  that  used  for  any  proprietary  name,” 
while  on  the  other  hand  the  regulation  would 
require  the  established  name  to  appear  “each 
time”  the  protected  trademark  or  brand 
name  appears. 

Established  names  of  drugs  usually  are 
originated  by  manufacturers  in  cooperation 
with  the  U.  S.  Pharmacopeia  and  the  Amer- 
ican Medical  Association.  An  established 
name  may  be  used  by  any  producer  to  iden- 
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tify  the  active  or  therapeutic  ingredient  in  a 
drug  product.  In  contrast,  a pi'otected  brand 
name  may  be  used  only  by  a single  producer 
to  identify  himself  and  his  product. 

Manufacturers  who  place  brand  names  on 
products  are  thus  indicating  willingness  to 
stand  behind  the  quality  and  purity  of  their 
products.  This  is  especially  important  for 
drugs.  The  plaintiffs  pointed  out  that 
drugs  with  the  same  established  name  may 
differ  in  therapeutic  effect  because  of  vary- 
ing inactive  ingredients  and  manufacturing 
methods. 

The  plaintiffs  said  that,  in  addition  to  go- 
ing beyond  statutory  authority,  the  regula- 
tion requiring  repetition  of  the  established 
name  with  each  use  of  a protected  brand 
name  on  a container  label,  in  a package  in- 
sei’t,  or  in  any  advertising  to  physicians 
would  be  confusing  and  would  make  reading 
more  difficult,  to  the  detriment  of  doctors 
and  ultimately  their  patients. 

PMA,  which  represents  producers  of  more 
than  90  per  cent  of  U.  S.  drugs,  and  the  other 
plaintiffs  told  the  court  that  the  firms  also 
will  be  subject  to  substantial  expense  if  they 
must  revise  advertising  and  labeling  ma- 
terials to  conform  to  the  regulation. 

The  action  marks  the  first  time  in  the  25- 
year  history  of  the  Food,  Drug,  and  Cos- 
metic Act  that  the  prescription  drug  indus- 
try has  instituted  a court  action  to  invali- 
date an  FDA  regulation. 


Dangers  of  Federal  Controls  Cited — 

The  American  Medical  Association  warned 
that  research  on  new  drugs  could  be  seri- 
ously hampered  by  too  exacting  regulation 
and  supervision  by  the  federal  government. 

Hugh  H.  Hussey,  MD,  director  of  the 
AMA’s  Division  of  Scientific  Activities,  told 
a Senate  subcommittee  that  “medicine  and 
the  pharmaceutical  industry  have  established 
an  outstanding  record,  particularly  over  the 
last  two  decades,  in  the  discovery,  develop- 
ment, and  use  of  lifesaving,  healthsaving, 
and  pain  relieving  drugs. 

“The  benefit  to  our  people  from  such  dis- 
covery is  so  great  in  terms  of  reduced  mor- 


tality and  the  increased  control  of  numerous 
diseases  that  it  is  difficult  to  speculate  what 
the  state  of  our  nation’s  health  would  be 
without  them,”  he  added. 

Dr.  Hussey  said  the  AMA  was  well  aware 
of  the  responsibilities  of  private  industry 
in  drug  research,  developing,  and  market- 
ing. But  these  activities,  particularly  re- 
search, could  not  be  stereotyped,  he  said. 

“There  are  few  men  and  few  organiza- 
tions with  the  talent,  experience,  resources, 
knowledge,  and  courage  to  carry  out  drug 
research  from  the  initial  step  to  the  point 
where  the  drug  is  available  to  save  lives 
and  health  of  our  citizens,”  Dr.  Hussey 
said.  “The  manner  in  which  these  men  and 
organizations  operate  is  highly  individual- 
istic. It  is,  therefore,  important  to  insure 
protection  of  the  creativity  of  such  persons 
which  could  be  harmed  by  standardization  of 
their  procedure  through  unnecssary  and 
overly  burdensome  governmental  regulation 
and  supervision. 

“Thus,  in  the  best  interests  of  the  health 
care  of  the  American  people,  consideration 
must  be  given  to  the  benefits,  accomplish- 
ments, and  the  work  and  practical  problems 
of  the  drug  investigators  and  pharmaceutical 
industry,  as  well  as  to  the  responsibilities 
of  the  Food  and  Drug  Administration,  in 
assessing  and  solving  problems  in  this  field. 
The  AMA  does  not,  and  we  are  sure  that  no 
one  in  the  government,  in  the  pharmaceutical 
industry,  or  in  the  scientific  professions  in- 
volved, want  to  see  a single  individual  in- 
jured by  an  unsafe  drug.”  (Pennsylvania 
Medical  Journal). 


Deaths 

FLANAGAN  — May  L.  Flanagan,  MD, 
Lincoln.  An  owner  of  the  Bailey  Sani- 
torium  from  1901  until  1958,  Dr.  Flanagan 
died  August  8,  1963  at  the  age  of  96.  She 
graduated  from  the  Haneman  Medical  School 
in  Chicago  in  1900. 

CLARK  — George  Clark,  MD  — A mem- 
ber of  the  staff  of  the  Lincoln  State  Hospital 
since  1957,  Dr.  Clark  died  in  Lincoln  on 
August  5,  1963  at  the  age  of  65.  He  had 
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previously  been  in  private  practice  in  Oma- 
ha. He  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine. 

Woman's  Auxiliary 

It  is  a pleasure  and  a privilege  to  realize 
that  we  have  two  such  capable  leaders  at  the 
helm  of  our  organization  this  year.  Dr.  Ed- 
ward R.  Annis,  new  President  of  the  Amer- 
ican Medical  Association,  needs  no  introduc- 
tion. New  President  of  Woman’s  Auxiliary 
to  the  American  Medical  Association,  Mrs. 
C.  Rodney  Stoltz,  stands  with  equal  stature 
in  the  eyes  of  auxiliary  members  every- 
where. 

We  are  especially  proud  of  Mrs.  Stoltz  be- 
cause she  is  a former  Nebraskan.  The  for- 
mer Virginia  Cotton  was  born  in  Table  Rock, 
Nebraska,  and  majored  in  speech  and  dra- 
matics at  Nebraska  Wesleyan  University. 
Dr.  and  Mrs.  Stoltz  reside  in  Watertown, 
South  Dakota.  She  has  been  active  in  dis- 
trict and  state  auxiliaries  since  1947.  For 
the  National  Auxiliary,  Mrs.  Stoltz  has 
served  as  chairman  of  various  committees, 
as  a director,  as  a regional  vice  president 
and  president-elect. 

Serve  and  Communicate  is  the  auxiliary 
theme  for  1963-64  chosen  by  Mrs.  Stoltz. 
Our  year’s  activities  will  be  based  upon  the 
SAC  program  as  outlined  by  our  new  na- 
tional president. 

At  the  40th  National  Convention  in  At- 
lantic City  in  June  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  passed 
a resolution  that  each  local  unit  of  the 
Woman’s  Auxiliary  make  known  to  the  coun- 
ty medical  society  its  availability  to  assist 
in  whatever  way  they  are  needed,  to  carry 
out  any  or  all  parts  of  “Operation  — Home- 
town” locally. 

To  protect  free  medical  practice  from 
threatening  legislation,  the  AMA  conceived 
“Operation  Hometown.”  After  a careful 
and  penetrating  study  of  “How  to  Win  at 
Politics,”  the  AMA  prepared  a kit,  con- 
taining a guide  and  materials  for  medical 
societies  and  auxiliaries  to  use  in  success- 
ful campaigning.  In  planning  “Operation 


Hometown,”  the  AMA  seems  to  have  taken 
their  cue  from  experienced,  wise  political 
heads  who  say  that  all  elections  are  won, 
and  that  all  political  issues  are  actually  de- 
cided in  the  local  voting  precincts.  There- 
fore, your  individual  influence  and  effort 
in  your  own  local  precinct  are  of  prime  im- 
portance. Collectively,  they  will  decide  ulti- 
mate victory  or  defeat! 

Your  auxiliary  can  get  “Operation  Home- 
town” moving  full-speed  ahead  right  now! 
Contact  your  local  legislation  chairman  of 
your  local  medical  society,  or  write  to  your 
state  auxiliary  legislation  chairman,  Mrs. 
S.  H.  Perry,  Gothenburg.  It  is  always  dif- 
ficult to  speak  publically  when  and  where 
such  profession  is  not  sought.  We  are  all 
reluctant  to  force  the  issue  upon  friends  and 
acquaintances,  but  auxiliary  members  should 
be  able  and  willing  to  defend  free  medicine 
when  and  if  the  opportunity  arises. 

“Operation  Hometown”  also  stresses  that 
unrelenting  pressure  must  be  applied  to 
Washington  officials  through  the  means  of 
a heavy,  steady  flow  of  letters  opposing 
the  King-Anderson  bill,  and  the  mail  bar- 
rage should  continue  for  such  time  and  in 
such  volume  that  opportunistic  politicians 
will  no  longer  be  able  to  stomach  this  kind 
of  legislation.  The  time  to  begin  breaking 
the  ground  for  victory  is  now  at  hand  — 
not  next  year. 

Your  state  auxiliary  legislation  chairman, 
Mrs.  Perry,  has  labored  throughout  the  sum- 
mer to  bring  to  you  the  best  program  that 
time  and  funds  will  permit.  Monthly  bulle- 
tins have  been  planned.  These  bulletins  are 
designed  to  bring  to  eveiy  doctor’s  wife  in 
Nebraska  pertinent  facts  and  figures  on 
current  governmental  affairs.  The  first  two 
of  these  bulletins  have  been  prepared  and 
distributed.  The  Dawson  County  Auxiliary 
has  assisted  Mrs.  Perry,  and  will  continue 
to  act  in  the  capacity  of  a Committee  on 
Legislation.  Our  Nebraska  State  Medical 
Association  has  requested  that  the  Woman’s 
Auxiliary  consider  legislation  as  the  pri- 
ority project  of  the  coming  year.  Material 
and  program  will  continue  to  come  from 
our  Legislation  Chairman  and  Committee. 
We  urge  individuals  to  study  well  the  ma- 
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I 

I terial  made  available.  We  ask  all  doctor’s 
wives  to  feel  an  identification  with  the  fate 
of  free  medicine.  At  the  very  best  we  are 
only  150,000  wives  against  millions.  In  the 
face  of  such  great  odds  it  is  inconceivable 
I that  any  would  prefer  inactivity,  apathy  or 
I self-interests.  The  peril  in  which  American 
I medicine  finds  itself  today  forbids  such  folly. 

Dr.  Edward  R.  Annis,  President  of  Amer- 
ican Medical  Association,  in  closing  his  in- 
augural address,  said,  “To  the  extent  that  we 
are  successful  in  defending  those  principles 
which  we  know  to  be  sound,  right,  and  just 
for  medicine  — to  that  same  degree  we  will 
as  citizens  contribute  to  the  preservation 
of  freedom  throughout  the  entire  pattern  of 
American  life.” 

Mrs.  R.  B.  Rundquist, 
President. 


Know  Your 
Blue  Shield  Plan 

Budget  Troubles  Plague  State  “Medicare” 

Plan  in  Colorado — 

The  Wall  Street  Journal  recently  featured 
an  article  reporting  the  troubles  plaguing 
Colorado’s  Medicare  program.  Under  the 
provisions  of  the  state  program,  pensioners 
with  incomes  of  less  than  $113  monthly  are 
eligible  to  receive  medical,  hospital,  and 
nursing  home  care  as  well  as  drugs  at  no 
cost.  Last  year,  39,000  persons,  or  72  per 
cent  of  the  state’s  pensioners,  received  this 
aid. 

When  the  program  started  in  1957,  a $10 
million  annual  ceiling  was  set  by  the  legis- 
lators. But  by  the  end  of  the  current  fiscal 
year,  the  health  program  was  costing  around 
$12.1  million  — forcing  an  emergency  ap- 
propriation of  more  than  $2  million. 

When  state  officials  started  the  Medicare 
program,  they  expected  it  to  slowly  diminish, 
since  the  number  of  dependent  pensioners 
(because  of  private  pensions,  savings  and 
Social  Security)  had  been  decreasing  by  two 


per  cent  each  year.  But  although  fewer 
people  were  making  use  of  the  program, 
rising  costs  caused  a 10  per  cent  increase  in 
the  cost  of  administering  the  health  care 
plan  each  year.  As  a result,  instead  of  the 
estimated  $7.5  million  budget,  costs  have 
pushed  the  budget  through  the  $10  million 
ceiling  to  a cost  of  more  than  $12  million. 

The  cost  would  be  even  higher,  but  ac- 
cording to  the  editorial:  “As  it  is  now.  Blue 
Cross  and  Blue  Shield  handle  the  billing  for 
the  program  at  an  administrative  cost  of 
about  two  per  cent,  far  cheaper  than  a state 
(or  Federal)  agency  could  do  it.”  The  com- 
plexity of  the  situation  led  one  Colorado  hos- 
pital administrator  to  comment:  “To  run 
Medicare  on  a national  basis  you’d  need  a 
computer  a mile  high  with  a madman  at  the 
controls.” 

A recent  issue  of  MD  magazine  told  the 
results  of  a survey  conducted  in  1962  by  the 
Committee  on  Insurance  and  Prepayment 
Plans  of  the  AMA’s  Council  on  Medical 
Service.  “Replies  were  received,”  according 
to  the  magazine,  “from  nearly  3,000  of  a 
random  sample  of  5,000  physicians  to  whom 
questionnaires  were  mailed.”  According  to 
these  doctors:  “Blue  Shield  and  Blue  Cross 
(either  separately  or  jointly)  are  the  health 
coverage  plans  favored  by  most  physicians; 
next  in  favor  is  private  insurance,  although 
preferred  by  less  than  half  as  many  as  those 
who  chose  Blue  Shield  and  Blue  Cross. 
Only  about  7 per  cent  named  consumer  spon- 
sored cooperative  and  other  plans  as  most 
satisfactory.” 

Edwin  A.  Nielan,  president  of  the  United 
States  Chamber  of  Commerce,  recently  told 
a Delaware  Blue  Cross-Blue  Shield  luncheon 
group  that  the  Medicare  plan  would  put 
health  care  for  the  community  in  the  “strait 
jacket  of  national  uniformity.”  He  con- 
trasted a rigid,  federal  program  with  the 
Blue  Cross-Blue  Shield  Plans  which  “are 
flexible  and  are  adapted  to  meet  local  needs.” 

“Years  ago  there  was  a need  for  some 
plan  to  help  people  meet  costs  of  health 
care,”  he  added,  “but  this  need  has  been 
largely  met  by  the  Blue  Cross-Blue  Shield 
Plans  and  other  insurance  plans.” 
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Books 


“Communicable  Diseases  — Malaria,”  Volume  6 of 
the  Series  entitled  “Preventive  Medicine  in  World 
M ar  2,”  prepared  and  published  by  The  Medical 
Department  of  the  United  States  Army  under 
the  direction  of  Lt.  General  L.  D.  Heaton,  The 
Surgeon  General;  John  Boyd  Coates,  Jr,,  Colonel, 
M.C.,  Editor-in-Chief;  E.  C.  Hoff,  M.D.  and  P.  M. 
Hoff.  For  sale  by  the  Superintendent  of  Docu- 
ments, U.  S.  Governm.ent  Printing  Office,  Wash- 
ington 25,  D.C.  642  pages  with  63  illustrations, 
80  tables,  26  charts,  and  32  maps.  $6.25. 

This  volume  was  prepared  and  edited  under  the 
guidance  of  an  Advisory  Editorial  Board,  with 
Stanhope  Bayne-Jones,  MD,  former  Dean,  Yale 
University  School  of  Medicine,  as  chairman.  With 
an  introductory  chapter  by  Paul  F.  Russell,  MD, 
and  the  remaining  chapters  written  by  twelve 
other  eminent  authorities  in  malariology,  this  book 
relates  the  difficulties  as  well  as  the  triumphs  in 
the  constant  fight  against  malaria  in  the  United 
States,  the  South  Atlantic  and  Caribbean  area, 
North  Africa,  Italy',  the  Mediterranean  Islands,  the 
Africa-Middle  East  Theater,  the  China-Burma-India 
Theater,  the  Southwest  Pacific  Area,  and  other 
areas  in  the  world  where  our  troops  were  stationed 
during  World  War  2. 

To  overcome  this  devastating  disease  during  the 
war,  a seemingly'  insurmountable  program  of  sur- 
vey', research,  control,  and  prevention  of  this  de- 
stractive  and  incapacitating  disease  was  imple- 
mented. It  required  the  cooperative  efforts  of  both 
governmental  and  private  health  organizations  to 
attain  the  final  success  of  the  malaria  program. 

The  lessons  learned  about  malaria  during  World 
War  2 have  been,  and  will  continue  to  be,  most 
helpful  in  planning  pi-eventive  programs  in  the 
future.  The  epidemiology  of  malaria  and  the  tech- 
nical application  of  control  measures  are  basically 
the  same  in  military'  and  civilian  communities. 

This  book  provides  excellent  reference  material 
for  both  civilian  and  military  phy'sicians,  sanitari- 
ans, and  all  others  interested  in  and  associated  with 
preventive  medicine. 


’’Crossen’s  Synopsis  of  Gynecology  — 6th  edi- 
tion” by  Daniel  W inston  Beachem,  JID  and  W’ood- 
ard  Davis  Beacham,  MD.  Published  in  August, 
1963  by  The  C.  V.  Mosby  Company  of  St.  Louis. 
371  pages  with  106  figures,  including  3 in  color. 
$7.50. 

This  book  is  an  up-to-date  and  concise  guide  to 
virtually  all  aspects  of  gynecologic  diseases.  Inas- 
much as  the  first  five  editions  were  written  by 
the  late  Harry  Sturgeon  Crossen  and  his  son,  the 
late  Robert  James  Crossen,  the  authors  of  the  pres- 
ent volume  have  added  the  distinguished  Crossen 
name  to  the  title  of  this  edition. 

Since  the  first  edition  of  this  book  was  published, 


wonderful  progress  has  been  made  in  gynecologic 
medicine  and  surgery.  Today  we  are  blessed  with 
aids  in  making  diagnoses  and  treating  diseases  of 
women  which  have  probably  exceeded  the  dreams 
of  the  earlier  authors.  However,  we  must  con- 
tinue to  obtain  histories  and  to  carefully  examine 
the  patients  as  emphasized  by  the  Crossens  in  pre- 
vious editions,  and  material  written  earlier  about 
this  part  of  gynecology  has  required  little  change  in 
this  edition. 

To  the  present  volume,  however,  has  been  added 
information  in  regard  to  chromosomal  counting,  in- 
duction of  ovulation  with  human  pituitary  extracts 
and  Clomiphene,  use  of  adrenal  steroid  tests,  the 
biochemistry  of  ovarian  steroids,  the  chemotherapy 
of  cancer,  the  use  of  synthetic  progestins  in  adeno- 
carcinoma of  the  endometrium  and  functional  uter- 
ine bleeding,  septic  shock  due  to  endotoxins,  and  in- 
formation concerning  an  effective  oral  trichomona- 
cide. 

Readers  will  find  interesting  the  unit  on  diagnosis 
which  encompasses  physical,  deductive,  laboratory 
and  histologic  techniques.  New  infoiTnation  is  pre- 
sented concerning  tumors  of  the  Fallopian  tubes. 

The  authors  are  Professors  of  Clinical  Obstetrics 
and  Gynecology  at  the  Tulane  University  School  of 
Medicine. 


“Physical  Diagnosis  — 2nd  edition”  by  John  A. 
Prior,  MD  and  Jack  S.  Silberstein,  IMD,  Profes- 
sors of  ^ledicine  at  the  Ohio  State  University 
College  of  Medicine,  aided  by  nine  other  eminent 
doctors  who  have  contributed  special  material. 
Published  in  August,  1963  by  The  C.  V.  Mosby 
Company  of  St.  Louis.  455  pages  with  277  illus- 
trations. $8.50. 

The  authors  have  presented  simply  and  concise- 
ly the  most  important  basic  tools  of  the  physician 
— the  principles  and  complete  procedures  of  histoiy- 
taking  and  physical  examination. 

Physical  diagnosis  is  not  a static  subject.  As  a 
result  of  new  medical  and  surgical  techniques  in 
diagnosis,  certain  alterations  in  body  functions  as- 
sume increasing  significance.  For  example,  the 
growth  of  vascular  surgery  has  made  possible  the 
repair  of  abdominal  aortic  aneurysms.  As  a conse- 
quence, such  advances  necessitate  a more  thorough 
consideration  of  examination  techniques  as  applied 
to  the  abdomen.  Tracings  of  heart  sounds  have 
resulted  in  a clearer  understanding  of  the  dynamics 
of  production  of  these  sounds.  The  chapter  on  the 
cardiovascular  system  has  incorporated  a number 
of  heart  sound  tracings  in  order  that  the  student 
may  correlate  the  physical  findings  with  the 
tracings. 

Other  additions  to  the  present  edition  include 
evaluation  of  hearing  from  a clinical  point  of  view, 
measurement  of  the  visual  fields,  localization  of 
blind  spots,  and  bedside  tests  for  venous  competency 
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in  the  extremities.  Because  of  the  ever-increasing 
incidence  of  mental  illness  and  the  necessity  of  rec- 
ognizing and  understanding  the  emotional  aspects 
of  physical  illness,  a chapter  has  been  added  on 
the  mental  examination.  This  chapter  is  designed  to 
equip  the  student  with  the  understanding  necessary 
to  conduct  a skillful  interview  and  to  understand  the 
psychic  problems  of  his  patient. 


“The  Natural  History  of  Quackery”  by  Eric  Jame- 
son. Published  26  July  1963  by  Charles  C. 
Thomas  Publishers,  Springfield,  Illinois.  224 
pages  with  20  illustrations.  $.5.50. 

When  Henry  the  8th  issued  a statute  so  that  the 
people  might  “know  the  cunning  from  the  uncun- 
ning medical  practitioners”  many  “quacks”  must 
have  thought  that  their  days  were  numbered.  How- 
ever, history  has  proved  otherwise.  In  the  face  of 
persecution  the  “quacks”  flourished.  Joshua  Wai'd 
and  William  Read,  for  example,  enjoyed  Royal 
patronage.  One  lady  practitioner  of  the  gentle  art 
sold  her  “secret  cure”  to  the  British  Government 
for  5,000  pounds.  The  “quacks”  soon  found  that  it 
paid  to  specialize.  The  author  tells  of  the  dubious 
activities  of  James  Graham  at  his  Temple  of  Health, 
where  sex  was  first  exploited  as  an  advertising 
gimmick,  and  Katterfelto  and  his  Cat  Show  at 
22  Piccadilly,  thus  giving  the  reader  an  interesting 
insight  into  the  frauds  and  foibles  of  18th  century 
London. 

Are  we  getting  harder  to  dupe  than  our  ances- 
tors? The  answer  is  probably  an  emphatic  “No.” 
There  is  still  many  a fortune  to  be  made  in  the 
field  of  Quackei-y  by  a bright  young  man  with  a 
“good  — although  slightly  crooked”  idea  and  an 
attractive  personality. 

The  practice  of  Quackery  may  seem  to  have 
changed  a lot  since  the  Roman  Oculist  Quacks  first 
wandered  over  Europe.  The  author  argues  effec- 
tively that  all  that  has  altered  in  the  Natural  His- 
tory of  Quackery  has  been  the  “patter.” 


New  and  Nonofficial  Drugs  is  available  from  J.  B. 

Lippincott  Co.,  Philadelphia,  at  $4.00. 

The  1963  “New  and  Nonofficial  Drugs”  is  now 
available.  This  is  one  of  the  most  helpful  volumes 
the  physician  can  keep  at  hand  for  reference. 
There  is  a short  monograph  concerning  each  drug. 
This  tells  what  the  drug  is,  details  its  actions  and 
uses,  gives  dosages,  indicates  the  route  or  routes  of 
administration,  and  warns  of  side-reactions.  It  also 
names  the  preparations,  tells  us  who  makes  it  and 
under  what  trade  name  it  comes  on  the  market. 
The  index  gives  not  only  the  official  name  but 
the  trade  name  or  names,  thus  making  it  easy 
to  find  what  one  is  looking  for. 

This  book  has  reached  almost  a thousand  pages 
in  size.  During  the  past  year  26  new  monographs 
have  been  added.  Five  have  been  dropped  because 
the  drugs  are  no  longer  available.  Forty  were 
dropped  because  they  had  been  carried  a minimum  of 
five  years  and  it  is  assumed  everyone  has  famili- 
arized himself  with  them.  The  longest  a monograph 
may  be  carried  is  20  yeai's  (cummulative,  in  NND, 
USP  or  NF). 


TUBERCULOSIS  ABSTRACTS 

CHRONIC  BRONCHITIS:  A FIVE-YEAR 
FOLLOW  UP 

— V.  C.  Medvei.  MD.  and  Neville  C.  Oswald,  MD,  Thorax, 
March,  1962. 

When  the  fate  of  chronic  bronchitic  patients 
was  traced  five  years  after  first  diagnosis,  it 
was  found  that  the  number  of  deaths  was  twice 
that  expected.  The  excess  mortality  was  due 
primarily  to  respiratory  diseases.  Deaths  due 
to  circulatory  conditions  were  also  excessive. 

Many  aspects  of  the  natural  histoiy  of  chronic 
bronchitis  have  been  subjected  to  scnitiny,  but 
little  attention  has  been  paid  to  prognosis  in  terms 
of  life  expectancy.  From  the  clinical  standpoint, 
a knowledge  of  the  likely  outcome  for  individual 
patients  is  most  desirable  and,  as  in  other  poten- 
tially fatal  maladies,  this  may  conveniently  be 
expressed  in  terms  of  five-year  survival. 

In  this  study  the  fate  of  a group  of  bronchitic 
patients  of  different  ages  and  with  varying  sever- 
ity of  symptoms  w’as  sought  after  a lapse  of  five 
years.  Their  clinical  state  was  assessed  at  the 
beginning  and  end  of  the  period,  and  the  number 
of  fatalities  and  causes  of  death  were  determined 
as  far  as  possible. 

The  series  consists  of  312  civil  servants,  mostly 
clerical  workers,  messengers,  attendants,  and  in- 
dustrial workers,  who  attended  the  Bronchitis  Clinic 
of  Bromptom  Hospital  during  the  period  from 
March,  1951,  to  September,  1953. 

The  initial  selection  was  based  upon  sickness 
records,  which  showed  either  three  absences  from 
work  during  one  year  with  a diagnosis  of  bronchitis, 
or  two  such  absences,  each  lasting  more  than  two 
weeks. 

COUGH  AND  SPUTUM 
The  criteria  for  acceptance  were  cough  and 
sputum  for  at  least  a year,  though  not  necessarily 
continuous,  which  could  not  be  attributed  to  any 
other  important  or  precipitating  disease  of  the  res- 
piratory, cardiovascular,  or  other  systems.  Dis- 
ability from  either  breathlessness  or  recurrent  in- 
fections was  the  rule,  the  method  of  selection  be- 
ing such  that  patients  were  called  for  inteiwiew 
as  soon  as  they  were  obseiwed  to  be  having  re- 
peated sickness  absences  from  bronchitis. 

Altogether,  398  such  patients  were  referred  to 
the  clinic.  A full  questionnaire,  including  history, 
physical  examination,  and  roentgenograms  of  the 
chest,  was  completed  in  312.  At  the  end  of  five 
years,  the  suiwivors  were  recalled  for  a second  clin- 
ical and  roentgenographic  examination. 

Seven  of  the  patients  were  untraced.  Of  the  re- 
maining 305,  96  had  died  at  the  end  of  five  years, 
the  certified  cause  of  death  being  knowm  in  92. 
The  cause  used  in  the  analysis  was  the  underlying 
cause  which  started  the  chain  of  events  leading  to 
death  rather  than  the  ultimate  mode  of  dying.  The 
greatest  number  of  deaths  was  due  to  respiratory 
causes,  a total  of  57.  The  underlying  cause  of 
death  in  each  of  the  57  appeared  to  be  bronchitis 
and/or  emphysema.  Cor  pulmonale  was  listed  in 
seven. 
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Cancer  was  responsible  for  seven  deaths  and 
diseases  of  the  circulatory  system  for  18.  The 
other  deaths  of  known  cause  were  due  to  cerebral 
vascular  accidents  (three)  and  motor  accidents  and 
a variety  of  other  conditions. 

Two  hundred  and  eighty  of  the  patients  were 
men  and  25  were  women;  77  per  cent  of  the'  men 
were  between  the  ages  of  45  and  64. 

DEGREE  OF  BREATHLESSNESS 

The  clinical  assessment  at  five  years  was  com- 
pared with  the  degree  of  breathlessness  at  the  pa- 
tient’s first  inteiwiew. 

Degrees  of  breathlessness  were  defined  as  mild, 
meaning  no  breathlessness  or  only  at  hea\^^  work; 
moderate,  meaning  capable  of  light  work,  breath- 
less on  walking  quickly  or  hurrying,  able  to  climb 
12  stairs  without  undue  distress;  severe,  meaning 
capable  of  sedentary  work,  breathless  on  walking 
at  moderate  speed  on  the  flat  or  climbing  12  stairs, 
or  greater  degrees  of  breathlessness. 

The  assessment  of  “same,  better,  or  worse”  was 
based  on  breathlessness  only.  Of  the  305  patients 
followed  for  five  years,  136  had  mild,  95  had  mod- 
erate, and  74  had  severe  breathlessness. 

The  proportion  of  patients  in  whom  breathless- 
ness was  the  same  or  improved  was  directly  related 
to  age  and  to  severity  of  symptoms  at  the  first 
interview,  except  in  the  age  group  60  to  74,  in 
which  the  moderately  breathless  fared  rather  bet- 
ter than  the  mildly  breathless. 

The  gradient  of  mortality  is  steepest  in  the 
younger  patients,  becoming  progressively  less  steep 
in  the  two  older  groups  (50  to  59  and  60  to  74). 
The  serious  prognostic  significance  of  severe  breath- 
lessness in  young  patients  clearly  is  seen  when 
their  mortality  is  compared  with  that  of  older 
patients  with  milder  degrees  of  breathlessness. 

RATIO  OF  OBSERVED-EXPECTED 
DEATHS 

The  ratio  of  observed  to  expected  deaths  in  this 
suiwey  was  4:2  in  men,  3.3  in  women.  The  res- 
piratory and  circulatoiy  deaths  together  account 
for  the  excess  mortality.  The  excessive  number  of 
circulatory  deaths  must  be  accepted  as  significant. 

The  ratios  of  observed  to  expected  deaths  fell 
with  increasing  age,  a fact  not  easily  explained. 
They  suggest  that  bronchitis  of  sufficient  severity 
to  cause  sickness  absences  runs  a more  rapidly  pro- 
gressive course  in  young  adults  than  it  does  in  later 
life,  and  the  five-year  death  rate  of  38  per  cent 
for  severely  breathless  bronchitics  under  the  age 
of  50  is  ominous. 

The  general  pattern  of  clinical  status  after  five 
years  is  to  be  anticipated.  The  proportion  of  pa- 
tients in  whom  breathlessness  was  the  same  or  bet- 
ter declined  with  advancing  years  and  the  death 
rates  increased.  A moderately  breathless  bron- 
chitic in  the  fifties  was  found  to  have  a roughly 
equal  chance  of  being  the  same  or  better,  worse 
or  dead,  after  five  years.  These  figures  may  then 
be  taken  in  conjunction  with  the  causes  of  death 
which  suggest  that,  should  he  die,  he  has  roughly 
an  80  per  cent  probability  of  dying  from  a respir- 
atoiy  or  circulatory  cause. 


LOAN  GUARANTEE  FUND 

(Continued  from  page  539) 
been  rejected  for  various  reasons  the  main 
one  of  which  (30%)  was  the  desire  to  bor- 
row to  buy  cars,  furniture,  and  similar  con- 
sumer goods.  One  fourth  did  not  complete 
their  first  term  in  medical  school,  and  some- 
what over  20  per  cent  failed  to  show  need 
for  the  funds. 

The  Guarantee  Fund  has  grown  by  dona- 
tions from  many  sources,  but  it  is  interest- 
ing that  more  than  $206,000  (14%)  came 
from  physicians,  either  directly  or  through 
county  medical  societies,  and  the  Woman’s 
Auxiliaiy  ($34,688).  This  would  under- 
write more  than  $2.5  million  in  loans. 

Student  Loan  Funds,  such  as  those  oper- 
ating in  Nebraska  have  become  obsolete, 
even  those  that  have  grown  to  sizeable 
amounts.  It  is  obvious  that  if  these  more 
or  less  obsolete  funds  were  added  to  the 
Guarantee  Loan  Fund  of  AMA-ERF,  their 
efficiency  could  be  enhanced  many  fold. 


c^^oocl*^u\f  in 

^ Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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ORGANIZATIONS,  NATIONAL 

Practice  American  Heart  Association 

Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  General 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
.American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthiritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Gai-field,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  I’niversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
.Muscular  Dystrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

■\rthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

.American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Heiwert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Maxine  Bohaboy,  President 
Lincoln  Geneial  Hospital,  Lincoln,  Nebraska 
Nebraska  Division 
.Vmerican  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 

Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafv,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  IMid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
L^niversity  of  Nebraska  College  of  IMedicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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The  Lady  Governors  of  the  Old  Men’s  Home  at  Haarlem  frans  hals,  158O/81-I666 


In  Geriatrics... 

METAMUCIi:  Provides  Bland  Smoothage 

brand  of  psyllium  hydrophilic  mucilloid 


The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophilic  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  MetamucU  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Helps  speed  recovery 
even  in  severe 


muscle 


Whether  your  muscle-injury  patient  is  a professional 
athlete  or  just  a weekend  golfer,  you  can  expect  rapid 
results  wdth  ‘Soma’  (carisoprodol). 

This  unique  drug  breaks  up  both  muscle  spasm  and 
pain  at  the  same  time.  Onset  of  action  takes  only  30 
minutes,  and  your  patient  will  usually  begin  to  feel 
better  within  hours. 

As  Conant  demonstrated  in  a study  of  106  patients 
with  musculoskeletal  injuries,  88%  of  the  patients 
treated  with  ‘Soma’  (carisoprodol)  achieved  good  to 
excellent  results.  (Clinical  Medicine,  March,  1962.) 

Carisoprodol  seldom  produces  side  effects.  Occa- 
sional drowsiness  may  occur,  usually  at  higher  than 
recommended  dosage.  Individual  reactions  may  occur 
rarely.  For  severe  athletic  strains  or  everyday  sprains, 


injuries 


you  can  rely  on  ‘Soma’  (carisoprodol)  to  help  speed 
recovery  with  notable  safety. 

USUAL  DOSAGE:  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with 
an  independent  pain-relieving  action 

^oma* 

carisoprodol 

Wallace  Laboratories,  Cranbury,  New  Jersey 

j 


hloodjilk  and  Maalox 


(magnesium-aluminum  hydroxide  gel) 


Practically  standard  treatment,  now,  for  bleeding  ulcer.  Why  is  Maalox  included?  Antacid  therapy 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  on 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation  — three  important  reasons  for 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospital 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfort. 
Supplied:  Suspension:  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  to  1 
teaspoonful  and  each  Maafox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 
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WILLIAM  H.  RORER,  INC..  FORT  WASHINGTON.  PA. 


CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


‘CORTISPORIN’L«. 

POLYMYXIN  B-NEOMYClN-GRAMtCIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
KITH  HYDROCORTISONE  l<k 

OINTMENT 


1/2  OZ. 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — /n^redients.'  Each  gram  contains  ‘Aerosporin’® 
brand  Pol3onyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  Vi  oz.  and  % oz. 

•U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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I Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications -The  habit-forming  potentialities  of 
ij  Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
I observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
I some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
'3  the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 
i Marcotic  order  required.  Literature  on  request,  £NDO  LABORATORIES  Richmond  Hill  18,  New  York 

I *U.  S.  Pats.  2,628,185  and  2,907.768 


throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6^  hours 
or  longer  with  just  2 tablet . . . 
rarely  causes  constipation. 


YOU  KNOW  how  expensive  hos- 
pital cost  can  be. 

NOW  LEARN  about  the  broad 
new  protection  for  your  entire 
family  available  at  new  low  rates 
from  ‘‘The  Doctors  Company.” 

(No  obligation,  of  course.) 

PHYSICIANS  MUTUAL  INSURANCE  COMPANY 

formerly 

Physicians  Casualty  and  Health  Associations 
“The  Doctors  Company’’ 
Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31 , Nebraska 

Please  send  details  on  your  hospital 
protection  plan. 

NAME AGE. 

ADDRESS 


CITY STATE 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  WFieel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal.  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

WELL  ESTABLISED  6 man  group  in  Iowa  town 
of  6,300  needs  board  eligible  or  certified  internist 
immediately.  Community  building  a new  hospital. 
Salary’  first  year,  then  percentage  of  net.  Salary 
open.  Write  Box  31,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

GENERAL  PRACTITIONER  — Office,  equip- 
ment and  new  home  for  sale;  Western  Nebraska 
town;  active  practice;  new  fully  equipped  hospital 
in  town;  another  M.D.  in  town.  For  details  write 
Box  29,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 


WANTED  — Orthopod,  internist  and  GP  for 
medical  group  that  has  four  graduates  of  Nebraska 
and  one  Creighton.  W'rite  for  details.  Temple  City 
Medical  Group,  Temple  City,  California. 

ATTENTION  LINCOLN  DOCTORS  — Ideal  lo- 
cation for  small  clinic  — East  “0”  Street.  Will 
build  to  suit.  Contact,  Art  Johnson  Realty,  120 
South  42nd,  Lincoln,  Nebraska.  Phone  488-3000. 

WANTED  — Certified  or  Board  eligible  internist 
to  join  four  certified  internists  in  well-rounded 
clinic  group.  Kansas.  Write  Box  30,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 

RESIDENCIES  in  Physical  Medicine  and  Re- 
habilitation offer  ideal  opportunity  to  general  prac- 
titioner considering  specialization.  Comprehensive 
training  utilizing  Mayo  Clinic  facilities  and  faculty. 
$3,600  - $8,000  stipend.  Attractive  community,  ex- 
cellent school  system,  cultural  advantages.  Con- 
tact E.  C.  Elkins,  M.D.,  Mayo  Foundation,  Rochester, 
Minnesota. 

NEBRASKA  GRADUATE  — AAGP  member,  33, 
needs  associate.  N e w medical  building,  fully 
equipped.  Hospital  and  surgical  privileges  easily 
obtained.  Salai-y  open,  full  partnership  within  year. 
Excellent  schools,  cultural,  and  recreational  oppor- 
tunities. Contact  Aimold  Krause,  M.D.,  1147  So. 
Walnut,  Casper,  Wyoming. 
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Smooths  out  emotional  peaks  and  valleys 


Meprospan’-400  brand  of  meprobamate  contains  400 
ng.  in  sustained-release  form.  One  capsule  smooths 
Dut  the  anxious  patient’s  emotional  peaks  and  valleys 
for  10  to  12  hours  — and  provides  these  other  advan- 
tages: 

1.  Especially  suitable  for  maintenance  therapy. 
Patients  whose  anxiety  has  diminished  to  a mild 
or  moderate  level  still  require  a certain  amount  of 
tranquilization  throughout  the  day.  Sustained- re- 
lease action  is  ideally  suited  to  this  type  of  patient. 

2.  Simpler  dosage  schedule.  Since  one  capsule  of 
‘Meprospan’-400  (meprobamate,  sustained  release) 
acts  10  to  12  hours,  the  patient  enjoys  a much 
simpler  dosage  schedule  than  with  tablets  — and 
is  less  likely  to  forget  to  take  the  medicine. 

Side  Effects:  Rarely,  skin  reactions.  May  increase 
effects  of  excessive  alcohol.  Use  with  care  in  patients 


with  suicidal  tendencies.  Massive  overdosage  may 
produce  coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Consider  possibility  of  dependence  in  patients 
with  history  of  drug  or  alcohol  addiction. 

X\a.\\ah\e'.‘Meprospan’-400  (meprobamate,  sustained  release) 
contains  meprobamate  400  mg.  ‘Meprospan’-200  (meproba- 
mate, sustained  release)  contains  meprobamate  200  mg.  Both 
potencies  in  bottles  of  30.  Usual  dosage : One  400  mg.  capsule 
or  two  200  mg.  capsules  at  breakfast;  repeat  with  evening  meal. 


Meprosparf-400 

meprobamate  400  mg. 

sustained  release 

(^WALLACE  LABORATORIES /Cranbury,  N.J. 


CM£.9168 


For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamaliir 

Antacid  Tablets 

. . faster  in  onset 
of  action ..  .and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  obseiwation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50, 100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

‘Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 


Each  capsule  contains:  Vitamin  Bi  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid) ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)...2  mg.  / Vitamin  Bu  Crystalline... 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  ‘'reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l. COMPLAINTS 

have  biliary  implications 


for  biliary/intestinal  stasis 


250  mg.  (3%  gf  I 


Average  adult  dose;  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions;  Observe  patients  — 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects;  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications;  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available;  Decholin-BB,  bottles  of  100  tablets.  AIso;^Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  DecholinS'  (dehydrocholic 
acid,  250  mg.),  bottles  cf  100  and  500  tablets. 
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Dosage:  Oral  — Usual  adult  dose  in  mild  to  moderate  anxiety  and  tension  is  5 or  10  mg,  3 or  4 times 
daily;  in  severe  anxiety  and  tension,  20  or  25  mg.  3 or  4 times  daily.  Side  Effects:  Oral  — Drovi/si ness 
and  ataxia,  usually  dose-related,  have  been  reported  in  some  patients  — particularly  the  elderly  and 
debilitated.  Paradoxical  reactions,  i.e.,  excitement,  stimulation,  elevation  of  affect  and  acute  rage,  have 
been  reported  in  psychiatric  patients;  these  reactions  may  be  secondary  to  relief  of  anxiety  and  should 
be  watched  for  in  the  early  stages  of  therapy.  Other  side  effects,  usually  dose-related,  have  included 
isolated  instances  of  minor  skin  rashes,  minor  menstrual  irregularities,  nausea,  constipation,  ir  creased 
and  decreased  libido.  Precautions:  Oral  — In  elderly,  debilitated  patients,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia  or  oversedation  (not  more  than  10  mg  per  day  ini- 
tially, to  be  increased  gradually  as  needed  and  tolerated).  Until  the  correct  maintenance  dosage  is  estab- 
lished, patients  receiving  this  agent  should  be  advised  against  possibly  hazardous  procedures  raquiring 
complete  mental  alertness  or  physical  coordination.  Caution  patients  about  possible  combinep  effects 
with  alcohol.  Caution  should  be  exercised  in  administering  Librium  (chlordiazepoxide  HCI)  to  a^ciction-  -- 
prone  individuals.  Careful  consideration  should  be  given  to  the  pharmacology  of  any  agents  to  be 
employed  concomitantly  — particularly  the  MAO  inhibitors  and  phenothiazines.  Observe  usual' precau-  . 
tions  in  impaired  renal  or  hepatic  function.  Periodic  blood  counts  and  liver  function  tests  may  be 
advisable  in  protracted  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  to 
pregnant  patients. 
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Oilantin  Kapseals 

(Diphenylhydantoin  sodium) 

H K E D A V S 

j 

With  modern,  intelligent  therapy,  epilepsy  has  an  excellent  prognosis.  “Well  over  i 

90  per  cent  of  the  patients  can  be  adequately  controlled  so  that  they  can  lead  a I 

normal  life  and  take  a useful  and  respectable  position  in  society."^  I 

Diphenylhydantoin  sodium  is  generally  regarded  as  the  standard  in  anticonvulsant  I 

medication  because  of  its  effectiveness  in  controlling  grand  mal  and  psychomotor  j 

seizures. 2 10  It  possesses  a wide  margin  of  safety,  and  the  incidence  of  side  effects 
is  minimal.^  With  this  agent,  oversedation  is  not  a problem. ^ Moreover,  its  use  is 
often  accompanied  by  improvement  in  the  patient’s  memory,  intellectual  per- 
formance, and  emotional  stability. n 


aplastic  anemia,  leukopenia,  agranulocytopenia,  and  pancytopenia  have  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic  examination  of  the  blood 
is  advisable. 

DILANTIN  (diphenylhydantoin  sodium)  is  available  in  Kapseals  of  0.03  Gm.  and 
0.1  Gm.,  bottles  of  100  and  1000. 

REFERENCES;  (1)  Maltby,  G.  L:  J.  Maine  M.A.  48:257,  1957.  (2)  Roseman,  E.:  Neurology  11:912, 
1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley, 
J.  W.:  M.  Clin.  North  America  42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Con- 
vulsive Disorders  in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.:  Postgrad. 
Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9)  Carter,  C.  H.:  Arch.  Neurol.  & Psy- 
chiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman.  H.  F.:  Epileptic  Seizures, 
Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(11)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 
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Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions: 
Toxic  effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  generalized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Eruptions  then  usually  subside.  Though  mild  and  rarely  an 
indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountereif,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling 
of  unsteadiness.  All  usually  subside  with  continued  use.  Megaloblastic  anemia, 
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Notable  increase  in  vigor,  strength  and  sense  of  well-being 


ROL  (stanozolol-Winthrop),  a heterocyclic  steroid,  combines 
! anabolic  effects  with  outstanding  tolerance,  stimulates  appe- 
!d  promotes  weight  gain . . . restores  a positive  metabolic  balance. 
:iteracts  the  catabolic  effects  of  concomitant  corticosteroid  or 
therapy.  WINSTROL  (stanozolol-Winthrop)  rebuilds  body  tissue 
t builds  strength,  confidence  and  a sense  of  well-being  in  con- 
- associated  with  excess  protein  breakdown,  insufficient  protein 
'and  inadequate  nitrogen  and  mineral  retention, 
effects  and  Precautions:  Prolonged  administration  can  produce 
irsutism,  acne  or  voice  change.  In  an  occasional  patient,  edema 
:en  observed  and  in  young  women  the  menstrual  periods  have 
Tiilder  and  shorter.  These  side  effects  are  reversible,  and  pa- 
receiving  prolonged  treatment  should  be  examined  and  ques- 


tioned periodically  so  that,  should  side  effects  appear,  the  dosage 
may  be  reduced  or  administration  of  the  drug  discontinued  for  a time. 
In  patients  with  impaired  cardiac  and  renal  function,  there  is  the  pos- 
sibility of  sodium  and  water  retention.  Liver  function  tests  may  reveal 
an  increase  in  bromsulphalein  retention,  particularly  in  elderly  pa-i 
tients.  In  such  cases,  therapy  should  be  discontinued.  Although  it  has! 
been  used  in  patients  with  cancer  of  the  prostate,  its  mild  androgenic^ 
activity  is  considered  by  some  investigators  to  be  a contraindication. 
Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or  with  meals;  young 
women,  I tablet  b.i.d.;  children  (school  age):  up  to  I tablet  t.i.d.;  chil- 
dren (pre-school  age):  */2  tablet  b.i.d.  Available  as  scored  tablets  of 
2 mg.  in  bottles  of  100.  For  best  results,  administer  with  a high  protein 

diet.  WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y.  I 
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m Supportive  therapy 
K for  the  aged  and  debilitated 

W Physiotonic  benefits 
f with  new  oral  anabolic 

WINSTROL 

brand  of 

STANOZOLOL 


The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  [meprobamate]  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among  millions 
of  patients  throughout  the  world  — plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  [meprobamate].  This  is  why  it  “belongs 
in  every  practice.” 

dependable:  ‘Miltown’  [meprobamate]  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  [meprobamate]  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in  which 
anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contra- 
indications; Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use.  Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual 
disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in 
small  quantities,  to  patients  with  suicidal  tendencies.  Massive  overdosage  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw 
gradually  after  prolonged  use  at  high  dosage.  Complete  product  information  available  to 
physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED;  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


The  insomniac  The  tense,  nervous  patient  The  heart-disease  patient  The  surgical  patient 


Premenstrual  tension  The  agitated  senile  patient  The  alcoholic  The  problem  child 


the  original  brand  of 
meprobamate 


WALLACE  LABORATORIES 
Cranbury,  N.J. 
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KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


parenteraliiemostat 


Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 0cc  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Poris,  Ontario 


Rabies  As  Health  Problem — 

Experience  in  the  state  of  Wisconsin  indi- 
cates that  rabies  constitutes  a continuing 
health  problem.  A report  in  the  Wisconsin 
Medical  Journal  states  that,  although  the 
state  laboratory  is  not  aware  of  human  cases 
of  the  disease  during  the  past  year,  human 
exposure  is  frequently  involved  in  the  case 
of  animals  sent  in  for  diagnostic  study. 

The  cat  is  now  equally  as  important  for  the 
spread  of  rabies  as  the  dog.  Small  domestic 
animals  and  large  farm  animals  such  as  the 
cow,  sheep,  and  horse  not  infrequently  con- 
tract rabies,  presumably  as  a consequence  of 
a wild-animal  bite.  The  bat  also  poses  a 
problem  as  about  twelve  per  cent  of  those 
examined  were  found  rabid. 

The  skunk  is  a notoriously  rabid  animal  in 
Wisconsin,  and  physicians  are  urged  to  give 
immediate  treatment  in  the  event  a human 
has  been  bitten  by  this  animal.  Treatment 
should  include  immune  serum  and  vaccine. 


Hospital  Utilization  Committee — 

The  problem  of  the  rising  cost  of  health 
care  prompted  the  development  of  a plan 
of  Utilization  Committees  as  part  of  the 
medical  staff  in  hospitals  of  western  Penn- 
sylvania. Described  in  the  Pennsylvania 
Medical  Jownal,  the  system  is  viewed  as  a 
challenge  to  the  profession  and  not  as  a 
threat.  Utilization  Committees  represent  a 
part  of  the  total  program  for  improved  medi- 
cal service  which  originated  in  western 
Pennsylvania  and  was  subsequently  adopted 
by  the  State  Medical  Society.  The  committee 
concept  is  based  on  the  premise  that  all 
physicians  benefit  as  educational  means  are 
used  to  increase  their  awareness  of  how  they 
utilize  hospitals. 

The  hospital  committee  consisted,  on  the 
average,  of  six  members.  The  majority  of 
committees  met  monthly  to  conduct  their 
case  reviews.  The  basis  of  committee  activ- 
ity is  the  review  of  charts  of  discharged  pa- 
tients. Long  stay  cases  were  most  common- 
ly reviewed.  Also  studied  were  cases  which 
had  been  questioned  or  rejected  by  prepay- 
( Continued  on  page  11-A) 
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“1 EID  ! 


for  fast  and  long-lasting  cough  control 

HYGOMINE  SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ( 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropinemethylbromide  1.5  mg.) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  . . . . 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Va  teaspoonful;  3 to  6 years,  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION;  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


CnJo* 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  2,  3,  4 and  5,  1964 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Film  Lectures 

Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend 
and  make  your  reservation  at  the  Palmer  House. 


REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentcrtion  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

116  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Hute  Publishing  Co. 
Letterheads  • Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


“I  didn’t  realize  it  until  he  stopped  referring 
to  me  as  ‘the  little  woman’.” 
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Hospital  Utilization  Committee — 

(Continued  from  page  8- A) 

ment  plans.  More  and  more,  changes  in  spe- 
cific diagnostic  or  operative  categories  are 
being  singled  out  for  special  short-term 
study. 

Committees  usually  bring  cases  that  in- 
volve questionable  utilization  to  the  atten- 
tion of  the  attending  phsyician.  Follow  up  is 
conducted  either  by  informal  conference  or 
by  correspondence  requesting  further  infor- 
mation about  the  patient. 

Initial  experience  is  said  to  indicate  that 
the  Utilization  Committee  concept  represents 
one  promising  avenue  for  assuring  wise  and 
effective  use  of  hospitals.  An  attempt  is  be- 
ing made  to  improve  the  operation  of  these 
committees.  Such  committee  activity  is  con- 
sidered much  less  of  a threat  than  inactivity 
by  the  profession  which  might  permit  other 
groups  to  determine  the  paths  that  the  medi- 
cal profession  should  take. 

Tetanus  Booster  Needed — 

From  the  American  Medical  Association 
to  the  Wall  Street  Journal,  went  a plea  for 
booster  injections  for  the  prevention  of 
tetanus. 

Studies  are  noted  which  indicate  that  a 
large  number  of  persons  have  failed  to  ob- 
tain the  antitetanus  booster  injections  need- 
ed every  five  years  and  are  therefore  no 
longer  immune  to  this  frequently  fatal  dis- 
ease. An  educational  campaign  is  considered 
to  urge  mass  immunization. 

The  AMA  statement  is  said  to  have  ap- 
peared in  conjunction  with  a report  by  a 
Committee  of  the  American  College  of  Sur- 
geons. A study  in  Ohio  indicated  that  28 
per  cent  of  adult  men  and  46  per  cent  of 
adult  women  did  not  have  adequate  immun- 
ization of  tetanus. 

One  proposal  was  that  every  person  enter- 
ing an  emergency  ward,  whether  wounded 
or  not,  be  given  an  injection  of  tetanus  tox- 
oid to  produce  immunity.  Most  children  are 
immune  because  of  the  widespread  practice 
of  grouping  the  immunizing  children  against 
diphtheria,  pertussis  and  tetanus. 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltratef 

meprobamate  200  mg.+ 
pentaerjihritol  tetranitrate  10  mg. 

^k)  WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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/"ith  ARISTOCORT  Triamcinolone,  many 
i sthmatic  patients  obtain  early  gratifying 
3lief  of  wheezing,  dyspnea  and  spasmodic 
. )ughing.  And  maintenance  dosage  in  many 
I ises  can  be  surprisingly  low  — as  little 
i s a single  % mg.  tablet  per  day.  Yet  it  pro- 
ides  this  symptomatic  control— which  may 
nable  many  patients  to  continue  their  cus- 
omary  livelihoods  or  regular  household 
ctivi ties— with  only  minimal  interference 
iVith  other  metabolic  functions.  In  this  respect, 
^RISTOCORT  Triamcinolone  is  distin- 
uished  compared  with  other  corticosteroids, 
ild  and  new.  Typical  steroid  problems  of 
odium  retention  and  edema,  euphoria,  or 
'wacious  appetite  and  excessive  weight  gain 
■arely  occur. 

|\RISTOCORT  Triamcinolone  is  indicated 
jvhen  anti-inflammatory,  anti-allergic  action 
;)f  glucocorticoids  is  desired,  side  effects  of 

I 

j 

I 

I 

i 


glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 
fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  increased 
intracranial  pressure.  Other  glucocorticoid 
effects  thought  more  likely  to  occur  with 
triamcinolone:  reversible  weakness  of  mus- 
cles and  flushing  of  face. 

PRECAUTIONS:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute  glo- 
merular nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone.  Syrup 
— 2 mg.  of  triamcinolone  diacetate  per  5 cc. 
(5  mg.  of  triamcinolone  diacetate  is  equiva- 
lent to  4 mg.  of  triamcinolone). 

Aristocort 

Triamcinolone 


Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A 


Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

162-R3  (DC31-S) 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

^axi^ort 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


Current  Comment 

Air  Pollen — 

The  problem  of  air  pollution  in  this  coun- 
try grows  more  serious.  Current  efforts  by 
industry  and  government  to  lift  the  curtains 
of  smog  which  more  and  more  frequently 
cover  our  cities  are  said  to  be  meeting  with 
only  limited  success.  A special  report  pre- 
pared for  the  Senate  Committee  on  Public 
Works  states  that  the  rapid  deterioration  of 
the  air  has  reached  the  point  at  which  more 
effective  control  measures  are  needed. 

Research  continues  to  provide  new  evi- 
dence that  air  pollution  is  objectionable,  not 
only  because  it  is  a nuisance  or  because  of  its 
economic  damages,  but  because  of  its  haz- 
ard to  health  and  safety. 

Far  more  air  than  fuel,  even  in  terms  of 
actual  weight,  is  used  in  all  combustion  pro- 
cesses and  this  use  of  air  often  contaminates 
the  atmosphere.  Technical  procedures  are 
available  which  can  prevent  the  discharge 
of  most  contaminants  to  the  air.  The  appli- 
cation of  some  of  these  procedures  involves 


considerable  cost.  Proven  methods  of  con- 
trol could  reduce  the  the  amount  of  amtos- 
pheric  contamination. 

The  report  reviews  existing  state  legis- 
lation and  notes  that  Nebraska  law  author- 
izes cities  of  150,000  or  more  inhabitants  to 
provide  by  ordinance  for  smoke  abatement. 

Another  Over-6.5  Plan — 

Texas  recently  enacted  a law  which  per- 
mits insurance  companies  in  that  state  to 
pool  their  risks  in  order  to  provide  prepaid 
medical  care  through  voluntary  means. 

Under  the  plan,  supported  by  the  Texas 
Medical  Association  and  described  in  its 
Journal,  companies  licensed  to  sell  health  in- 
surance in  Texas  have  been  allowed  to  under- 
write health  insurance  at  minimum  cost  to 
residents  of  this  state  who  are  over  65  years 
of  age.  Both  basic  coverage  and  major 
medical  protection  will  be  available  without 
medical  examination.  Previous  conditions 
are  covered  after  reasonable  waiting  periods. 
Exclusions  have  been  kept  at  a minimum. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both‘Soma’(carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma'^Compound  b 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaTCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

ca 

\V/ie)  WALLACE  LABORATORIES  J Cranbury,  N.J, 


CSO-9193 


How  can 

Johnson's  Baby  Lotion 
help  the  doctor, 
the  mother 
and  the  baby? 


The  doctor  knows  the  young  mother  wants  to  do 
everything  in  her  power  to  keep  her  baby  clean 
and  happy  and  in  good  health.  And  more  and 
more  evidence  points  to  the  fact  that  the  physi- 
cal expression  of  her  love  for  her  baby  is  not 
only  a delight  to  the  mother  and  pleasant  for  her 
child,  but  an  essential  element  in  the  develop- 
ment of  a mature,  self-reliant  adult.*  A father  as 
well  as  a physician,  he  knows  that  Johnson's  Baby 
Lotion  not  only  makes  changing  diapers  easier 
and  more  pleasant  for  all  concerned,  but  that  the 
antibacterial  effect  of  its  hexachlorophene  con- 


tent (0.5%)  persists  for  days,  to  protect  the  baby's 
delicate  skin  from  rashes  and  infections.  With 
Johnson's  Baby  Lotion  normal  skin  functions  are 
unaltered  because  the  protective  film  is  aqueous 
rather  than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend  Johnson's 
Baby  Lotion  for  routine  use  to  protect  delicate 
skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new 
plastic  bottle? 

*Donnelly,  J.:  A.M.A.Arch.  Environmental  Health  6;697,  June,  1%3 
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STARTING  TOMORROW  MORNING 
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this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl 

Trademark 


® 


Spansule® 

brand  of  sustained  release  capsules 


Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  V/z  gr.  of  amo* 
barbital,  derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming). 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE;  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS;  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED;  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  2963 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  3V2  times  the  in  vitro  antibacterial  activity'. . .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance... a favorable  depot  effect,  result- 
ing from  protein  binding. ..all  providing  rapid,  higher  and  sustained  in  v/Vo  activity  with 

declomyciN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline 
HCl.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush, 

A.  C.,  and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro 
Activity  and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J. 
Med.  Sci.  243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7165-3 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


19-A 


RECOGNIZE 
THIS  PATIENT? 


EE  I don’t  sleep  well  ...  I dream  a lot . . . 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  . . . I’ll  never  be  cured. 55 


20-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'to  your  therapy. 

Typical  conditions  in  which  'DeproT  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


Cancer  ■ Cardiovascular  disorders  ■ Arthritis  ■ Menopause  ■ Alcoholism  ■ Obesity  ■ 
Asthma,  hay  fever  and  related  allergies  ■ Chronic  infectious  diseases  ■ Pregnancy  and 
post  partum  ■ Dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 


Fear  of  cancer  or  other  life-threatening  disease  ■ Pre-  and  post-operative  fears  ■ Marital 
problems  ■ Death  of  a loved  one  ■ Loss  of  work  ■ Retirement  problems  ■ Financial 
worries,  and  many  other  stressful  situations. 


meprobamate  400  mg.  -f-  benactyzine  hydrochloride  1 mg 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when 
accompanied  by  anxiety,  tension,  agitation,  rumination  or  in- 
somnia. Side  Effects:  Slight  drowsiness  and,  rarely,  allergic 
reactions,  due  to  meprobamate,  and  occasional  dizziness  or 
feeling  of  depersonalization  In  higher  dosage,  due  to  benacty- 
zine, may  occur.  Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with  suicidal  tendencies. 
Consider  possibility  of  dependence,  particularly  in' patients 


with  history  of  drug  or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage.  Complete  product  infor- 
mation available  to  physicians  on  request. 


USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment  of 
relief,  may  be  reduced  gradually  to  maintenance  levels. 


SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES  / Cranbury,  N.J. 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  medio 

Sl'PPLY  COMPANY 

2415  "O"  Sf..  Lincoln  1,  Nebraska 
AUTHORIZED  CONTRACT  AGENT 


“If  this  doesn’t  help,  you’ve  got  the  wrong 
ailment.” 
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Important  news  in  cardiac  therapy 

:Two  new  clinical  reports  document 
successful  long-term  treatment  of 
Nschemic  heart  disease  with 

Persantin,  brand  of  dipyridamole 


See  next 
3 pages 
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study  1. 

Griep.A.H.:  Long-term  Therapy  of  Ischemic  Heart 
Disease  With  Oral  Dipyridamole: 

A Report  of  Fifty  Cases.  Angiology  1 4:484, 1 963. 


Persantinf  brand  of  dipyridamole,  25  mg.t.i.d.or 
q.i.d.,was  administered  continuously  for  6 months  to 
50  patients  with  well  authenticated  ischemic  heart 
disease  with  angina  pectoris  and  ECG  abnormalities. 
Results  were  evaluated  on  a monthly  basis. 


Persantin' 


brand  of  dipyridamole 


“.long-term  oral  therapy  with  dipyridamole  was  of 
benefit  in  80  per  cent  of  the  patients... 


“relief  [of  angina]  came  slowly  and  was  usually 
maximal  after  three  to  six  months  of  continuous  treatment" 


% of  patients 
responding 
each  month  to 
dipyridamole 


Steady,  month-by-month  improvement  with 
Persantinf  brand  of  dipyridamole,  refutes 
possibility  of  “placebo  response”,  reflects  gradual 
improvement  in  underlying  pathology. 


Time  in  months  |1 


P 


|3 


|5 
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study  2. 

Wirecki.M.:  Dipyridamole  (Persantin®):  Evaluation 
of  Long-Term  Therapy  in  Angina  Pectoris. 
Current  Therapeutic  Research  5:472, 1 963. 


In  40  ambulatory  patients  with  myocardial  ischemia, 
angina  pectoris,  and  abnormal  ECG  findings, 
Persantinf  brand  of  dipyridamole,  25  mg.  t.i.d.,  was 
administered  continuously  for  3 months. 


Geigy 

After  3 months,  32  of  40  patients  showed: 

“ .reduction  or  abolition  of  acute  anginal  attacks... 

“complete  or  almost  complete  disappearance 
of  ECG  abnormalities... 

“marked  increase  in  walking  distance  without  anginal  symptoms 


% of  patients 


80 


In  75%  of 
patients: 
anginal  attacks 
eliminated 


60 


In  65%  of  patients: 
ECG  normal 
or  improved 


In  809c  of  patients: 

4-fold  or  greater 
increase  in  maximal 
walking  distance 
before  anginal  symptoms 


40 


20 
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Persantin® 


brand  of  dipyridamole 


How  long-term  therapy  provides  clinical 
benefits  reported  on  previous  pages 


1.  By  increasing  energy  yield 

of  the  hypoxic  myocardial  cell,  by  direct  action 
upon  the  sarcosomes  (heart  mitochondria).’'® 

2.  By  improving 

collateral  coronary  circulation. 

Prolonged  oral  administration  of  dipyridamole  to 
animals  with  experimentally  induced  stenosis  of  a 
major  coronary  artery  resulted  in  superior 
development  of  collateral  coronary  anastomoses 
and  longer  survival  compared  with  controls.®"® 

When  given  for  prolonged  periods  and  in  adequate 
dosage,  dipyridamole  improves  the  coronary  flow 
deficit  of  the  ischemic  myocardium  while  support- 
ing cardiac  metabolism  during  the  period  of  repair. 
Clinically,  this  is  manifested  as  steady  improvement 
-anginal  attacks  diminish  in  frequency  and  inten- 
j|sity,  as  do  other  manifestations  of  insufficiency 
(dyspnea,  fatigue,  and,  in  many  instances,  abnormal 
electrocardiographic  findings). 

Availability: 

Tablets  of  25  mg.,  bottles  of  100  and  1000. 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


Prescribing  summary:  Persantin*  brand  of  di- 
pyridamole, is  indicated  in  coronary  and  myocardial 
insufficiency,  in  a dosage  of  2 to  6 tablets  daily  in 
divided  doses  before  meals  for  several  weeks.  Side 
effects  (headache,  dizziness,  nausea,  flushing,  weak- 
ness, syncope,  mild  gastrointestinal  distress)  are 
minimal  and  transient.  The  drug  is  not  recom- 
mended in  the  acute  phase  of  myocardial  infarction, 
and  should  be  used  cautiously  in  hypotension. 


References:  1.Kunz,W.;Schmid,W.,and  Siess,M.: 
Arzneimittel-Forsch.1 2:1098,1 962.  2.Siess,M.: 
Arzneimittel-Forsch.1 2:683,1 962.  3.Laudahn,G.: 
Experientia  17:415,1961.  4.Lamprecht,W.:  27th 
Congress  of  the  German  Society  for  Circulation 
Research,Bad  Nauheim,1961.  5.Hockerts,T.,and 
Bdgelmann.G.:  Arzneimittel-Forsch. 9:47, 1959. 

6. Vineberg,A.M.,et  al.:  Canad.M.A.J.87:336,1962. 

7. Chari,S.R.,etal.:  Presented  at  the  International 
Congress  of  Chest  Physicians,New  Delhi,1963. 

8. Neuhaus,G.,etal.:  Presented  at  the  Fourth  World 
Congress  of  Cardiology,Mexico  City,1962.  9.Asada, 
S.,et  al.:  Japanese  Circ.J. 26:849,1962. 
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Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York,  Distributors 
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Join  the  Unswitchables  and  enjoy  the  great 
taste  that  inspires  their  aggressive  loyalty. 


Tareyton,  of  course,  is  famous  for  fine  tobacco.  Now  see 
how  the  Activated  Charcoal  filter  works  with  the 
white  filter  to  actually  improve  the  fine  tobacco  taste: 


The  \ The 
white  t charcoal 
filter  I filter 


gives  you  i gives  you  i * 
the  clean  i the  smooth  i 
taste  ! taste  ! 


j Together  they  give  you  the  great  taste 

of  DUAL  FILTER  TAREYTON 

Product  of  — tJu^rejec-  is  our  middle  name  @a.  t.  co. 
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In  trauma, 
whether  it’s 
sutures,  plaster, 
splint  or  sling... 


remember 
‘Empirin’ 
Compound 
to  relieve  pain 


• 100  • 

EMPIRIN^* 
ompound 

®r.  i U7 

W« «r.  W/2 

F»U« ...  «r.  1/2 

t(  itepH  mn»' 

•4  tfbCMTltm  9b4  ftVM  ^ 

Adw!rt,l  2tebI»H.  Mov  b«»* 
Ib  2 fMwn,  Po  not  *xc««d  6 in  2i  b«v«» 
^ to  t2  yooft.  !/2  od»H  do*«.  H ee*® 
or  rocon  froQinHiHy.  o«d  tar  do*a«»  to# 
n vndaf  4,  cobmH  your  phy«ioIon. 
Wofni«D.-~‘Ka«D  H)U  ond  ail 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr,  Va  —No.  1/gr.  14  — No.  2/gr.  14  —No.  3/gr.  1 —No.  4 
‘Warning— may  be  habit  forming 


I 
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vr  the  tense  and  anxious  patiefit; 


sustained  relief  for  10  to  12  hours 


Smooths  out  emotional  peaks  and  valleys 


Meprospan’-400  brand  of  meprobamate  contains  400 
mg.  in  sustained-release  form.  One  capsule  smooths 
out  the  anxious  patient’s  emotional  peaks  and  valleys 
for  10  to  12  hours  — and  provides  these  other  advan- 
tages: 

1.  Especially  suitable  for  maintenance  therapy. 
Patients  whose  anxiety  has  diminished  to  a mild 
or  moderate  level  still  require  a certain  amount  of 
tranquilization  throughout  the  day.  Sustained-re- 
lease action  is  ideally  suited  to  this  type  of  patient. 

2.  Simpler  dosage  schedule.  Since  one  capsule  of 
‘Meprospan’-400  (meprobamate,  sustained  release) 
acts  10  to  12  hours,  the  patient  enjoys  a much 
simpler  dosage  schedule  than  with  tablets  — and 
is  less  likely  to  forget  to  take  the  medicine. 

Side  Effects:  Rarely,  skin  reactions.  May  increase 
effects  of  excessive  alcohol.  Use  with  care  in  patients 


with  suicidal  tendencies.  Massive  overdosage  may 
produce  coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Consider  possibility  of  dependence  in  patients 
with  history  of  drug  or  alcohol  addiction. 

Aya\\ah\e:‘Meprospan’-400  (meprobamate,  sustained  release) 
contains  meprobamate  400  mg.  ‘Meprospan’-200  (meproba- 
mate, sustained  release)  contains  meprobamate  200  mg.  Both 
potencies  in  bottles  of  30.  Usual  dosage ; One  400  mg.  capsule 
or  two  200  mg.  capsules  at  breakfast;  repeat  with  evening  meal. 


Meprospan®-400 

meprobamate  400  mg. 

sustained  release 

WALLACE  LABORATORIES /Cran6ury,  N.J. 


CME-9188 


”What  type  of  drug 

is  both  a tranquilizer 
and  a 

muscle  relaxant?” 


"a  tranquilaxant” 


1 

i 


TRANCOPAi: 

. I brand  of 

chlormezanone 
is  a tranquilaxant 


As  a tranquilizer,  Trancopal  (chlormezanone- 
VVinthrop)  "is  effective  in  the  symptomatic  treat- 
ment of  anxiety.”*  Its  tranquilizing  properties  are 
similar  to  those  of  other  mild  tranquilizers.  Further- 
more, it  relieves  tension  of  both  mind  and  muscle 
without  interfering  with  normal  activity  or  alertness. 

The  muscle  relaxant  properties  of  this  drug  pro- 
vide an  extra  dimension  of  effectiveness ...  relaxing 
the  spasm  which  so  frequently  accompanies  psycho- 
genic disorders.  Hence,  the  total  therapeutic  effect 
of  this  true  “tranquilaxant”  is  to  produce  a relaxed 
mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent  of  pa- 
tients develop  side  effects  with  Trancopal  {chlor- 
mezanone-Winthrop).  such  as  occasional  drowsiness, 

itlix 


dizziness,  flushing,  nausea,  depression,  weakness 
and  drug  rash.  If  severe,  medication  should  be  dis- 
continued. In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of 
treatment.  There  are  no  known  contraindications. 

Available:  200  mg.  Caplets*  (green  colored,  scored). 
100  mg.  Caplets  (peach  colored,  scored),  each  in 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four 
limes  daily;  in  some  patients  100  mg.  three  or  four 
times  daily  suffices.  Children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four  times  daily. 

Reference:  1.  A.M.A.  Council  » 

on  Drugs:  J.A.M.A.  ^:469  l/w/TthrOp 
(Feb.  9)  1963.  winthrop  laboratories 

N»wYori.  N.  Y. 
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(magnesium-aluminum  hydroxide  gel) 

Practically  standard  treatment,  now,  for  bleeding  ulcer.  Why  is  Maalox  included?  Antacid  therapy 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  on 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  Cause  constipation -three  important  reasons  for 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospital 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfort. 
Supplied:  Suspension:  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  to  1 
teaspoonful  and  each  Maafox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


mood,  milk  and  Maalox 


eUOD  UNIT 


Of  -3jj  MH,  Itl.fWiIi 
■■  A«M  tl>  > 
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WILLIAM  H.  BORER,  INC.,  FORT  WASHINGTON,  PA. 


RORER 


Helps  speed  recovery 


even  in  severe 


muscle  injuries 


Whether  your  muscle-injury  patient  is  a professional 
athlete  or  just  a weekend  golfer,  you  can  expect  rapid 
results  with  ‘Soma’  (carisoprodol). 

This  unique  drug  breaks  up  both  muscle  spasm  and 
pain  at  the  same  time.  Onset  of  action  takes  only  30 
minutes,  and  your  patient  will  usually  begin  to  feel 
better  within  hours. 

As  Conant  demonstrated  in  a study  of  106  patients 
with  musculoskeletal  injuries,  88%  of  the  patients 
treated  with  ‘Soma’  (carisoprodol)  achieved  good  to 
excellent  results.  (Clinical  Medicine,  March,  1962.) 

Carisoprodol  seldom  produces  side  effects.  Occa- 
sional drowsiness  may  occur,  usually  at  higher  than 
recommended  dosage.  Individual  reactions  may  occur 
rarely.  For  severe  athletic  strains  or  everyday  sprains, 


you  can  rely  on  ‘Soma’  (carisoprodol)  to  help  speed 
recovery  with  notable  safety. 

USUAL  DOSAGE:  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with 
an  independent  pain-relieving  action 

^oma' 

carisoprodol 

Wallace  Laboratories,  Cranbury,  New  Jersey 


1230  DEWEY  AVENUE 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  a 


ESTABLISHED  188A  . . . BOOKLET  ON  REQUEST 
n Fully  Accredited 


^Sle^yster  Hall  . 
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Current  Comment 

The  Detail  Man — 

Busy  physicians  interrupt  their  schedules 
to  receive  detail  men  representing  drug  com- 
panies. An  editorial  in  the  Texas  State 
Jou'rnal  of  Medicine  states  that  the  physi- 
cian is  beginning  to  question  several  parts 
of  the  visits  by  these  representatives. 

Physicians  have  in  general  been  sympa- 
thetic with  the  pharmaceutical  industry. 
The  tendency  of  some  of  the  representatives 
of  this  industry  to  be  unreasonable  in  their 
demands  upon  the  physician’s  time  has  had 
a harmful  effect  upon  this  relationship.  Also 
disturbing  to  some  physicians  has  been  the 
use  by  some  companies  of  representatives 
who  appear  to  be  poorly  trained  and  to  have 
memorized  their  promotion  of  questionable 
preparations. 

Is  the  sample  really  worthwhile?  Many 
physicians  may  hesitate  to  accept  samples 
because  they  should  serve  only  as  reminders, 
but  if  all  that  are  offered  were  accepted,  they 
(Continued  on  page  36- A) 


“He’s  taking  the  guess  work  out  of  that 
‘doctor,  do  you  think  I’m  looking  better’ 
business.’’ 
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the  thirty-minute 
checkup... 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


WHAT  BECOMES  OF  MEDICAL 
GRADUATES? 

A “Datagram”  from  the  Association  of 
American  Medical  Colleges  for  October, 
1963,  reveals  some  interesting  facts  and 
trends  about  the  number  of  physicians,  the 
number  of  new  graduates,  and  the  total 
population  of  the  U.S. 

The  figures  given  are  for  “selected” 
years  from  1931  to  1962,  and  a quick  re- 
view of  these  nine  selected  years  seems  to 
offer  nothing  to  substantiate  the  constantly 
repeated  cry  about  the  imminent  great  short- 
age of  doctors.  For  instance,  the  number  of 
physicians  per  100,000  population  in  1931 
was  126;  in  1962,  132.4.  Graduates  from 
U.S.  medical  schools  in  these  same  two  years, 
were  3.8  and  3.8  per  100,000  population. 
Total  annual  licentiates  representing  addi- 
tions to  the  medical  profession,  4.4  in  1940 
(data  not  available  for  1931)  and  4.2  in 
1962,  per  100,000  population. 

From  these  figures  alone  it  seems  that  a 
population  growing  from  174,149,000  in 
1931  to  189,209,000  in  1962  was  kept  sup- 
plied by  about  an  equivalent  number  of  doc- 
tors, year  after  year.  It  is  only  by  plot- 
ting parallel  curves  using  markedly  differ- 
ent distances  on  the  ordinates  in  various 
curves,  thus  stretching  out  or  exaggerating, 
as  it  were,  the  meaning  of  figures  in  the 
first  decimal  place,  such  as  4.1  and  4^.2, 
that  it  appears  there  is  any  exciting  differ- 
ences from  year  to  year.  By  running  back 
over  the  comparative  figures  we  find  the 
curve  inconsistent;  for  instance,  if  we  select 
1931,  1955,  and  1962,  we  find  the  numbers 
per  100,000  population  to  be  126.0,  131.9, 
and  132.4.  This,  taken  alone,  would  seem 
to  be  a slight  gain.  On  the  other  hand,  if 
we  select  1949  and  1962,  we  find  134.9 
and  132.4  respectively,  an  apparent  drop  in 
the  number  of  doctors  per  100,000  popula- 
tion. In  other  words,  the  data  at  hand  seems 
too  scant,  and  to  cover  too  brief  a period  to 
prove  the  stated  downward  trend. 

If  the  additions  to  the  number  of  doctors 
graduated  and  licensed  were  all  channeled 


into  the  practice  of  medicine  — the  care  of 
sick  people  — our  population  would  seem  to 
be  as  well  supplied  now  as  it  was  30  years 
ago.  This  is  quite  likely  true.  The  cry, 
coming  largely  from  government  sources, 
that  we  face  a critical  shortage  of  doctors 
must  be  due  to  greater  numbers  of  our  grad- 
uates being  siphoned  off  into  lines  of  work 
not  directly  concerned  with  care  of  the  sick. 
Among  these  would  be  teaching  and  re- 
search, and  if  we  proceed  with  the  building 
of  the  anticipated  number  of  new  medical 
schools,  equip  them,  staff  them,  and  set  up 
more  research  centers,  the  number  of  new 
graduates  who  devote  their  time  to  caring 
for  sick  people  is  going  to  remain  below  the 
optimal.  The  cry  of  imminent  shortages  of 
doctors  can  be  kept  ringing  (if  it  seems 
politically  advantageous). 

One  small  piece  of  supporting  evidence  is 
contained  in  a release  from  the  Department 
of  Health,  Education  and  Welfare,  dated 
September  28,  1963.  In  this  release  the  Pub- 
lic Health  Service  announces  “formal  regula- 
tions governing  research  project  grants  . . .” 
In  the  course  of  informational  material  they 
call  attention  to  the  fact  that  these  research 
grants  now  total  “more  than  half  a billion 
dollars  a year.”  Furthermore,  these  regula- 
tions do  not  apply  to  “general  research  sup- 
port, training  or  fellowship  grants,  demon- 
stration grants,  grants  for  studies  in  provid- 
ing services  outside  hospitals,  or  grants  for 
the  construction  of  hospital  or  research  fa- 
cilities.” 

Keeping  in  mind  that  this  is  not  the  only 
government  agency  making  grants  for  medi- 
cal research,  need  one  ask  what  becomes  of 
medical  graduates? 


BACKACHE  — YES  OR  NO 

We  have  been  associated  with  the  Univer- 
sity of  Nebraska  Student  Health  Service  for 
about  the  past  fifteen  years. 

During  this  time  we  have  been  respon- 
sible for  certain  aspects  of  the  medical  care 
'of  students  participating  in  the  athletic 
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program.  This  includes  gymnastics,  foot- 
ball, baseball,  basketball,  track,  swiming, 
tennis,  golf,  and  wrestling. 

Before  allowing  participation  in  any  of 
these  sports,  the  university  requires  the  in- 
dividual to  have  a physical  examination. 
The  Chancellor,  the  Regents,  and  the  Direc- 
tor of  the  Student  Health  have  demonstrated 
unique  intelligence  and  understanding  of 
the  problem  by  demanding  a thorough  physi- 
cal evaluation  of  each  student  before  he  is 
permitted  to  take  part  in  a given  sport.  Ob- 
viously, some  sports  will  not  require  such 
rigid  “ground  rules”  as  will  others. 

Thus  it  is,  that  so-called  contact  sports; 
namely,  football,  basketball,  and  wrestling, 
require  special  attention  for  the  physical 
examination. 

Herein  lies  the  reason  for  this  “editorial 
thought.”  As  a part  of  the  examination, 
each  student  is  questioned  in  regard  to 
whether  or  not  he  has  had  any  back  trouble 
— any  backache  — any  need  to  have  the 
back  “adjusted”  or  “put  back  in  place”  — 
any  need  for  seeing  a therapist  — a chiro- 
practor — an  orthopedic  surgeon  — or  an 
osteopath.  Most  of  the  answers  are  in  the 
negative  and,  I suppose,  honestly  so.  How- 
ever, too  often  the  answer  is  “no  trouble,” 
but  the  examiner  finds  othenvise. 

In  these  cases,  X rays  are  taken  to  prove 
or  disprove  the  examiners  suspicions.  In 
those  cases  in  which  “Ben  Casey”  was 
wrong,  the  student-athlete  is  allowed  to  go 
on  with  the  sport  he  desires.  However, 
“Ben  Casey”  has  been  rather  obnoxious  in 
his  tracking  down  of  “potential”  backaches. 
When  a step-defect  is  noted  on  clinical  exam- 
ination, X rays  of  the  lumbar  spine  are  re- 
quested. Unfortunately,  too  often  the  clin- 
ical suspicion  of  “spondylo”  is  truly  con- 
firmed by  X ray.  There  is  slipping  forward 
or  L-5  on  S-1,  and  the  oblique  views  reveal 
the  isthmus-defects  noted  in  a true  spondylo- 
listhesis. 

Through  the  years,  in  military  seiwice, 
private  practice,  and  by  reports  from  other 
orthopedic  surgeons,  we  have  come  to  the 
conclusion  that  this  kind  of  back,  structur- 
ally, cannot  stand  up  in  certain  strenuous 


sports.  We  have  had  our  fingers  burned  in 
enough  cases.  It  is  now  a policy  to  dis- 
qualify a student  in  whom  it  is  proved  that 
there  is  truly  a back-defect;  namely  spon- 
dylolisthesis. 

Here  is  what  disturbes  your  “editorial 
writer”  this  day.  Why  is  it  that  the  back 
“never  caused  a day  of  trouble,”  and  yet, 
as  soon  as  the  individual  is  informed  that 
he  cannot  participate  in  the  sport  of  his 
choice,  the  back  does  and  did  “ache.” 

This  seems  to  come  to  our  attention  so 
often  since  we  do  see  these  gentlemen  for 
the  athletic  department,  and  then,  perhaps 
unfortunately,  for  Uncle  Sam’s  ROTC  pro- 
gram for  land  grant  colleges  and  universi- 
ties. 

So  it  is  today  — a strong,  stalwart  youth 
— a perfect  specimen,  at  least  for  Mother 
and  Dad ; tomorrow  — a weakling  with  back 
pain,  hardly  able  to  stand  alone.  Certainly 
not  able  to  stand  at  attention  and  march  as 
required  by  a “rigorous”  ROTC  program. 

Remember  those  disqualified  for  service 
in  World  War  II?  Remember  the  reasons 
for  those  disqualifications  was  laid  at  the 
doorstep  of  medicine. 

I think  the  real  question  here  is  how  to 
tell  a backache  from  a liar.  Any  helpful 
suggestions  will  be  gratefully  accepted. 

— F.P.S. 


Current  Comment 

Baby  Teeth  Measure  Radioactivity — 

Strontium  90,  a radioactive  component  of 
fallout  from  nuclear  testing,  behaves  in  the 
body  very  much  as  calcium  and  enters  bony 
structures  along  with  calcium.  Because 
bones  of  children  born  during  periods  of  fall- 
out contain  greater  quantities  of  Strontium 
90  than  those  of  adults,  children  are  an  im- 
portant group  for  studies  on  absorption  and 
deposition  of  radioactive  substances  such  as 
Strontium  90. 

The  monitoring  of  Strontium-90-absorp- 
tion  by  children,  thus  indirectly  indicating 
the  amount  of  fallout  and  its  biological  sig- 
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nificance,  has  been  made  difficult  by  the 
scarcity  of  adequate  bone  samples  which 
must  be  obtained  at  autopsy. 

Teeth  are  a suitable  substitute  because 
they  have  a composition  similar  to  that  of 
bone  and  they  absorb  Strontium  90  in  a sim- 
ilar fashion.  The  Strontium-90-content  of 
baby  teeth,  which  are  readily  available  for 
study  are  an  indicator  of  the  fallout  levels 
that  have  entered  the  life  cycle  during  the 
prenatal  period. 

Therefore  various  chemistry  departments 
are  carrying  out  projects  in  which  baby 
teeth,  secured  with  the  cooperation  of  den- 
tists, are  subjected  to  analysis  to  determine 
the  amount  of  Strontium  fallout  and  ab- 
sorption in  the  bones  of  growing  children. 
A new  project  is  underway  in  New  Orleans, 
and  in  the  St.  Louis  area  more  than  125,000 
baby  teeth  have  been  collected  in  a project 
conducted  since  1959.  These  analyses  indi- 
cate the  total  burden  of  this  radioactive  ele- 
ment. 

Go  Slow  on  Gastric  Freezing — 

It  is  natural  that  physicians  expect  new 
or  improved  methods  of  diagnosis  and  treat- 
ment to  emerge  from  teaching  in  research 
centers.  With  an  opportunity  afforded  the 
staff  of  these  institutions  to  restrict  their  area 
of  interest,  and  with  specialized  facilities,  it 
is  expected  that  new  therapeutic  procedures 
will  be  evaluated.  Discussing  the  current 
status  of  gastric  freezing,  an  editorial  in  the 
Neiv  England  Journal  of  Medicine  states 
that  because  of  enthusiasm  or  in  response  to 
various  pressures,  information  regarding  a 
new  test  or  therapeutic  procedure  may  be 
provided  the  physician  before  complete  or 
confirmatory  testing  has  been  achieved. 
This  creates  a dilemma  for  the  physician. 
He  must  decide  to  either  assume  a critical 
and  conservative  role  in  the  best  interest 
of  his  patients  or  to  yield  to  the  urging  of 
patients  and  some  colleagues  to  employ  new 
techniques  without  complete  knowledge  of 
risks  and  complications  or  ultimate  values. 

Gastric  freezing  is  among  the  techniques 
recently  introduced  for  the  treatment  of  pep- 
tic ulcer  and  its  complications.  A number 
of  institutions  are  employing  this  method  of 


therapy  on  a critical  basis.  In  large  teach- 
ing hospitals,  the  procedure  has  been  limit- 
ed to  date  to  a highly  selected  group  of  pa- 
tients. In  some  hospitals,  the  procedure  is 
reserved  for  those  who  have  an  unusual  risk 
from  the  usual  gastric  surgery  for  the  treat- 
ment of  peptic  ulcer.  Reports  from  some 
centers  indicate  that  gastric  acidity  may  not 
be  significantly  reduced  in  many  patients, 
even  if  the  pain  is  effectively  controlled. 

Experience  indicates  that  there  are  certain 
complications  and  risks  associated  with  gas- 
tric freezing.  The  availability  of  equipment 
for  this  procedure  makes  it  important  to 
realize  that  in  some  cases  gastrectomy  for 
massive  hemorrhage  has  had  to  be  per- 
formed. Other  complications  have  included 
perforation  of  the  stomach  and  gastric  ul- 
ceration. The  editorial  stated  that  it  is  not 
intended  to  condemn  this  procedure  or  those 
who  perform  it,  but  rather  to  urge  caution 
until  an  objective  and  critical  evaluation  of 
the  method  can  be  completed. 

Globulin  With  Blood  Transfusions — 

An  editorial  advocating  the  routine  use  of 
gamma  globulin  injections  with  blood  trans- 
fusions is  noted  in  the  Wall  Street  Jonymal. 
The  article  urges  the  use  of  gamma  globulin 
to  prevent  the  growing  problem  of  serum 
hepatitis  arising  from  blood  transfusions. 
This  liver  disease  is  said  to  be  caused  by  a 
virus  transmitted  either  in  the  transfused 
blood  or  by  unsterile  instruments.  Blood 
transfusions  caused  death  due  to  serum  hepa- 
titis in  approximately  1 of  every  150  trans- 
fusions in  people  over  40  years  old. 

It  is  urged  that  two  injections  of  globulin 
which  contains  antibodies  against  the  hepa- 
titis virus  can  prevent  the  disease  in  75  per 
cent  of  those  receiving  transfusions  who 
otherwise  would  risk  this  infection.  One 
dose  should  be  given  immediately  after  trans- 
fusion and  the  second  a month  later. 


Each  dollar  you  give  to  the  AMA-ERE  Stu- 
dent Loan  Fund  creates  $12.50  in  guaranteed 
loan  power.  Help  build  this  Fund  by  sending 
your  check  today  to  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 
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Comments  From 
Your  President 


Several  members  of  the  official  family  of 
our  state  association  recently  attended  a 
Public  Relation  Institute  meeting  in  Chi- 
cago. We  were  all  impressed  with  the  panel 
discussion  on  the  topic  “Accentuating  the 
Positive  — Reacting  to  the  Negative.”  The 
panelists,  experts  from  several  leading  pub- 
lic relations  organizations,  outlined  specific 
ways  for  doctors  to  react  to  and  counter- 
act adverse  stories  released  by  the  news 
media  in  given  situations. 

The  panelists  agreed  that  the  best  ap- 
proach to  the  problem  of  counteracting  a bad 
press  is  one  of  prevention,  rather  than  cure. 
Medical  societies  should  develop  a close 
working  relationship  with  all  news  media 
so  that  editors  will  check  the  facts  with  the 
society  before  releasing  medical  stories.  A 
dynamic  public  relations  program  which 
builds  professional  stature  and  points  up 
the  good  works  which  doctors  do  in  their 
local  and  state  communities  is  strongly  rec- 
ommended. 

The  Public  Relations  Committee  of  our 
State  Association,  under  the  able  leadership 
of  Dr.  L.  W.  Lee,  is  making  an  intensive 
study  of  various  methods  to  increase  our  ef- 
fectiveness in  this  field.  A survey  of  our 
neighboring  states  points  up  the  need  for 
Nebraskans  to  improve  and  strengthen  our 
public  relations  stature.  Several  states  have 
a substantial  budget  set  aside  for  public  rela- 
tions projects  which  include  consultants  on 
a retainer  or  part-time  basis.  It  is  earnest- 
ly hoped  that  our  House  of  Delegates  will 
discuss  this  problem  at  their  next  meeting. 

Our  need  to  be  in  a favorable  light  with 
the  people  of  Nebraska  was  demonstrated 
by  the  large  number  of  bills  pertaining  to 


health  and  medicine  before  the  last  session 
of  our  legislature.  The  practice  of  medicine 
will  be  greatly  affected  by  the  outcome  of 
some  of  these  bills.  A strong  Public  Rela- 
tions program  can  do  much  to  inform  the 
people  of  Nebraska  as  to  their  best  health 
interests  and  it  is  our  proper  role  as  an 
association  to  serve  this  function. 

It  was  brought  to  my  attention  at  a recent 
meeting  of  the  Nebraska  Public  Health  As- 
sociation that  Nebraska  ranks  50th  in  the 
nation  for  funds  spent  per  capita  on  Public 
Health,  and  we  rank  24th  in  per  capita  in- 
come. The  AMA  released  figures  showing 
one  physician  for  each  682  people  in  the 
United  States.  In  Nebraska  there  is  one 
physician  for  each  990  people,  with  the  dis- 
tribution favoring  the  metropolitan  areas. 
A detailed  study  is  being  made  by  head- 
quarters and  the  results  will  soon  be  re- 
leased to  the  press  media. 

Are  you  taking  home  your  copies  of  “Do 
You  Know”  for  family  reading  and  discus- 
sion? They  offer  a delightful,  infonnative 
change  from  the  boob  tube.  (Television). 

R.  F.  SIEVERS, 
President. 
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ARTICLES 


Surgery 

for 

Otosclerosis 

Hearing  loss  in  adults  is  com- 
mon and  progressive  hear- 
ing impariment  is  not  r a r e. 
This  gradual  and  otherwise  asymptomatic 
deafness  is  characteristic  of  otosclerosis. 

When  such  a patient  is  first  seen  the 
type  of  hearing  loss  is  easily  determined 
with  a tuning  fork.  If  the  1024-cycle-per- 
second  tuning  fork  is  better  heard  on  the 
mastoid  process  by  bone  than  by  air  (Rinne 
negative)  the  hearing  impairment  is  con- 
ductive in  nature.  This  finding  is  virtually 
a pathognomonic  sign  of  a “middle  ear” 
type  of  hearing  loss.  If  the  tympanic  mem- 
brane appears  noiTnal  a diagnosis  of  otoscle- 
rosis can  now  be  made. 

Progressive  hearing  loss  is  characteristic 
of  otosclerosis.  Because  surgery  for  otoscle- 
rosis has  attained  a high  degree  of  success, 
many  people  with  this  impairment  may  be 
helped. 

This  progressive  hearing  loss  starts  dur- 
ing the  second  or  third  decade  of  life  and 
is  simply  a mechanical  problem.  The  oto- 
sclerotic  bone  or  focus  originates  from  the 
edge  of  the  oval  window  and  represents  an 
attempt  to  repair  a tiny  congenital  defect 
in  this  region.  This  abnormal  bone  grows 
into  the  footplate  of  the  stapes  causing  its 
fixation  by  varying  degrees.  This,  of  course, 
mechanically  blocks  the  sound  as  it  attempts 
to  enter  the  inner  ear  by  way  of  the  stapes. 
The  surgical  problem  is  clear. 

Because  this  hearing  loss  is  gradual  and 
asymptomatic,  the  patient  will  at  first  only 
miss  words  if  the  speaker  is  at  some  dis- 
tance. He  will  find  that  he  cannot  hear  the 
speaker  at  a meeting  or  someone  speaking 
softly  in  a quiet  room.  On  the  other  hand, 
he  will  find  that  in  noisy  surroundings  re- 
quiring people  to  speak  up,  he  can  hear 
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better  than  his  friends.  Commonly,  this  pa- 
tient may  complain  that  he  cannot  hear  tele- 
vision or  family  members  while  he  is  chew- 
ing noisy  foods  such  as  potato  chips.  In 
these  individuals  bone-conduction  is  better 
than  air-conducted  sound,  and  noises  from 
chewing  heard  by  bone-conduction  unduly 
interfere  with  the  air-conducted  conversa- 
tion. Otosclerosis  is  familial,  and  frequent- 
ly half  of  the  family  members  have  this 
type  of  hearing  loss.  As  the  hearing  loss 
progresses  many  people  purchase  hearing 
aids  to  obtain  the  necessary  amplification 
to  carry  on  in  business  or  social  situations. 
Many  have  successfully  worn  a bone-con- 
duction type  of  hearing  aid  in  the  past. 

In  contrast  to  people  with  otosclerosis,  in- 
dividuals with  sensorineural  hearing  loss 
complain  that  they  can  hear  your  voice  but 
do  not  understand  the  conversation.  They 
find  that  in  noisy  situations,  or  when  more 
than  one  person  is  talking,  they  can  hardly 
get  a word.  Because  a mixture  of  hearing 
losses  may  occur  in  one  person,  some  of 
these  people  may  have  otosclerosis  in  addi- 
tion to  the  sensorineural  loss.  Therefore, 
some  of  these  people  may  be  helped  by  stapes 
surgery.  The  diagnosis  of  these  losses  is 
made  by  tuning  fork  and  audiometric  tests. 

The  physical  examination  is  usually  nor- 
mal. The  tympanic  membrane  appears 
healthy  but  the  tuning  fork  tests  are  ab- 
normal. Firstly,  a 1024-cycle-per-second 
tuning  fork  placed  on  the  forehead  will  lat- 
eralize  to  be  best  heard  in  the  poorer  ear. 
Secondly,  the  fork  will  be  heard  better  on  the 
mastoid  by  bone  than  by  air  (Rinne  nega- 
tive). This  finding  is  virtually  a pathog- 
nomonic sign  of  significant  conductive  hear- 
ing loss.  The  audiometric  tests  in  the  sound- 
proof room  show  the  exact  extent  of  the 
hearing  loss  and  the  exact  chance  for  sur- 
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1 


stapes 


Figure  1.  The  ear  drum  is  turned  forward  to  expose  the  long  process  of  the  incus  and  the  stapes. 


Figure  2.  The  superstructure  of  the  stapes  is  removed  with  a pick  so  that  the  footplate  of 
the  stapes  remains  in  place. 
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Figure  3.  The  footplate  of  the  stapes  is  partially  removed  with  a hook  to  expose  the 
fluid  of  the  inner  ear. 


Figure  4.  Gelfoam  is  placed  over  the  fenestra  in  the  footplate  and  the  Teflon  tube  is 
placed  between  the  incus  and  the  Gelfoam. 
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Figure  5.  After  Gelfoam  has  been  placed  over  the  fenestra  in  the  footplate  a wire  may 
be  positioned  between  the  incus  and  the  Gelfoam. 


gical  success.  At  this  time  current  sur- 
gical techniques  yield  approximately  90  per 
cent  chance  for  restoration  of  hearing  to 
the  “nerve”  or  bone-conduction  level.  This 
usually  means  a practical  hearing  level  for 
the  patient. 

Once  the  diagnosis  is  made,  the  first  sur- 
gical step  is  to  turn  back  the  drum  to  ex- 
pose the  region  of  the  stapes  (figure  1).  The 
second  step  is  to  remove  the  superstructure 
of  the  stapes  so  that  the  fixed  footplate  re- 
mains in  place  (figure  2).  The  footplate  is 
partially  removed  by  the  use  of  small  picks 
and  hooks  (figure  3).  Since  the  fluid  of  the 
inner  ear  is  exposed,  it  is  important  that 
antibiotics  be  used  during  the  postoperative 
period  to  eliminate  possible  labyrinthitis. ^ 
At  times  it  is  necessary  to  use  a drill  on  a 
footplate  greatly  thickened  by  otosclerotic 
bone.  Although  many  types  of  prosthetics 
are  used  to  replace  the  stapes,  either  wire 
or  tubing  is  most  common.  After  position- 
ing Gelfoam  over  the  footplate  a Teflon 


tube  may  be  placed  between  the  incus  and 
the  Gelfoam  (figure  4).^  On  the  other  hand, 
a stainless  steel  wire  may  be  placed  between 
the  incus  and  Gelfoam^  (figure  5)  or  a vein 
graft^  may  be  used  with  the  wire  in  place 
of  the  Gelfoam. 

Summary 

Diagnosis  of  otosclerosis  may  be  made  by 
tuning  fork  tests.  A high  percentage  of  suc- 
cess now  results  from  surgical  techniques 
for  this  hearing  impairment. 
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The  MANAGEMENT  of  Bresch  P resentotion* 


The  successful  management  of  a 
breech  presentation  is  a chal- 
lenge to  anyone  who  practices 
obstetrics.  Four  out  of  every  one  hundred 
births  occur  in  this  presentation.  This 
rather  infrequent  incidence  affords  the  aver- 
age practitioner  little  opportunity  to  be- 
come especially  adept  in  the  management  of 
all  cases. 

It  is  true  that  some  breech  deliveries  are 
easy  and  uneventful.  The  majority  how- 
ever will  tax  the  skill,  ingenuity  and  judg- 
ment of  the  attending  physician.  His  re- 
ward in  delivering  a normal,  healthy  baby 
to  an  unharmed  mother  is  the  satisfaction 
of  a job  well  done. 

This  accomplishment  is  not  always 
achieved ; fetal  mortality  is  eight  times  high- 
er in  breech  than  in  vertex  presentation.  It 
is  a sad  commentary  to  relate  that  no  im- 
provement of  these  figures  has  been  made  in 
the  past  three  decades.  The  fact  remains 
that  it  is  still  a hazardous  and  perilous 
journey  for  an  infant  to  travel  through  the 
birth  canal  bottom  end  first. 

Although  breech  presentation  has  been  a 
favorite  topic  for  discussion  at  medical  as- 
semblies and  is  the  subject  of  many  papers 
in  the  literature,  there  is  still  no  unanimity 
of  opinion  as  to  the  proper  management  of 
this  obstetric  complication. 

There  are  those  who  advocate  a “hands 
off”  policy,  that  is  to  allow  the  mother  to 
deliver  the  baby  unassisted.  Those  of  the 
other  extreme  recommend  that  eveiy  breech 
be  delivered  by  cesarean  section.  Neither 
have  contributed  to  improving  the  morbidity 
and  mortality  statistics,  but  have  confused 
the  thinking  of  those  who  attended  the  aver- 
age number  of  patients  with  a breech  pre- 
senting. 

With  the  risk  of  being  somewhat  repeti- 
tious, this  presentation  will  attempt  to 
evaluate  some  of  the  basic  principles  in 
breech  management  and  offer  some  practical 
suggestions  that  may  assist  in  the  assess- 
ment of  a particular  situation.  It  should  be 
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emphasized  that  each  case  must  be  individu- 
alized, that  there  is  no  set  of  rules  that  are 
applicable  for  all,  and,  finally,  that  the  suc- 
cess or  failure  is  dependent  to  a large  extent 
upon  the  experience,  skill,  and  judgment 
of  the  attending  physician. 

The  successful  management  is  predicated 
upon  the  prenatal  diagnosis.  A more  intelli- 
gent plan  for  delivery  can  be  formulated  if 
one  knows  that  a breech  is  presenting  rather 
than  to  first  recognize  the  condition  after 
labor  has  been  in  progress  for  some  time. 

The  recognition  of  a breech  is  not  always 
easy,  particularly  in  a primagravida  with  a 
fiiTn  abdomen  or  in  an  obese  multipara. 
Nevertheless  every  pregnant  woman  at  term 
should  be  considered  as  having  a breech 
presentation  until  proven  otherwise. 

Any  case  in  which  the  fetal  head  is  not 
clearly  felt  in  the  pelvis  should  arouse  sus- 
picion. The  palpation  of  an  irregular  mass 
above  the  pelvic  brim,  with  a firm  globular 
structure  in  the  fundus  and  the  maximum 
intensity  of  the  fetal  heart  tones  above  the 
umbilicus  offers  little  problem  in  diagnosis. 
Vaginal  examination  may  become  necessary 
to  determine  the  presence  or  absence  of  the 
fetal  head  in  the  maternal  pelvis. 

When  the  abdominal  signs  are  equivocal 
and  the  vaginal  examination  is  inconclusive, 
recourse  to  X ray  is  necessary.  The  value 
of  the  X ray  in  determining  the  diagnosis 
far  outweighs  the  possible  harm  that  could 
result  from  irradiation  effect.  The  X ray 
would  also  reveal  congenital  anomalies  such 
as  hydrocephalus,  anencephalia,  or  menin- 
gocele, conditions  that  many  believe  pre- 
dispose to  breech  presentation. 

To  carry  the  point  further,  if  a breech 
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presentation  exists,  X-ray  pelvimetry  should 
be  performed  to  determine  the  adequacy  of 
the  pelvis.  X ray  cannot  determine  cephalo- 
pelvic  disproportion  in  a breech  any  more 
than  it  can  in  a vertex.  It  will  reveal  how- 
ever, a borderline  pelvis,  a protruding  pi*o- 
montory,  or  a narrowing  of  the  ischial 
spines.  These  considerations  are  important 
in  determining  the  route  for  delivery,  par- 
ticularly for  primagravidas  or  multiparas 
whose  history  suggests  bony  dystocia. 

Not  many  realize  the  fact  that  fetal  mor- 
tality is  higher  in  the  multipara  than  in 
the  primagravida.  One  can  only  presume 
that  the  reason  for  this  is  based  on  the  false 
assumption  that  if  a woman  has  delivered 
an  infant  by  vertex  presentation,  she  can 
easily  deliver  a breech.  The  diameter  of  the 
fetal  breech  is  smaller  than  the  head,  and 
there  is  no  moulding  of  the  after  coming 
head.  Attempts  to  deliver  it  through  a 
borderline  pelvis  are  courting  disaster.  The 
same  criteria  of  management  then  are  ap- 
plicable to  both  classes. 

Eliminating  prematurity  and  congenital 
anomalies,  the  main  causes  of  infant  deaths 
are  asphjTcia  and  intracranial  hemorrhage. 

Asphyxia  may  result  from  prolonged 
labor,  compression  of  the  cord,  but,  most 
frequently,  from  a prolapse  of  the  cord. 
This  accident  cannot  be  prevented,  and  it  is 
difficult  to  anticipate.  It  occurs  more  often 
in  the  footling  or  compound  presentation 
than  in  the  frank  breech.  A careful  vaginal 
examination  should  be  performed  after  the 
membranes  rupture  to  detect  its  presence. 
Unless  delivery  from  below  is  imminent, 
immediate  operative  interference  is  neces- 
sary to  save  the  infant.  One  cannot  pro- 
crastinate, being  lulled  into  the  false  reason- 
ing that  the  breech  does  not  fit  snugly  into 
the  pelvis  and  therefore  cannot  compress 
the  cord. 

Intracranial  hemorrhage  results  from 
either  prolonged  compression  on  the  after 
coming  head  or  too  sudden  expansion.  Pres- 
sure on  the  abdomen  by  an  assistant  in  an 
attempt  to  force  the  head  through  the  cer- 
vix that  is  not  completely  dilated,  or  pulling 
and  tugging  on  the  fetal  torso  has  contribut- 
ed more  to  the  infant  mortality  than  any 


other  single  factor.  The  release  of  intra- 
cranial pressure  when  the  head  is  rapidly 
delivered  over  the  perineum  may  also  re- 
sult in  intracranial  hemorrhage. 

The  misconception  that  the  baby  must  be 
delivered  within  eight  minutes  after  the 
umbilicus  has  reached  the  perineum  is  still 
advanced  by  some  text  books.  This  has  done 
much  to  increase  the  apprehension  and 
anxiety  in  the  delivery  room  and  has  resulted 
in  injudicious  haste  and  traumatic  deliv- 
eries. A slow  methodical  and  deliberate 
management  at  this  time  will  lessen  the 
chances  of  cerebral  damage. 

Spontaneous  cephalic  versions  after  the 
thirty-fourth  week  of  pregnancy  are  by  no 
means  unusual.  If  this  occurs  the  vertex 
engages  and  reconversion  is  rare.  When  the 
polarity  of  the  breech  is  changed  by  external 
version,  reconversion  occurs  more  frequent- 
ly- 

External  version  is  a daring  obstetric 
maneuver.  The  possible  dangers  are:  sep- 
aration of  the  placenta  and  entanglement  of 
the  cord.  One  must  also  think  of  the  pos- 
sible medicolegal  implications  if  these  com- 
plications should  occur. 

Definite  contraindications  to  this  maneu- 
ver are  a generally  contracted  pelvis, 
bleeding  episodes  that  would  suggest  a pla- 
centa praevia,  or  when  an  elective  section  is 
indicated.  It  is  a dangerous  procedure  and 
requires  considerable  deliberation  before  it 
should  be  attempted. 

The  advisability  of  delivery  by  the  vaginal 
or  abdominal  route  requires  serious  study 
and  consideration.  There  is  no  true  test  of 
labor  for  the  after-coming  head  and  the 
presence  of  a borderline  pelvis,  or  an  un- 
usually large  infant  are  clear  indications  for 
cesarean  section.  On  the  other  hand,  to 
section  as  a routine,  all  patients  who  have 
breech  presentations  creates  many  obstet- 
rical cripples  unnecessarily  and  subjects 
these  mothers  to  major  operative  proce- 
dures in  subsequent  pregnancies. 

The  elderly  primagravida,  who  has  had  a 
long  period  of  infertility  and  is  now  at  the 
decline  of  her  reproductive  years  probably 
should  be  delivered  abdominally.  A woman 
who  has  previously  lost  a breech  baby  when 
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delivered  vaginally  should  be  considered  as 
a candidate  for  section. 

Congenital  defects  of  the  uterus  and  pel- 
vic tumors  that  encroach  upon  the  birth 
canal  are  some  of  the  other  obstetric  condi- 
tions that  indicate  abdominal  delivery. 

Delivery  by  the  vaginal  route  requires  con- 
stant attendance  by  the  physician  after  ac- 
tive labor  has  started.  The  fetal  heart  rate 
must  be  studied  carefully  to  detect  any 
signs  of  fetal  distress.  The  efficiency  of  the 
uterine  contractions  and  the  progress  of 
descent  of  the  presenting  part  should  be 
checked  at  frequent  intervals.  Any  impair- 
ment of  progress  or  evidence  of  fetal  distress 
demands  a complete  reassessment  of  the 
patient  and  indicates  possible  operative  in- 
terference. 

When  the  labor  is  progressing  smoothly 
and  the  buttocks  appear  at  the  introitus,  the 
operator  may  proceed  with  a pudendal  block 
and  then  a generous  episiotomy,  allowing 
the  breech  to  deliver  to  the  scapulae.  Then, 
by  gentle  rotation  he  should  deliver  the 
shoulders  and  arms  and,  ever  so  gently,  the 
aftercoming  head.  Inhalation  anesthesia 
may  be  started  while  the  shoulders  are  be- 
ing delivered. 

Regardless  of  the  preferential  plan  for 
vaginal  delivery  it  may  become  necessary  to 
interfere  and  perform  total  extraction  par- 
ticularly in  the  frank  breech.  The  extended 
legs  may  cause  delay  in  descent  through  the 
completely  dilated  cervix,  because  they  act 
as  splints  and  thus  inhibit  the  lateral  flexion 
of  the  trunk.  It  is  impossible  to  state  dog- 
matically how  long  a delay  in  progress 
should  be  allowed  before  extraction  is  per- 
formed, but  any  sign  of  fetal  distress  would 
certainly  be  decisive. 

Extraction  should  never  be  started  until 
after  a vaginal  examination  has  revealed  the 
cervix  to  be  completely  dilated.  Any  at- 
tempt to  perform  Duhrssen’s  incision,  or 
manual  dilatation  is  definitely  contraindicat- 
ed. As  a matter  of  fact  the  entire  subject 
of  breech  extraction  is  becoming  more  and 
more  controversial  and  is  being  supplanted 
by  abdominal  deliveries. 

The  most  widely  accepted  and  safest  meth- 
od of  the  full  tei*m  breech  is  to  allow  the 


spontaneous  delivery  of  the  buttocks  and 
trunk  to  the  umbilicus  and  then  assist  with 
the  disengagement  of  the  shoulders  and  de- 
livery of  the  after-coming  head. 

There  is  always  an  air  of  tenseness  and 
anxiety  in  the  delivery  room  as  soon  as  the 
infant’s  shoulders  are  delivered.  There  are 
eager  hands  ready  to  provide  fundal  pres- 
sure and  the  operator  himself  may  pull  for- 
cibly on  the  fetal  trunk  in  an  effort  to  de- 
liver the  head. 

Wulff  has  suggested  that  Piper  forceps 
be  applied  routinely  to  deliver  the  after- 
coming head.  His  reasons  are  first  to  pro- 
tect the  head  from  compression  from  outside 
forces  in  the  birth  canal,  and  secondly,  to 
allow  the  head  to  be  moved  through  the  pel- 
vis and  over  the  perineum  with  great  care 
and  deliberate  lack  of  haste. 

Piper  forceps  are  cumbersome  to  apply 
and  in  many  instances  the  head  will  be  de- 
livered before  they  are  applied,  thus  sub- 
jecting the  infant’s  head  to  the  trauma  they 
were  intended  to  prevent. 

The  Mauricean  maneuver,  if  done  slowly 
and  deliberately,  will  be  successful  in  most 
instances.  Besides,  one  may  easily  rotate  the 
head  to  the  transverse  diameter  if  either  one 
of  the  oblique  diameters  is  inadequate  for 
an  easy  delivery.  Piper  forceps  should  be 
used  in  those  cases  where  there  is  abnormal 
extension  of  the  head.  They  were  designed 
to  correct  over  extension. 

Calmness,  cool  deliberation,  and  extreme 
patience  are  required  of  those  who  manage 
breech  deliveries.  A definite  plan  for  de- 
livery should  be  determined  after  the  pre- 
natal diagnosis  of  breech  presentation. 

Goethols  stated,  in  1958,  “There  can  be 
little  doubt  that  there  will  be  many  breech 
deliveries  in  the  future  and,  as  in  the  past, 
may  result  in  unnecessary  fetal  and  neonatal 
deaths  until  breech  delivery  is  generally  ac- 
cepted for  what  it  really  is  — a major  ob- 
stetric problem.”  With  this  I heartily 
agree. 
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Termination  of  Pregnancy 

in  the 

Diabetic  Patient 


Despite  the  great  advances 
made  in  the  treatment  of  dia- 
betes, and  with  the  exclusion 
of  the  previable  pregnancy  wastage,  the 
fetal  mortality  still  is  extremely  high  for 
viable  infants,  that  of  10-20  per  cent.  The 
most  important  causes  of  neonatal  death  are 
(1)  birth  injuries,  usually  that  of  cerebral 
hemorrhage,  (2)  congenital  malformations, 
(3)  immaturity,  and  (4)  the  most  disturbing 
factor,  intrauterine  fetal  death  in  the  last 
few  weeks  of  gestation,  for  no  apparent 
cause.  If  we  keep  these  points  in  mind 
while  directing  the  diabetic  through  her 
pregnancy,  we  may  further  reduce  infant 
loss. 

Congenital  abnormalities,  including  hydro- 
cephalus, anencephaly,  and  esophageal 
atresia,  account  for  15-20  per  cent  of  the 
overall  mortality  rate.^  In  this  group  we 
are  chiefly  concerned  with  the  first  tri- 
mester, especially  the  seventh  and  eighth 
weeks.  Insulin  is  known  to  have  a terato- 
genic effect,  so  an  overdosage  might  injure 
the  fetus. 2 Hypoglycemia  may  alter  the 
processes  of  oxidation  with  a change  in  mor- 
phogenesis. All  we  can  say  at  this  time  is 
that  some  metabolic  disorder  exists,  and 
good  control  of  the  disease  in  the  early  pre- 
natal period  appears  to  lower  the  malforma- 
tion rate.  To  err  in  therapy  toward  mild 
hyperglycemia  and  glycosuria  in  early  preg- 
nancy is  the  better  choice. 

Immaturity  is  the  major  cause  of  neo- 
natal death,  with  resulting  pulmonaiy  atelec- 
tasis, and  hyaline  membrane  disease  (so 
called  respiratory  distress  syndrome).  Pre- 
mature delivery  is  a constant  threat  in  the 
diabetic  mother,  but  frequently  we  must 
terminate  the  gestation  prior  to  the  37th 
week  because  of  acute  toxemia,  hydramnios, 
acidosis,  vascular  and  renal  disease,  and 
progressive  retinal  changes. 

Patients  developing  initial  hypertension 
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and  proteinuria  in  the  latter  weeks  of  preg- 
nancy, if  we  exclude  those  with  existing 
vascular  and  renal  changes,  appears  to  be 
no  greater  than  the  nondiabetic  group.® 
Thus,  early  use  of  diuretics,  with  the  onset 
of  the  first  sign  of  pending  difficulty,  will 
reduce  preeclampsia,  as  is  true  in  all  preg- 
nancies. If  one  of  the  aforementioned  com- 
plications should  appear,  immediate  hos- 
pitalization is  necessary,  and  with  the 
usual  toxemia-control  program,  and  good 
diabetic  management,  sufficient  infant  ma- 
turity may  be  gained. 

Polyhydramnios  occurs  with  greater  fre- 
quency and  may  appear  very  suddenly  even 
in  a matter  of  hours.  Usually  this  indicates 
a poor  fetal  prognosis,  as  congenital  defects 
are  most  common,  and  apparently  the  com- 
plication is  associated  with  placental  insuffi- 
ciency. Intrauterine  death  may  follow. 
Diuretics  seem  to  be  of  little  value  and  trans- 
abdominal amniotomy  generally  precipitates 
labor.  However,  if  the  duration  of  preg- 
nancy is  less  than  35  weeks,  such  measures 
should  be  employed  to  gain  fetal  age.  If 
greater  than  35  weeks,  immediate  delivery 
is  suggested.  Approximately  one-third  of 
these  infants  will  have  some  defect  in  the 
swallowing  mechanism,^  so  one  should  rou- 
tinely pass  a soft  rubber  catheter,  to  rule 
out  esophageal  atresia  or  E-T  fistula. 

Intracranial  hemorrhage  is  responsible 
for  15  per  cent  of  the  fetal  deaths,  secondaiy 
usually  to  birth  trauma.  These  babies  are 
usually  oversized,  edematous  and  puffy,  and 
require  operative  measures  in  their  deliv- 
ery. Not  every  diabetic  mother  should  be 
delivered  by  cesarean  section.  However, 
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by  proper  individualization,  one  can  prac- 
tically eliminate  undue  birth  trauma  by  in- 
creasing the  section  incidence.  If  spontan- 
eous labor  occurs,  with  the  presenting  part 
unengaged  and  a large  infant  apparent,  re- 
gardless of  parity,  the  trial  of  labor  should 
be  brief,  and  unless  progress  is  dramatic, 
suprapubic  delivery  is  advised.  In  those 
mothers  where  medical  induction  is  to  be 
done,  a workable  cervix  must  exist  with 
fetal  engagement  present,  and  quite  often  in 
preterm  labors  the  cervix  is  not  compatible 
with  an  easy  labor.  The  additional  oxy- 
toxic,  both  in  concentration  and  duration 
of  use  which  will  be  required,  may  further 
add  to  fetal  anoxia.  Here  again  abdominal 
delivery  rather  than  vaginal  should  be  the 
choice. 

The  most  depressing  situation  for  the  dia- 
betic mother  is  to  have  had  an  uneventful 
gestation  with  adequate  control  of  her  dis- 
ease without  the  complications  of  toxemia, 
hj^dramnios,  and  so  forth,  only  to  experi- 
ence an  intrauterine  death  as  the  pregnancy 
approaches  term.  At  least  one-third  of  the 
infants  lost  are  in  this  category.  The  de- 
gree of  diabetes  in  the  mother  or  the  levels 
of  blood  sugar  in  the  infants  seem  to  have 
little,  if  any,  correlation  with  the  amount 
of  hypertrophy  of  the  islets  of  Langerhans 
in  the  fetus.®  Most  newborns  have  a hypo- 
glycemia and  tolerate  it  quite  well.  A better 
explanation  for  this  sudden  death  must  be  a 
placental  dysfunction  which,  however,  can 
not  be  sho\\m  by  any  specific  placental 
changes. 

Prior  to  the  thirty-fifth  week,  the  intra- 
uterine fetal  death  rate  is  only  3 per  cent, 
but  the  death  rate  from  immaturity  in  in- 
fants delivered  at  this  time  is  20  per  cent. 
After  the  thirty-seventh  week,  the  reverse 
is  true,  with  intrauterine  loss  mounting 


rapidly  and  the  neonatal  loss  is  proportion- 
ately lower.®  Ideal  delivery  time,  therefore, 
is  approximately  two  and  one-half  to  three 
weeks  preterm. 

To  aid  in  determining  the  duration  of  the 
pregnancy,  roentgenological  evidence  of  the 
distal  femoral  epiphyses  should  be  present, 
fetal  size  by  palpation,  a cervix  which  is 
usually  seventy-five  per  cent  effaced,  pos- 
terior position,  with  no  dilatation. 

Mode  of  delivery,  as  in  any  preterm  elec- 
tively  terminated  pregnancy,  must  be  indi- 
vidualized, but  section  should  be  considered 
in  (1)  acute  preeclampsia,  (2)  past  histoiy 
of  fetal  death  occurring  during  labor  and/or 
delivery,  (3)  accepted  obstetrical  complica- 
tions, such  as  hemorrhage,  disproportion, 
and  so  forth,  and  (4)  medical  induction  fail- 
ui-e.  These  infants  by  weight  are  usually 
mature,  but  should  receive  the  care  of  a pre- 
mature, as  the  respiratory  distress  syn- 
drome is  so  prevalent. 

Our  goal  is  good  diabetic  control  with 
early  hospitalization  for  required  regula- 
tions of  insulin  dosage,  and  for  pending 
toxemia,  attempting  to  gain  sufficient  fetal 
age  to  reduce  neonatal  mortality,  with  pre- 
term delivery,  to  reduce  intrauterine  fetal 
deaths. 
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THE  MEDITATIONS  OF  MARCUS  AURELIUS:  vi,  18 
“How  strangely  men  act.  They  will  not  praise  those  who  are 
living  at  the  same  time  and  living  with  themselves;  but  to  be  praised 
by  posterity,  by  those  whom  they  have  never  seen  or  ever  will  see, 
this  they  set  much  value  on  . . .” 
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OBSTETRIC  Difficulties  in  the 

First  and  Second  Stages  of  Labor* 


Among  the  obstetrical  difficul- 
ties encountered  during  the 
first  and  second  stages  of  labor 
are:  cessation  of  progress,  fetal  distress, 

shoulder  dystocia  following  delivery  of  the 
head,  and  failed  forceps. 

Cessation  of  Progress  — In  order  to  cor- 
rectly interpret  cessation  of  progress,  it  is 
extremely  important  first  to  detennine 
whether  or  not  the  patient  was  or  is  in 
actual  labor.  This  is  especially  true  early 
in  the  first  stage.  One  of  the  most  im- 
portant signs  used  to  establish  this  fact  is 
progressive  effacement  and  dilatation  of  the 
cervix.  Failure  to  recognize  false  or  pro- 
dromal labor  oftentimes  ends  in  unnecessaiy 
mental  anguish  for  the  patient,  her  rela- 
tives, and  the  attending  physician.  Unwise 
and  unwarranted  obstetrical  procedures  fre- 
quently follow.  In  the  early  stage  one  can 
be  quite  sure  that  the  patient  is  in  labor 
when  the  cervix  has  reached  a dilatation  of 
four  cm. 

With  cessation  of  progress,  sterile  vaginal 
examination  is  in  order  to  determine  the 
true  state  of  the  cervix,  fetal  position,  and 
the  pelvic  architecture.  A lateral  X ray  of 
the  pelvis  offers  further  help  in  the  analysis 
of  the  pelvic  structure  and  may  reveal  ab- 
normalities of  the  fetus  or  its  position. 

When  labor  ceases  to  progress  because  of 
uterine  dysfunction,  it  is  important  that  one 
differentiate  between  hypertonic  and  hypo- 
tonic uterine  inertia.  Hypertonic  uterine 
inertia  does  not  respond  well  to  oxjTocic 
stimulation  whereas  hypotonic  uterine  iner- 
tia does.  A practical  method  of  differen- 
tiating between  the  two  is  to  place  the  hand 
on  the  fundus  and  wait  for  a contraction. 
If  a uterine  contraction  is  detected  before 
the  patient  becomes  aware  of  it,  as  a gen- 
eral rule  hypotonic  uterine  inertia  is  pres- 
ent. If  the  patient  becomes  aware  of  pain 
before  the  hand  detects  the  contraction,  hy- 
pertonic uterine  inertia  is  present.  Hyper- 
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tonic  uterine  inertia  responds  to  rest  periods 
and  general  supportive  measures. 

Fetal  Distress  — A fetal  heart  rate  slow- 
er than  100  beats  per  minute  or  more  rapid 
than  160  beats  per  minute  is  a sign  of  dis- 
turbed fetal  physiologj\  Fetal  distress  is 
characterized  by  a fetal  heart  rate  below 
100  beats  per  minute  between  contractions, 
and  a rate  which  does  not  return  to  nonnal 
within  30  seconds  after  the  end  of  a con- 
traction. In  addition  to  bradycardia,  tachy- 
cardia, beat-to-beat  arrhythmia,  and  cardiac 
irregularity,  are  also  associated  with  fetal 
distress.  As  a general  rule  the  latter  are 
precursors  to  bradycardia,  therefore  mak- 
ing the  slow  heart  beat  the  chief  sign  of 
fetal  distress. 

Factors  associated  with  alterations  of  the 
fetal  heart  in  the  first  stage  of  labor  are 
abruptio  and  placenta  previa,  cord  compres- 
sion (prolapsed  cord,  cord  wound  tightly 
around  the  neck  or  bodjG»  pitocin  stimula- 
tion, and  postmaturity.  During  the  second 
stage  of  labor,  forceps  delivery,  breech  de- 
livery, birth  injury,  precipitate  or  rapid  la- 
bor at  the  time  the  head  descends  are  etio- 
logic  factors. 

Frequent  auscultation  of  the  fetal  heart 
is  an  absolute  must  during  the  first  and  sec- 
ond stages  of  labor.  Any  alteration  is  care- 
fully recorded,  and,  when  fetal  distress  be- 
comes apparent,  a search  for  the  etiologic 
factor  including  pelvic  examination  must  be 
made.  Immediate  pelvic  examination  is  im- 
portant following  rupture  of  the  membranes 
in  the  advent  of  fetal  distress  in  order  to  rule 

*Presented  before  Omaha  Mid-West  Clinical  Society  30th 
Annual  Session,  October  31,  1962. 
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out  prolapse  of  the  cord.  It  should  be  point- 
ed out  that  in  many  cases  no  observable 
cause  for  the  fetal  distress  is  present.  Nev- 
ertheless fetal  distress  calls  for  immediate 
termination  of  the  labor,  using  the  method 
best  suited  for  the  situation. 

Shoiildei-  Dystocia  Following  Delivery  of 
the  Head  — Before  delivery  of  the  impacted 
shoulders  is  attempted,  the  respiratory  tract 
must  be  cleared  of  mucous  and  fluid  insur- 
ing a free  airway  for  the  baby.  Panic,  with 
the  practice  of  strong  traction  on  the  baby’s 
head  must  be  avoided  for  this  may  result  in 
brachial  plexus  injury  or  even  decapitation. 

The  operator’s  hand  is  inserted  into  the 
hollow  of  the  sacrum  reaching  for  the  fore- 
arm. The  arm  is  pushed  forward  across 
the  chest  and  further  pressure  from  the  in- 
ternal hand  will  bring  it  out  alongside  of 
the  infant’s  head.  To  complete  the  delivery 
of  the  body,  simultaneous  traction  on  the 
delivered  arm  and  head  may  be  necessary 
or  the  child  may  be  rotated  through  180°  to 
deliver  the  second  arm  and  shoulder  from 
the  posterior  position. 

Failed  Forceps  — An  unsuccessful  vaginal 
deliveiy  following  persistent  and  repeated 
attempts  at  forceps  extraction  constitutes 
failed  forceps.  Failed  forceps  is  usually  due 
to  an  error  in  obstetrical  judgment.  Incom- 
plete dilatation  of  the  cervix,  malposition  of 
the  fetus,  and  cephalopelvic  disproportion 
were  unrecognized  before  forceps  applica- 
tion. 

Further  management  will  depend  upon  the 
patient’s  general  condition,  the  condition  of 


the  fetus,  and  the  degree  of  trauma  produced 
by  the  forceps.  If  re-evaluation  finds  that 
premature  intervention  has  occurred  and 
that  vaginal  delivery  is  possible,  labor  is  per- 
mitted to  continue  with  delivery  from  below. 

Cesarean  section  is  indicated  in  the  pres- 
ence of  unrecognized  disproportion  or  malpo- 
sition of  the  fetus.  Cesarean  section  may  be 
indicated  even  in  the  face  of  fetal  death. 
Destructive  operations  are  reserved  only  for 
the  experienced  operator  as  a means  of  ef- 
fecting delivery  of  a dead  infant. 

No  attempt  at  terminating  the  pregnancy 
following  failed  forceps  is  started  until  the 
general  condition  of  the  patient  is  capable 
of  withstanding  further  trauma.  The  use  of 
supportive  therapy  including  fluids,  blood, 
and  antibiotics  is  mandatory. 
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DOGMATISM 

“Dogmatism,  the  quality  of  being  mistaken  at  the  top  of  one’s 
voice,  is  nearly  always  fatal  and  has  no  place  in  medical  dialectic. 
It  sometimes  takes  the  form  of  the  pat  answer  to  which  the  proper 
retort  is:  There  is  always  a well-known  solution  to  every  problem — 
neat,  plausable  and  wrong.”  (Scarlett,  E.  P. : Doctor  Out  of  Ze- 
bulun.  Arch.  Int.  Med.  111:116,  January,  1963). 
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Birth  Weight  and  Smoking^ 


Introduction 

IN  recent  years,  the  effects  on 
the  human  body  of  smoking 
have  been  studied  with  great 
interest.  Smoking  as  an  etiologic  factor  in 
carcinoma  of  the  bronchus  and  in  arterioscle- 
rosis of  the  coronary  vessels  has  drawn  much 
attention.  The  effect  of  smoking  on  birth 
weight  has  come  under  close  scrutiny  only 
within  the  last  two  years. 

History 

In  1935,  Sontag  and  Wallace  became  inter- 
ested in  the  effect  on  the  fetal  heart  rate 
of  smoking  by  pregnant  mothers.  They 
noted  that  soon  after  a mother  began  to 
smoke  a cigarette  the  fetal  heart  rate  in- 
creased. They  felt  this  was  due  to  toxic 
agents  crossing  the  placenta  and  suggested 
follow-up  studies. 

Simpson,  in  1957,  published  a comprehen- 
sive three-year  study  showing  that  pre- 
maturity, as  determined  by  birth  weight, 
was  twice  as  common  among  offspring  of 
women  who  smoked  as  compared  with  non- 
smokers,  and  that  this  incidence  regularly 
corresponded  to  the  amounts  smoked.  His 
data  showed  that  this  increase  was  irrespec- 
tive of  age,  parity,  and  social  circumstance. 

Then,  in  1959,  Lowe  studied  2000  mothers 
and  found  that  the  birth  weight  of  infants 
of  nonsmokers  was  6 oz  (185  grams)  more 
than  that  of  smokers.  His  studies  supported 
Simpson’s  findings  and  further  showed  that 
this  birth  weight  difference  was  irrespective 
of  age,  parity,  maternal  weight,  complica- 
tions in  pregnancy,  or  shortened  gestation 
period  per  se.  He  concluded  that  smoking 
exerted  a direct  effect  upon  birth  weight 
and  felt  this  effect  was  greater  during  the 
last  trimester. 

In  Baltimore,  Frazier  (1961)  found  the 
birth  weights  of  Negi’o  smokers  to  be  5 oz 
(156  grams)  lighter  than  babies  of  non- 
smokers.  This  was  not  affected  by  working 
during  pregnancy.  He  also  noted  a greater 
number  of  prematures  were  females. 
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Herriott  and  his  group  (April  1962) 
studied  the  effect  of  social  class  on  the  birth 
weight  as  correlated  with  smoking  and 
found  that  in  all  classes  there  was  an  in- 
creased rate  of  prematurity  among  smok- 
ers; and  they  also  found  that  more  smokers 
delivered  early,  before  the  38th  week,  than 
nonsmokers,  but  the  average  difference  was 
only  1-2  days.  They  also  noted  an  increase 
of  fetal  distress,  fetal  heart  rate  greater 
than  160  or  less  than  110,  in  smokers. 

In  September  1962,  Savel  and  Roth  studied 
the  relationship  of  prematurity  by  length 
of  gestation  (less  than  36  weeks)  and  pre- 
maturity by  birth  weight  (less  than  2500 
gi’ams  or  5 lb  8 oz)  as  related  to  smoking 
and  they  found  twice  as  many  smokers  as 
nonsmokers  had  gestationally  premature  in- 
fants, and  three  times  as  many  birth-weight 
premature  infants.  Infants  of  nonsmokers 
overaged  8 oz  lighter  and  this  weight-differ- 
ence increased  inversely  with  the  amount  of 
smoking.  Excluding  all  but  term  babies,  the 
smokers  still  had  twice  as  many  prematures. 
They  did  not  find  any  increase  in  the  inci- 
dence of  fetal  wastage,  stillbirths,  or  neo- 
natal deaths  in  smokers. 

Method  of  Study 

The  author  interviewed  all  the  mothers  at 
Nebraska  IMethodist  Hospital  from  Septem- 
ber 1962  to  January  1963,  totaling  500.  Each 
mother  was  carefully  interrogated  about  her 
smoking  habits  and  this  information  was  tab- 
ulated. Birth  weights  and  other  statistics 
were  gained  from  the  interviews  and  the 
charts.  There  were  43  premature  infants 
(weighing  less  than  2500  grams)  in  the 
group  studied,  giving  an  incidence  of  pre- 
maturity of  8.6  per  cent.  Fifty-two  per  cent 
(258)  of  the  group  were  smokers. 

*This  study  was  made  while  the  author  was  an  interne  at 
Nebraska  Methodist  Hospital,  and  the  results  presented  to  the 
staff  of  NMH. 
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TABLE  1 

SMOKING  AS  A FACTOR  IN 


PREMATURITY 

Total  patients  in  study 500 

Total  number  of  premes  43 

(Incidence  8.6%) 

Total  number  of  smokers  (52%)  258 

Total  number  of  nonsmokers  (48%) 242 


Table  2 shows  the  smoking  habits  of  the 
group  broken  down  into  daily  amounts  and 
it  shows  that  80  per  cent  of  the  prematures 
were  born  to  mothers  who  smoked.  There 
were  four  times  as  many  prematures  among 
the  smokers  as  the  nonsmokers. 


TABLE  4 

CHANCES  FOR  PREMATURITY  BY 
CATEGORY 


Amount  Ratio  Preme 

Smoked /'Day  to  Total  Chanoe 

0 8:242  1 in  30 

1-3  0:13 

10 9:67  1 in  7 

20  19:135  1 in  7 

30 5:29  1 in  6 

40-b  2:14  1 in  7 


There  was  no  sex  trend  in  the  premature 
in  this  study  as  there  was  also  no  relation- 
ship to  mother’s  age,  parity,  or  previous  his- 
tory in  this  study. 


TABLE  2 

SMOKING  HABITS 


No 

Cigarettes  Total  Preme 

Per  Day  Group  Group 

0 242  8 

1-3 13  0 

10  67  9 

20  135  19 

30  29  5 

40-1-  14  2 


Table  4 illustrates  that  the  chances  of  hav- 
ing a premature  infant  are  1 in  7 for  smok- 
ing mothers  but  only  1 in  30  for  nonsmokers. 


TABLE  3 

SMOKING  HABITS  OF  PREME  GROUP 
IN  DETAIL 


Amount 

Smoked /Day  Number  Percentage 

0 8 18 

1-3 0 0 

10  9 21 

20  19  44 

30  5 12 

404-  2 5 


43  100% 

Table  5 breaks  down  the  prematures  into 
three  broad  categories  explaining  their  eti- 
ology. These  figures  compare  closely  with 
those  Eastman  derived  from  his  large  series. 
It  shows  that  73  per  cent  of  the  premature 
infants  were  single  gravidas  delivered  vagin- 
ally  and  thus  are  without  obvious  cause  for 
prematurity. 


TABLE  5 

CAUSES  FOR  PREMATURITY  IN 


INFANTS 

Cause  Number  NMH 

Number 
Johns  Hopkins 
(1950) 

Twins  _ 7 

(16%) 

12% 

Cesarean  Section  for 
Placenta  Pi'evia, 
Abruptio  placenta, 
and  previous 
Cesarean  Section 5 

(11%) 

14% 

Single  Infant 
Vaginal  Delivery  _ 31 

(73%) 

74% 

Table  6 reveals  that  the  average  birth 
weight  for  infants  of  nonsmokers  was  seven 
pounds  seven-and-one-half  ounces,  but  only 
six  pounds  fifteen  ounces  for  infants  of 
smokers,  a difference  of  eight  and  one-half 
ounces  (233  grams).  It  also  shows  a direct 
relationship  between  the  average  birth 
weight  and  the  amount  smoked.  These  fig- 
ures compare  closely  with  Savel  and  Roth’s 
recent  study. 

Discussion 

The  statistical  analysis  showed,  even  in  a 
relatively  small  series  of  500  patients,  that 
smoking  produces  infants  with  smaller  birth 
weights.  This  effect  is  not  related  to  the 
mother’s  age,  parity,  matenial  weight,  eco- 
nomic class,  or  prenatal  activity.  The  effect 
seems  to  be  exerted  mainly  late  in  pregnancy 
during  the  period  of  rapid  weight  gain.  Dur- 
ing the  last  trimester  the  fetus  gains  an 
average  of  175  grams  a week.  As  Lowe  de- 
scribed in  his  study,  the  main  divergence  in 
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fetal  weights  seems  to  occur  at  35-37  weeks 
gestation  as  shown  by  comparing  babies 
born  early, 

TABLE  6 

BIRTH  WEIGHT  AVERAGES, 


LB/OZ 

NMH 

Savel  & Roth 

Nonsmokers 

- 7/71/2 

7/7 

Smokers 

__  6/15 

6/15 

1-10  cigs  per  day  . 

7/2 

7/1 

11-20  cigs  per  day  . 

6/11 

7/1 

20+ 

6/10 

6/TO 

40+  cigs  per  day  . 

6/8 

6/10 

Ave.  difference,  smokers/nonsmokers 8V2  oz. 

Tobacco  smoke,  as  described  by  von  Proos- 
dry  (1960)  causes  peripheral  vasoconstric- 
tion and  may  cause  a resultant  transient  hy- 
pertension with  elevation  of  both  systolic 
and  diastolic  pressures.  Smoking  apparently 
exerts  an  immediate  effect  on  the  growth  of 
the  fetus.  This  may  be  due  to  the  vasocon- 
strictive effect  on  the  uterine  blood  flow  or 
it  may  be  due  to  a direct  toxic  influence. 
Smoking  may  also  exert  a long  teiTn  effect 
by  changing  or  damaging  certain  physiologic 
processes  in  the  mother.  This,  however, 
would  probably  evidence  itself  in  an  increased 
amount  of  fetal  distress,  which  has  not  been 
found  in  an  overt  form.  Some  investigators 
suggest  that  a woman  may  be  especially  sus- 
ceptible to  the  changes  produced  by  smok- 
ing, 

TABLE  7 

CIGARETTE  SMOKE  ACTION 

Immediate:  A,  Peripheral  vasoconstriction 

B,  Transient  hypertension 

C.  Reduced  appetite 

? ? Decrease  uterine  blood  flow 

? ? Direct  toxic  influence 

Long  Term:  ??  Alteration  or  damage  to 

mother’s  physiologic  processes 


Elevated  pressures  and  a decreased  oxy- 
gen transport  may  result  in  marginal  pla- 
cental changes  presenting  major  problems  in 
nutrition  to  the  fetus.  If  this  were  occurring 
at  a time  when  fetal  growth  was  at  a maxi- 
mum, even  minimal  changes  in  uterine  blood 
flow  and  placental  exchange  rate  could  affect 
fetal  growth. 

Smoking  may  provide  the  explanation  for 
a lack  of  significant  decline  in  the  incidence 
of  prematurity  in  the  face  of  tremendously 
improved  obstetric  practices. 

Summary 

An  invesigation  of  the  smoking  habits  of 
five  hundred  new  mothers  at  Nebraska 
Methodist  Hospital  was  carried  out  and  cor- 
related with  the  birth  weights  of  their  in- 
fants, Various  other  factors  affecting  birth 
weight  were  considered. 

The  data  clearly  showed  a decreased  birth 
weight  averaging  eight  and  one  half  ounces 
for  babies  of  mothers  who  smoked.  More- 
over, there  was  a direct  correlation  between 
the  amount  smoked  and  the  average  birth 
weight  of  the  infant.  Prematurity  was  four 
times  greater  in  smokers  than  nonsmokers. 
It  seems  a reasonable  conclusion  that  smok- 
ing does  cause  a decrease  in  the  infant’s 
birth  weight. 
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“.  . . the  real  reason  for  the  elevation  of  the  Housing  and 
Home  Finance  Agency  to  Cabinet  level  is  to  have  additional  leverage 
to  use  in  promoting  federal  activity  in  areas  and  with  respect  to 
problems  which  have  always  been  considered  purely  local.”  (From 
Spotlight  No.  L-520). 
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SPECIAL  ARTICLE 


Are  Verbal  Rxs 
to  a Patient 
Advisable? 

IT’S  9 p.m.  A physician’s  tele- 
phone rings.  It  is  Mrs.  Jones, 
his  patient.  She  tells  him  that 
she  has  a cough  and  that  her  temperature 
is  normal.  Her  request:  “Can  you  tell  me 
what  medicine  I can  take  now,  doctor?  I’ll 
probably  see  you  tomorrow.” 

This  situation  — and  many  others  like  it 
— brings  up  this  question:  Should  the 

physician  give  drug  infonnation  verbally  to 
the  patient? 

A just-completed  national  survey  — con- 
ducted among  phainnacists  by  American 
Professional  Pharmacist  magazine  — points 
clearly  to  the  following  answer: 

“In  the  interest  of  the  patient’s  health 
and  safety,  the  physician  should  write  pre- 
scription orders  — or  phone  them  to  a phar- 
macist.” 

More  significant  than  the  answer  itself 
are  the  reasons  for  the  answer.  The  study 
clearly  shows  that  there  are  at  least  six  spe- 
cific reasons  why  verbal  prescriptions,  giv- 
en directly  to  the  patient,  are  generally  not 
advisable : 

Reason  No.  1:  With  respect  to  verbal 

drug-information,  one  of  the  problems  en- 
countered is  sound-alike  names  of  drugs. 
For  example,  when  the  patient  is  given  the 
name  of  a drug,  the  patient  too  often  mis- 
spells or  mispronounces  it  when  relaying  it. 
As  a result,  the  patient  can  actually  take 
the  wrong  medicine,  or,  more  frequently, 
not  obtain  it  at  all,  because  the  pharmacist 
cannot  interpret  the  request. 

Reason  No.  2:  Drugs  are  available  in 

several  forms  and  strengths.  Although  the 
patient  may  have  the  correct  name  of  the 
drug,  she  may  not  remember  the  form  or 
the  strength.  As  a result,  because  she  is 
too  embarrassed  to  phone  the  physician 
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again,  the  patient  may  not  even  obtain  the 
medication. 

Reason  No.  3:  Very  often,  a patient  will 
forget  the  verbal  dosage  a physician  pre- 
scribed for  her.  She  will  not  remember,  for 
example,  whether  she  should  take  the  medi- 
cine “before  meals”  or  “after  meals”  or 
whether  she  should  take  it  every  three  hours 
or  three  times  a day. 

Reason  No.  U:  In  cases  where  the  patient 
correctly  recorded  or  remembered  the  name 
of  the  drug,  it  might  turn  out  to  be  an  “Rx 
only”  drug  . . . and  the  pharmacist  is  un- 
able to  sell  it  without  a prescription.  The 
patient  may  then  become  angry  at  the  physi- 
cian and  the  pharmacist  because  of  the  delay 
and  the  inconvenience. 

Reason  No.  5:  When  the  patient  knows 

the  name  of  a drug  that  was  prescribed  for 
her,  she  might  — as  a special  “favor”  to  a 
friend  — suggest  that  the  friend  take  the 
medicine  for  “a  similar  condition.”  This 
potentially-dangerous  patient-to-patient  “di- 
agnosis” is  unlikely  to  occur  if  the  prescrip- 
tion is  written. 

Reason  No.  6:  A prescription  given  oral- 
ly to  a patient  eliminates  an  exact  written 
Rx  record,  stored  at  a pharmacy,  as  to  what 
medicine  was  actually  prescribed.  This  rec- 
ord can  come  in  very  handy  with  respect 
to  protecting  the  physician  against  the  ever- 
increasing  number  of  malpractice  suits. 

From  the  above  six  reasons,  it  appears 
rather  clear  that  written  prescriptions  are 
in  the  best  interest  of  both  the  public  and 
the  physician.  Aside  from  preventing  er- 
rors, a written  prescription  will  generally 
avoid  any  delay  in  getting  the  proper  medi- 
cation to  the  proper  patient  at  the  proper 
time. 

Consequently,  when  medication  is  to  be 
prescribed  — pursuant  to  a telephone  call 
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or  even  during  an  office  visit  or  house 
call  — a written  prescription  is  advisable. 

If  a written  prescription  is  inconvenient 
or  not  possible,  it  would  be  best  for  the 
physician  to  say  to  the  patient:  “What  is 

the  telephone  number  of  your  pharmacist? 
I will  phone  a prescription  to  him.”  Or  per- 


haps the  physician  can  say : “Please  ask  your 
pharmacist  to  telephone  me.” 

Drug  orders,  therefore,  are  best  com- 
municated directly  from  the  physician  to 
the  pharmacist,  whether  the  comunication  be 
via  a written  prescription  or  via  the  tele- 
phone. 


1 am  only  one  but  I am  one. 

I can’t  do  eveiything  but  I can  do  something. 

And  what  I can  do  that  I ought  to  do. 

And  what  I ought  to  do,  by  the  grace  of  God  I shall  do. 

(Hale) 
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SPECIAL  CONTRIBUTION 


Better,  Quicker 

and 

Cheaper  Medical  Education 


SYNOPSIS 

More  physicians  must  be  educated  with- 
out sacrificing  quality  for  quantity. 

Preparation  for  medical  practice  needs 
shortening  without  lowering  standards. 

Educational  costs  must  be  minimized  for 
students,  universities  and  the  public. 

Improved  teaching  offers  the  best  hope 
for  better,  quicker,  and  cheaper  medical 
education. 

Experience  in  general  and  specialty  prac- 
tice and  in  medical  education  suggests:  As 
future  practitioners,  students  should  learn 
fundamentals  of  medical  practice  before  pro- 
ceeding to  fundamentals  of  medical  science. 


An  era  of  construction  and  ex- 
pansion of  medical  colleges  has 
begun.  Universities  and  the 
public  know  the  need  and  are  now  facing 
the  costs.  In  accord  with  the  architectural 
dictum:  “form  follotvs  function,”  the  medi- 
cal profession  — led  by  its  educators  — is 
working  out  what  is  to  be  done,  how,  by 
whom,  and  in  what  locations  and  quantity. 
This  planning  is  being  done  with  a sense 
of  provident  management,  every  effort  be- 
ing made  to  ensure  that  it  is  sound  both 
medically  and  educationally. 

Leake^  says : “The  curricula  of  our  medi- 
cal schools  reveal  an  almost  reactionary  pat- 
tern of  stereotyped  conformity  to  the  con- 
ventional popular  idea  of  what  a medical 
school  should  be.  This  popular  idea  may 
have  been  pertinent  half  a century  ago,  but 
it  is  woefully  outdated  now.” 

Growth  Under  Pressure 

Construction  of  new  facilities  in  an  ob- 
solete pattern  would  mean  re-thinking  and 
re-doing  later,  with  tragic  loss  of  resources, 
time,  and  confidence.  Though  much  is  be- 
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ing  done,  our  medical  colleges  are  faced  with 
challenges  far  greater  than  they  are  staffed, 
organized  and  equipped  to  meet.  Adequate 
meeting  of  the  crisis,  at  minimum  cost  con- 
sistent with  quality,  is  a responsibility  of  the 
entire  medical  profession. 

Medical  education  is  long,  arduous,  costly, 
and  — in  many  respects  — inefficient.  Its 
difficulties  hamper  students  and  deter  some 
desirable  candidates.  Lowering  of  stand- 
ards would  affect  the  health  of  the  public. 
Insufficient  supply  of  new  graduates  en- 
dangers the  effectiveness  of  physicians  who 
must  carry  the  load  in  practice.  As  medi- 
cine grows  apace,  pressure  for  still  longer 
training  mounts. 

It  will  take  optimum  educational  efficien- 
cy to  increase  quantity  with  rising  quality. 
Medical  educators  have  a double  task:  to 
keep  up  with  their  fields,  and  to  understand 
educational  theoiy  and  method  as  they  apply 
to  Medicine. 

Lifetime  Learning 

The  AMA’s  study  of  “Lifetime  Learning 
for  Physicians”2considers  the  same  need  for 
“contemporizing”  as  faces  other  profes- 
sions, business,  and  industry.  No  matter 
when  they  ceased  to  be  medical  students, 
physicians  have  to  continue  to  be  students 
of  Medicine  to  keep  up  to  date.  This  con- 
tinuity of  learning  should  be  anticipated  and 
planned  for  from  the  first. 

As  things  are,  faculty  and  courses  often 
burden  the  memories  of  captive  audiences  in 
conscientious  attempts  at  full  subject  cov- 
erage. Though  a student  may  not  compre- 
hend, he  has  to  go  along  with  the  system 
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to  continue  his  career.  Lack  of  real  under- 
standing can  retard  or  block  later  progress. 

Before  curricula  are  further  strained  or 
lengthened,  or  new  construction  binds  the 
future  to  present  patterns,  medical  education 
must  be  reviewed  as  education.  Though  pro- 
vision must  be  made  for  lengthening  educa- 
tion throughout  a lifetime,  formal  require- 
ments before  entry  into  independent  prac- 
tice may  be  shortened.  Required  prepara- 
tion should  be  the  minimum  that  assures 
mastery  of  fundamentals,  ability  to  work 
safely  with  patients,  and  capacity  with  de- 
sire to  keep  leamiing. 

SOME  AXIOMS 

1.  Clinical  Problem-Solving 

To  do  what  needs  to  be  done  to  establish, 
protect,  maintain,  or  restore  health,  skill  in 
clinical  problem-solving  is  essential.  Knowl- 
edge of  medical  science  per  se  is  no  assur- 
ance that  what  is  pertinent  can  be  selected 
and  applied  in  a given  case. 

Though  all  curricula  are  intended  to  pro- 
duce well-prepared  physicians,  graduates 
meet  many  problems  for  which  they  might 
have  been  prepared  but  were  not.  They 
find  little  value  to  much  that  was  included 
in  their  training.  Students’  learning  should 
be  oriented  to  practical  necessities. 

T-hough  scientific,  a licensed  physician  is 
not  primarily  a scientist.  His  assigned  and 
accepted  responsibility  is  to  provide  a service 
to  others.  His  education  should  develop  his 
clinical  skills  so  he  can  apply  to  his  pa- 
tients’ needs  the  ever-growing  resources  of 
medical  science. 

2.  The  Person  As  Unit 

Though  he  sees  many  patients,  at  any 
given  moment  a physician  is  concerned  with 
the  health  of  one  person.  People  are  not 
“cases,”  and  complex  biological  processes  are 
not  unitary  “diseases.”  Dr.  Allan  Gregg 
said:  “There  are  no  diseases  — only  sick 
people.”  The  unit  of  modern  Medicine  is 
not  the  disease  but  the  person. 

Treatment,  though  conveniently  discussed 
in  terms  of  techniques  or  of  drugs  used, 
depends  upon  personal  skill.  A patient  is  a 
person  needing  medical  care,  and  a physician 


is  a person  who  has  chosen  and  qualified  to 
give  it.  All  treatment,  ultimately,  is  by  a 
person,  of  and  for  a person. 

3.  The  Goal  of  Health 

In  the  past,  a physician  examined  his  pa- 
tient to  find  signs  of  disease.  If  unsuccess- 
ful, he  reported  his  search  as  “negative.” 
If  successful,  he  found  his  patient  shared 
little  of  his  enthusiasm  for  pathology. 

In  our  Health  Age,  a physician  examines 
his  patient  looking  for  signs  of  health.  If 
all  is  well,  he  is  pleased  and  so  is  his  pa- 
tient; precautions  are  taken  to  keep  things 
that  way.  If  all  is  not  well,  the  physician 
is  proportionately  concerned,  and  so  is  his 
patient.  Thus,  they  naturally  work  to- 
gether. 

Health-oriented  students  learn  to  think 
and  act  preventively.  Contemplating  illness 
or  handicap,  they  reflect:  “Did  this  hap- 
pen for  lack  of  known  preventive  measures?” 
“How  could  this  have  been  detected  and 
treated  sooner?”  “From  what  new  knowl- 
edge might  preventive  and  therapeutic  pow- 
er come?” 

4.  The  Student  As  Unit 

Learning  - readiness  of  each  student  is 
unique,  according  to  his  abilities,  interests, 
and  experience.  As  a medical  career  is 
based  upon  individual  understanding  and 
skill,  preparation  in  mass  is  little  suited  to 
it.  If  medical  education  is  consti’ued  as 
teaching  subjects  to  a class,  incomprehen- 
sion, failures  and  drop-outs  are  inevitable. 

As  education  is  an  aspect  of  gi'owth,  its 
unit  is  not  the  class  or  the  subject,  but  the 
student.  A nutritious  and  balanced  educa- 
tional diet  should  be  presented  by  faculty. 
Taken  with  appetite  and  assimilated  by  the 
student,  he  grows  and  is  ready  for  more. 

Subject  instruction  tends  to  tell  ivhat  to 
think,  and  examinations  to  test  conformity. 
A student  need  not  memorize  information 
to  which  he  has  and  will  have  ready  access. 
What  he  needs  most  is  learn  how  to  think. 

5.  Medical  Reasoning 

What  and  how  much  should  be  done  in 
treatment  depends  on  difference  between 
untreated  and  treated  expectations,  which 
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are  derived  from  diagnostic  understanding. 
Hence  diagnosis  is  a means  to  an  end,  while 
accurate  prognosis  is  the  key  to  therapy. 

Earliest  signs  of  health  impairment  are 
, best  spotted  when  the  patient  is  examined 
I , to  make  sure  all  is  well.  If  “making  a diag- 
ii  nosis”  becomes  an  end  in  itself,  precious 
treatment-time  may  be  wasted.  The  relation 

I of  time  to  prognosis  requires  that  serious 
possibilities  must  be  considered  first,  even 
if  probabilities  are  mild. 

I Doctor  and  patient  must  work  together 
[ from  the  beginning,  because  the  present  is 
revealed  by  a combination  of  symptoms 
[l  and  history  given  by  the  patient  and  signs 
and  tests  elicited  by  the  doctor.  The  past, 
then,  has  to  be  reconstructed  in  the  light  of 
medical  science,  so  that  anticipation  of  the 
future  can  provide  a confident  basis  for 
therapy. 

For  a student  to  become  a good  thera- 
pist, he  must  be  an  accurate  py'ognostician. 
For  this,  he  must  be  a sound  diagnostician. 
This  requires  that  he  be  a precise  and  thor- 
ough examiner  who  is  well  versed  in  medical 
science.  His  logical  approach  to  therapy  is 
by  learning  how  to  examine  and  by  applying 
himself  to  the  basic  sciences. 

6.  A Medical  School  Is  A School 

Any  medical  college  is  primarily  a school, 
as  good  as,  and  no  better  than,  the  education 
its  student  receives.  It  succeeds  if  it  pre- 
pares him  well.  If  he  fails,  or  is  inade- 
quately prepared,  the  college  is  to  be  judged 
accordingly. 

Because  no  university  can  afford  to  teach 
on  a “don’t  do  as  we  do  — do  as  we  say” 
basis,  any  clinical  work  under  university 
auspices  must  be  of  high  caliber.  Crowded 
wards  and  clinics  are  neither  necessary  nor 
advantageous  to  education.  Thorough  study 
of  a few  patients  will  teach  more  than  will 
superficial  contact  with  many. 

Education  and  research  are  related  forms 
of  inquiry.  Through  education,  a person 
discovers  what  is  new  to  him  but  not  to  oth- 
ers. Through  research,  a person  discovers 
what  is  new  to  him  and  also  to  others.  Stu- 
dents should  learn  research  methods,  but 
they  must  explore  the  known  before  the  un- 
known. Their  need  to  learn  first  things  first 


should  not  be  obscured  by  faculty’s  natural 
interest  in  advanced  problems  and  research. 
Essential  as  research  activities  and  funds 
are,  they  are  subordinate  to  the  primary 
educational  responsibility  of  a medical  col- 
lege. 

7.  Educational  Sequence 

Learning  is  quickest  and  best  when  pres- 
entations arouse  interest,  strengthen  mo- 
tivation, make  the  student  think,  and  assure 
cumulative  learning.  Though  clinical  work 
has  these  powerful  educational  effects,  it  is 
usually  preceded  by  several  years  of  basic 
science  study. 

A student  can  first  learn  the  clinical  meth- 
ods and  techniques  by  which  patients’  prob- 
lems are  investigated  and  defined.  Next, 
he  can  proceed  to  learn  medical  science  by 
which  to  work  them  out.  Then,  with  prob- 
lem-solving skills  at  command,  he  can  apply 
them  on  his  clinical  assignments.  An  indi- 
cation of  what  might  be  included  in  an  ini- 
tial semester  of  orientation  to  clinical  medi- 
cine follows: 


THE  PROPOSAL 

In  a natural  sequence,  according  with  the 
“law  of  successive  clearness,”  this  proposal 
capitalizes  on  the  power  of  clinical  learning 
from  the  outset  of  medical  studies.  It  is 
derived  from  experience  as  practitioner  and 
medical  educator  and  from  long  study  of  per- 
sonality and  learning. 

1.  Complete  Case  Studies 

As  having  a pattern  to  emulate,  “watch- 
ing the  pros  do  it,”  is  important  education- 
ally, the  entering  class  would  observe  in  a 
series  of  sessions  what  is  involved  in  exam- 
ining, diagnosing,  and  treating  a patient. 
Suitable  willing  patients  are  readily  found. 
Radiology,  basic  science,  and  laboratory 
faculty  would  join  with  clinicians  in  explain- 
ing procedures  and  would  arrange  to  show 
their  departments. 

Next,  the  same  procedure  could  be  fol- 
lowed with  the  students  in  small  enough 
groups  to  permit  close  observation  and  some 
participation.  Volunteer  faculty,  includ- 
ing general  practitioners,  would  readily  con- 
tribute. Interest  in  procedures,  diagnosis. 
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prognosis,  treatment,  and  follow-up  would 
stimulate  inquiry,  discussion,  and  reading 
by  students. 

Writing  up  of  cases  and  presentation  by 
groups  of  their  patient-studies  in  class 
would  give  a general  introduction  to  clinical 
methods. 

2.  Examination  Techniques 

Clinical  and  basic  science  faculty  would 
detail,  demonstrate,  and  explain  rationale  of 
examination  techniques,  including; 

Physical  signs:  measurement  of  vital 
signs ; examination  of  body  orifices  and 
sense  organs;  palpation,  percussion  and 
auscultation;  eliciting  of  reflexes,  and 
observation  of  skin,  posture  and  gait. 

Clinical  methods:  routine  laboratory 
tests,  electrocardiogram,  electroence- 
phalogram, audiogram,  and  others  used 
in  demonstrations. 

Asepsis:  Fundamental  to  all  diagnos- 
tic and  treatment  procedures  broach- 
ing the  skin. 

Needle  techniques:  Careful  teaching 
of  these  would  mean  much  to  student 
confidence  and  patient  comfort  later. 

Dressing  of  wounds:  Bandaging  and 
splinting. 

3.  Surface  Anatomy 

Guided  by  anatomists,  clinicians,  radiolo- 
gists, and  artists,  students  would  draw  and 
model  the  body  and  its  regions  in  “life  class.” 
Clinically  useful  key  ratios  would  be  used 
as  guide-lines*  to  draw  the  adult  male  and 
female  body  in  front,  side  and  rear  eleva- 
tions. Then  children  at  one,  five  and  ten, 
when  the  head  is  i^.,  1/6  and  1/7  body 
length  respectively,  would  be  drawn.  Indi- 
vidual variations  and  in-between  ages  then 
would  be  easily  depicted. 

IMuscle  action  and  body  physics  would  be 
taught  “live”  with  animated  films.  Radio- 

♦These  are  easily  recalled  as  fractions,  e.g.,  sketches 
can  readily  be  made  from  these  approximate  ratios : 

In  the  adult  male : way  dowm  is  the  crotch,  the  pelvis 

resting  on  the  midline.  H w’ay  dowm  is  nipple,  % knee  joint. 
At  % is  chin ; % waist ; at  % finger-tips ; and  at  distal 
end  of  calf.  One  sixth  down  is  shoulder  line ; width  here  is 
^ body  length. 

One  half  way  down  the  face  is  eye-line;  3^  is  nose.  Face 
width  is  about  % length.  Divide  eye-line  in  fifths  for  place- 
ment and  width  of  e>'es.  Ear  is  same  level  and  length  as 
nose.  Inverted  egg-shape  outlines  face. 


grams  would  then  be  used  to  relate  skeleton 
and  viscera  to  the  surface. 

Along  with  local  anatomy  of  body  orifices 
and  sense  organs  learned  with  physical  ex- 
amination, this  would  provide  a natural  ap- 
proach to  the  study  of  regional  and  systemic 
anatomy.  Clinical  perceptiveness  would  be 
developed,  and  ability  to  diagram  the  body 
and  its  regions  would  always  be  useful. 

4.  Medicine  in  Action 

Students  would  see  what  physicians  do, 
where  they  do  it.  Visits  to  health  services 
would  rate  priority:  prenatal  and  well-baby 
care,  immunization,  school  health,  sanitation 
and  hygiene,  food  inspection  and  water  sup- 
ply. Students  would  see  the  hospitals  and 
clinics  in  which  they  will  work  later,  and  ob- 
serve emergency  service  and  communicable- 
disease  control  programs. 

Institutions  for  the  Blind,  Crippled  and 
Retarded  make  obvious  the  value  of  preven- 
tive obstetrics  and  pediatrics  and  the  need 
for  combining  health,  education,  welfare, 
and  rehabilitation  efforts.  Facilities  for 
psychiatric  and  geriatric  patients  show  new 
medical  frontiers. 

5.  Patient-Doctor  Relationship 

In  an  introductory  psychiatiy  course,  stu- 
dents would  meet  a series  of  patients  \\dth 
personal,  family,  community  and  socio-eco- 
nomic contributants  to  their  illnesses.  Suc- 
cess of  such  a course  for  freshmen  led  to  the 
evolution  of  this  proposal. 

The  student  learns  naturally  how  to  re- 
late, observe,  interview,  question,  and  take 
histories.®  He  sees  he  must  ivin  trust  and 
cooperation  by  being  interested,  thorough, 
informed,  definite,  and  frank,  and  by  always 
seeking  the  safest  and  simplest  plan  of  treat- 
ment which  is  adequate. 

Why  a doctor  must  be  responsive,  kind, 
tactful  and  wise  is  apparent  as  patients 
relate  their  troubles  and  reveal  vague  dreads 
that  can  delay  seeking  help  or  hold  back 
symptoms  and  history.  Perspective  is  gained 
by  study  of  patients’  illnesses  in  the  context 
of  their  natural  habitat  and  relationships. 
It  is  seen  that  ability  to  help  can  grow 
steadily  with  increasing  knowledge,  after 
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iatrogenic  risks  are  minimized  by  knowing 
what  not  to  do. 


ADVANTAGES  OF  THIS  PROPOSAL 

Students  acclimated  under  less  pressure, 
would  learn  in  lifetime  pattern;  from  first 
hand  experience,  discussion  with  colleagues, 
consultants  (faculty),  and  books  as  sources. 
Basic  sciences  would  be  seen  in  their  ap- 
plied light.  Ease  with  patients  would  aid 
clinical  work  and  increase  interest  in  gen- 
eral practice.  With  an  individual  and  surer 
foundation,  each  student  would  gain  more 
from  clinical  instructors.  A clear-thinking 
approach  to  treatment  would  be  developed. 

Education  is  always  improved  by  better 
sequences.  Individual  learning  in  groups 
would  promote  freer  use  of  library  and  uni- 
versity resources.  Instruction  in  basic  sci- 
ences and  clinical  work  would  be  enriched 
by  the  practical  introduction.  Educational 
methods  would  keep  improving  with  better 
“feed-back”  from  students  and  increased  fac- 
ulty collaboration. 

Faculty  could  integrate  students’  total 
learning-experience  through  combined  teach- 
ing and  longer  contact.  This  would  lead  to 
their  complete  involvement  with  education. 
Kirk^  sees  medical  education  being  “affect- 
ed adversely  by  the  progressive  abandon- 
ment of  the  principle  of  full-time  teaching 
and  research  . . . most  marked  in  the  clin- 
ical departments.”  He  states;  “No  greater 
single  step  forward  has  ever  been  taken  in 
American  medical  education  than  establish- 
ing clinical  departments  upon  the  same  full- 
time basis  as  the  scientific  departments.” 

Practitioners  with  their  realistic  orien- 
tation would  be  used  more  and  sooner.  They 
would  have  more  chance  to  learn  how  to 
teach.  Students  would  be  better  prepared 
to  learn  from  them  in  affiliated  hospitals, 
a wider  range  of  which  could  be  used. 

New  medical  colleges  could  be  more 
readily  planned  on  university  campuses, 
their  best  location.  The  University  Hos- 
pital could  be  smaller,  complementing  com- 
munity services.  The  medical  school  build- 
ing could  be  chiefly  designed  for  educational 
purposes.  Faculty  location  for  their  other 
work  could  be  provided  for  in  their  respec- 


tive science  buildings*  or  hospitals.  This 
would  align  the  faculty  with  both  their  edu- 
cational and  scientific  colleagues. 

Each  preclinical  student  might  have  a 
small  study.  He  would  have  his  own  bench 
in  a student  laboratory,!  to  which  instruc- 
tors would  come.  (Anatomy  would  need 
special  provision).  His  clinical  instruction 
would  be  in  specially  equipped  conference 
rooms.  Most  patients  could  come,  or  be 
brought,  to  these,  and  they  could  be  linked 
through  closed-circuit  television  with  affili- 
ated hospitals.  Educational  groupings  of 
students  would  be  facilitated  by  having 
these  units  small. 

This  organization  would  conserve  educa- 
tional time.  Universities  would  not  have  so 
much  classroom  and  laboratory  space,  dupli- 
cated in  departments,  lying  idle  between 
uses.  Their  educational  focus  would  be  un- 
obscured either  by  research  or  by  private 
practice  within  the  medical  college  setting. 


EDUCATION  AFTER  GRADUATION 

Progress  is  slow  during  the  first  phase 
of  education,  while  fundamentals  are  being 
mastered  at  the  concrete  level.  It  acceler- 
ates rapidly  when  thorough  comprehension 
permits  abstract  learning.  Zinsser  said; 
“In  science,  the  mind  of  the  adult  can  build 
only  as  high  as  the  foundations  constructed 
in  youth  will  support.” 

Though  legal  requirements  for  practice 
can  be  met  after  completing  medical  school 
and  internship,  intm-professional  require- 
ments of  specialty  boards  have  made  almost 
mandatory  an  additional  three  to  five  years 
of  “training.”  This  has  meant  enormous  in- 
crease in  effort,  time,  and  cost  of  qualifica- 
tion. 

That  much  more  has  to  be  known  does 
not  of  itself  warrant  preempting  the  creative 
years  from  age  20  to  30  for  required,  super- 
vised training.  In  all  areas  of  knowledge 
and  performance,  past  achievements  are  be- 
ing eclipsed  by  better  informed  and  prepared 
persons  at  younger  ages.  Medicine  needs 

♦Such  as  Melbourne  University  groups  all  bacteriology — 
medical,  dental,  veterinary,  agricultural  and  other  — under 
one  roof. 

tWestern  Reserve  has  such  laboratories,  each  for  16  fresh- 
men. 
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to  take  a long  look  at  its  cumbersome,  tedi- 
ous, inefficient  educational  system. 

Perhaps  lingering  dissatisfaction  with  un- 
inspired and  unimaginative  medical  school 
days  may  have  led  to  a “start  all  over  again” 
postgraduate  system.  Unfortunately,  teach- 
ers at  this  level  all  too  often  repeat  the  same 
prosaic,  ineffective  methods. 


GRADUATE  EDUCATION 

The  role  of  universities  in  graduate  medi- 
cal education  has  been  minimal,  though  ad- 
vanced education  is  their  function.  Certi- 
fying Boards  and  accredited  hospitals  have 
assumed  direction,  growing  in  power  as 
“Board  Certification”  has  become  a fre- 
quent requirement.  Stronger  university  in- 
fluence is  needed  to  protect  freedom  of 
thought  and  prevent  in-breeding  — risks  ac- 
centuated when  a Board  no  longer  recognizes 
any  overseas  experience. 

The  first  step  is  to  make  sure  medical 
colleges  are  a part  of  rather  than  apart  from 
their  universities.  Next,  universities  should 
plan  and  direct  graduate  progi-ams,  through 
their  medical  colleges,  for  degrees  such  as 
Master  or  Doctor  of  Science  in  Medicine. 
Accredited  hospitals  would  be  field  place- 
ments in  educational  sequences,  protecting 
students  from  exploitation  of  their  useful- 
ness under  the  guise  of  education.  Univer- 
sity course  requirements  would  be  related 
to  needs  for  certification,  just  as  MD-cur- 
ricula  are  attuned  to  licensing.  Boards  then 
would  revert  to  their  original  purpose  — 
certifying  to  adequacy  of  preparation  of 
candidates. 

University  resources,  departments,  and 
experience  in  graduate  education  would  en- 
rich a strong  medical  graduate  school.  This 
would  become  a continuation  center  for  life- 
time learning  for  physicians. 

Appraisal  of  present  post-MD  require- 
ments is  needed  to  identify  their  essentially 
educational  ingredients.  Exhaustingly  fre- 
quent night  duty  and  heavy  case-loads  of 
interns  are  not  as  conducive  to  learning  as 
would  be  opportunity  to  work  thoroughly 
with  patients,  with  adequate  time  to  learn 
from  staff  and  from  associated  reading. 
Early  clinical  preparation  of  undergraduates 


would  release  the  internship  year  for  con- 
solidation of  individual  skills. 


RESIDENCE  REQUIREMENTS 

Candidates  for  advanced  university  de- 
grees usually  have  a minimum  of  one  year  of 
required  residence.  Further  course  - work 
and  field  experience,  and  thesis,  can  be  com- 
pleted in  shorter  time  with  further  residence. 
Often,  however,  it  is  possible  to  study  and 
complete  requirements  along  with  profes- 
sional practice. 

Residencies  in  medical  specialties  mostly 
require  full  time  residence,  in  its  university 
meaning,  throughout.  This  may  be  used 
for  two,  three  or  even  five  years.  Protrac- 
tion of  training  after  acquiring  the  profes- 
sional degree  by  mid-twenties  at  the  earliest 
is  extremely  serious. 

Hospitals,  meanwhile,  have  the  profession- 
ally qualified-but-learning  doctors  on  assign- 
ment. It  takes  genius  for  euphemism  to  be- 
lieve all  such  assignments  are  educational. 
Hospitals  and  students  alike  would  be  bet- 
ter off  if  basic  work  were  done  in  a re- 
quired year  of  residence;  then,  on  staff  po- 
sition and  paid  as  such,  the  young  doctor 
could  continue  gaining  experience  in  the  hos- 
pital while  advancing  his  university-deter- 
mined studies. 

Such  a rearrangement  of  graduate  educa- 
tion would  require  excellent  organization  and 
full-time  faculty.  Graduate  students  could 
enter  practice  on  a clear  and  remunerated 
basis.  Their  later  studies  would  be  enriched 
by  experience  and  seasoning.  Graduate 
fellowships,  in  university  pattern,  might 
utilize  some  in  junior  teaching  positions. 
Some  of  the  younger  phj^sicians  would  stay 
on  the  hospital  staff.  The  university  affilia- 
tion would  continuously  enrich  all  the  activi- 
ties of  the  hospital. 

Education,  Service  and  Research 

As  hospitals  strengthen  their  programs 
through  university  affiliation,  and  medical 
education  and  research  are  “plants”  needing 
first-class  clinical  “soil”  in  which  to  flour- 
ish, efficiency  and  economy  are  jointly 
served  when  universities  and  hospitals  com- 
bine. Clinical,  educational,  and  research  ob- 
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jectives  can  be  blended  without  any  loss  of 
administrative  autonomy. 

Necessaiy  community  facilities  can  be  de- 
veloped near,  and  affiliated  with,  univer- 
sities.* Full-time  departments  of  ophthal- 
mology, otolaryngology,  orthopedics  and 
geriatrics  could  be  developed  by  combined 
planning  for  the  blind,  deaf  and  hard  of 
hearing,  crippled  and  aging. 

Administration 

As  patient-care,  education,  and  clinical 
research  are  closely  related  and  often  con- 
current, clinical  services  and  universities 
can  affiliate  with  mutual  advantage. 
Through  clear  and  specific  policy  agree- 
ments, they  can  function  inter-dependently 
and  yet  remain  administratively  independ- 
ent. Otherwise,  universities  become  in- 
volved in  costly  patient  care  and  hospitals 
develop  their  own  educational  programs. 
Existing  community  facilities  need  not  be 
duplicated,  nor  need  they  go  without  the 
educational  and  research  contributions  of 
universities. 

Need  for  medical  autonomy  need  not  lead 
to  functional  or  even  geographic  detachment 
of  medical  colleges  from  their  universities. 
This  unfortunate  trend  is  reversing  because 
of  the  protean  needs  of  scientific  medicine. 
Stanford  vdsely  moved  its  medical  school  to 
its  campus,  and  new  medical  colleges  are 
seeking  locations  within  their  universities. 

University  presidents  and  regents  are 
loath  to  enter  into  medical  aspects  of  poli- 
cies they  must  set.  Some  have  appointed 
medical  vice  presidents.  The  university, 
dean  and  faculty  and  the  medical  profes- 
sion can  be  served  by  appointment  of  an  ad- 
visory board  without  administrative  or 
policy-making  powers.  On  it  might  be  rep- 
resented: the  state  medical  society,  the  state 
board  of  examiners,  each  main  affiliated 
hospital,  the  state  health  officer,  dentistry 
and  nursing. 

Such  an  advisory  board  to  the  university 
could  give  an  independent  evaluation  of  rec- 
ommendations from  dean  and  faculty  or  of 
university  proposals.  President  and  regents 

♦Practical  application  can  be  seen  in  the  Wisconsin  Diag- 
nostic Center,  Central  Colony  and  Training  School  for  the 
Retarded.  Mendota  State  Hospital  and  Treatment  Center  for 
Emotionally  Disturbed  Children  developed  near  the  Univer- 
sity of  Wisconsin. 5 


would  be  on  surer  ground  in  making  deci- 
sions; deans  would  know  general  medical 
opinion  about  activities  and  developments. 
The  medical  profession  would  be  kept  in- 
formed. Potential  divergences  of  opinion 
would  be  aired  so  that  final  university  ac- 
tion would  be  representative. 

SUMMARY 

Cheaper  medical  education  will  come  if 
costs  are  isolated  to  teaching  essentials,  and 
independence  of  graduates  is  expedited. 
University  involvement  in  hospital  construc- 
tion and  operation  can  be  limited  to  a small 
educational  unit,  augmented  by  necessary 
new  type  services  not  available  in  the  com- 
munity. Use  of  laboratories  in  science  de- 
partments can  limit  construction  in  medical 
schools  to  those  used  by  students.  Unlimited 
clinical  resources  can  be  utilized  by  affilia- 
tion. The  major  cost  of  medical  education 
should  be  for  facult}^  willing  and  able  to  de- 
vote their  full  energies  to  university  inter- 
ests. Under  their  leadership,  a wider  use  of 
volunteer-faculty  is  possible. 

Economy  for  students  will  best  be  served 
by  redefining  graduate  education  under 
university  leadership.  The  period  of  re- 
quired residence  could  be  reduced  to  that 
essential  for  mastery  of  fundamentals,  abil- 
ity to  work  safely  with  patients,  and  ca- 
pacity with  desire  for  continuing  education, 
made  possible  concurrently  with  inde- 
pendence and  practical  experience. 

Quicker  education  is  based  on  rapid  ab- 
stract learning  made  possible  by  mastery  at 
fundamental  levels  of  concrete  experience. 
A proposal  is  offered  which  would  present 
these  fundamentals  in  natural  learning  se- 
quence. Assimilation  of  these  at  the  under- 
graduate level  would  reduce  need  for  pro- 
longed “supervision”  after  graduation. 
Able  to  learn  at  the  much  quicker  abstract 
level,  the  graduate  would  be  able  to  enter  in- 
dependent practice  sooner,  concurrently  con- 
tinuing his  education.  This  would  shorten 
“training”  requirements  and  would  lead  to 
indefinite  “contemporizing.” 

Better  medical  education  would  be  pro- 
moted by  orienting  its  processes  to  how  stu- 
dents leaim  and  the  practical  responsibilities 
they  will  assume  later.  A proposed  intro- 
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duction  to  clinical  Medicine  would  stimulate 
individual  learning  and  provide  a natural  se- 
quence for  sciences  and  clinical  work  to  fol- 
low. 

Time-and-motion  studies  evaluating  post- 
graduate internships  and  residencies  would 
show  how  much  that  is  noneducational  could 
be  omitted.  Better  education  requires  great- 
er university  participation  and  resources. 
Improvement  in  the  medical  phase  of  educa- 
tion needs  to  be  linked  with  expediting 
readiness  to  enter  m^edical  school  through 
better  early  education. 

Provision  of  opportunity  for  lifetime 
learning  by  physicians  is  needed.  Immedi- 
ate postgraduate  residence  requirements 
could  be  shortened.  Evolution  of  a univer- 


sity-directed continuing  education  system 
will  enable  all  physicians  to  keep  abreast 
of  Medicine  in  its  ceaseless  change  and 
advance. 
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ORGANIZATION  SECTION 


Coming  Meetings 

I CRIPPLED  CHILDREN’S  CLINICS— 

November  2 — McCook,  St.  Catherine’s 
Hospital 

November  16  — Alliance,  Central  School 
Building 

December  7 — Ealls  City,  Elks  Lodge 

INTERNATIONAL  SYMPOSIUM  ON  THE 
BABOON  AND  ITS  USE  AS  AN  EX- 
PERIMENTAL ANIMAL  — El  Tropi- 
cana  Hotel,  San  Antonio,  Texas;  Novem- 
ber 5-8,  1963.  Sponsored  by  Southwest 
Foundation  for  Research  and  Education. 
Write  Richard  Smith,  Southwest  Research 
Center,  San  Antonio  6. 

THE  16TH  ANNUAL  CONFERENCE 
AND  EXHIBIT  OF  ENGINEERING  IN 
MEDICINE  AND  BIOLOGY  — Balti- 
more, Maryland,  November  18-20,  1963. 
Lord  Baltimore  Hotel. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — Annual 
convention,  November  22-25,  1963;  Pal- 
mer House,  Chicago. 

AMERICAN  MEDICAL  ASSOCIATION 
(Clinical  Meeting)  — Portland  Hilton  Ho- 
tel and  Memorial  Coliseum,  Portland,  Ore- 
gon, December  1-4,  1963. 

FIRST  ANNUAL  POSTGRADUATE  SEM- 
INAR IN  ANESTHESIOLOGY  — By 
University  of  Miami  and  University  of 
Florida;  at  Miami  Beach,  January  5-8, 
1964;  theme:  “The  Cardiovascular  Sys- 
tem.” For  additional  information  write 
Frank  Moya,  MD,  Professor  and  Chair- 
man of  Department  of  Anesthesiology, 
University  of  Miami  School  of  Medicine, 
Jackson  Memorial  Hospital,  Miami  36. 

SYMPOSIUM  ON  EVALUATION  OF 
CARDIOVASCULAR  DRUG  THERAPY 
— By  Hahnemann  Medical  College  and 
Hospital ; Marriott  Motor  Hotel,  Phila- 
delphia, January  20-23,  1964. 

BOARD  OF  COUNCILORS  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Sunday,  February  9,  1964,  Fort 
Kearney  Hotel,  Kearney. 


AMERICAN  COLLEGE  OF  SURGEONS— 
Three-day  scientific  meeting;  February 
17-19,  1964,  Denver  Hilton  Hotel,  Denver. 

HOUSE  OF  DELEGATES  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Saturday  and  Sunday,  February 
22  and  23,  1964,  Fort  Kearney  Hotel, 
Kearney. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and 
Twentieth  Annual  Congress;  March  1-6, 
1964;  The  Americana  Hotel,  Bal  Harbour, 
Miami  Beach,  Florida.  For  further  infor- 
mation write : John  D.  Gillaspie,  MD,  2141 
14th  Street,  Boulder,  Colorado. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

POSTGRADUATE  STUDY,  AGP  — A 
graduate  study  of  Diseases  of  the  Blood 
Vessels  and  Problems  of  Thromboembol- 
ism, American  College  of  Physicians ; 
Cornell  University  and  The  New  York 
Hospital,  New  York,  N.  Y. ; Irving  S. 
Wright,  Director.  Members,  $60,  and  Non- 
members, $80.  Write  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa. 


Medicare  in  Operation 

Medicare  Compensation  for  Surgery — 

Compensation  for  surgical  procedures  are 
as  follows:  (1)  payment  is  limited  to  only 
the  major  procedure  when  multiple  surgical 
procedures  are  performed  through  the  same 
incision;  (2)  When  multiple  surgical  pro- 
cedures are  performed  in  separate  operative 
fields  by  separate  incisions,  compensation 
will  be  based  on  100%  of  the  amount  au- 
thorized for  the  greater  surgical  procedure 
plus  50%  of  the  amount  authorized  for 
each  of  the  lesser  surgical  procedures.  This 
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applies  irrespective  of  whether  one  or  more 
physicians  perform  the  operation (s) ; (3) 

Payment  for  bilateral  procedures  which  are 
performed  on  the  same  day  or  on  different 
days  during  the  same  period  of  hospitaliza- 
tion will  be  based  on  100%  of  the  authorized 
amount  for  the  initial  surgical  procedure, 
plus  50%  of  the  authorized  amount  for  the 
second  surgical  procedure. 

When  a physician  receives  payment  for  a 
surgical  procedure,  he  is  not  entitled  to  ad- 
ditional payments  for  lesser  included  pro- 
cedures. All  surgical  procedures  that  are 
payable  under  the  INIedicare  Program  must 
be  performed  on  a patient  who  has  been  hos- 
pitalized as  an  in-patient.  The  only  excep- 
tions to  this  regulation  being  when  the  pa- 
tient is  treated  for  a fracture,  laceration,  dis- 
location or  bodily  injury,  or  other  wound;  or 
when  the  surgical  procedure  is  done  on  an 
out-patient  basis  and  is  in  connection  with 
the  direct  management  of  a pregnancy. 
This  is  considered  to  be  part  of  complete 
obstetrical  and  maternity  care. 

Operating  surgeons  are  expected  to  utilize 
residents  and  interns  when  adequate  and 
obtainable.  However,  if  an  “assistant  sur- 
geon” is  needed,  the  maximum  allowed  him 
is  15%  of  the  surgical  fee.  This  allowance 
can  not  be  less  than  $25,  but  never  more  than 
50%  of  the  Surgical  Procedure. 


THE  MONTH  IN  WASHINGTON 

The  federal  government  has,  in  effect, 
branded  the  so-called  cancer  drug  krebiozen 
as  worthless. 

Boisfeuillet  Jones,  special  assistant  to  the 
secretary  of  Health,  Education  and  Wel- 
fare, said  in  a letter  to  Dr.  Stevan  Durovic, 
sponsor  of  the  controversial  substance,  that 
a “scientifically  unimpeachable”  Food  and 
Drug  Administration  analysis  of  krebiozen 
“casts  strong  suspicion”  on  claims  for  it  as 
a cancer  treatment. 

The  FDA  announced  September  7 that  it 
had  analyzed  a sample  of  krebiozen  powder 
furnished  by  Durovic  and  found  it  to  be 
creatine,  a substance  naturally  present  in 


the  human  body  and  considered  worthless  in 
treatment  of  cancer. 

In  a September  11  letter  to  the  FDA, 
Durovic  challenged  the  analysis.  He  said 
studies  made  for  him  by  “two  reputable  in- 
dependent laboratories”  disagi'eed  with  five 
of  the  FDA  findings. 

Replying  to  the  Durovic  letter,  Jones  said 
the  FDA  analysis  was  “scientifically  unim- 
peachable.” He  also  placed  full  responsibil- 
ity on  Durovic  and  Dr.  Andrew  C.  Ivy,  his 
chief  backer,  for  any  consequences  of  with- 
drawing the  drug  from  patients  who  have 
taken  it. 

“’We  are  fully  sympathetic  with  those  pa- 
tients who  believe  that  krebiozen  is  neces- 
sary for  the  maintenance  of  health  and  life,” 
Jones  wrote.  “You  and  Dr.  Ivy  have  en- 
couraged their  belief;  you  made  krebiozen 
available  to  them  with  claims  of  benefit  . . . 
The  full  moral  responsibility  for  the  conse- 
quence is  yours  . . . 

“Tests  made  by  the  FDA  demonstrate  that 
creatine  is  only  slightly  soluble  in  mineral 
oil  and  that  the  creatine  which  you  pro- 
vided and  called  krebiozen  is  soluble  to  ex- 
actly the  same  extent.” 

The  federal  government  has  a new  $235 
million  program  that  will  provide  financial 
aid  for  construction  of  medical  schools  and 
loans  to  medical  students. 

The  Senate  in  mid-September  passed  by  a 
vote  of  71  to  9 the  Administration’s  medical 
education  bill  in  the  identical  form  that  the 
House  had  approved  it  earlier.  President 
Kennedy  promptly  signed  it  into  law. 

Before  approving  the  bill,  the  Senate  re- 
jected by  a 43-to-39  vote  an  amendment  that 
would  have  forgiven  part  of  the  loan  to  a 
student  if,  after  graduation,  he  practiced  in 
an  area  where  there  was  a shortage  of  doc- 
tors. The  Senate  also  voted  down,  63  to 
18,  a proposal  that  would  have  knocked  out 
loans  to  students. 

The  bill  authorizes  a three-year,  $175  mil- 
lion matching  grant  program  for  the  con- 
struction, replacement,  or  rehabilitation  of 
accredited  public  or  nonprofit  teaching  fa- 
cilities for  the  training  of  physicians,  den- 
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tists,  pharmacists,  optometrists,  podiatrists, 
nurses,  or  profession  public  health  person- 
nel. A grant  can  not  exceed  66  2/3  per  cent 
of  the  cost  of  construction  for  new  schools 
or  new  facilities  at  existing  schools. 

The  new  law  authorizes  a loan  program, 
patterned  after  the  National  Defense  Educa- 
tion Act,  for  full-time  students  in  schools  of 
medicine,  dentistry  or  osteopathy. 

Loans  can  not  exceed  $2,000  for  a student 
in  any  academic  year.  Schools  will  be  re- 
quired to  give  preference  to  first-year  stu- 
dents in  the  school  year  1963-64.  Loans  will 
be  repayable  over  a ten-year  period  which 
would  begin  three  years  after  the  student 
ceases  to  pursue  a fulltime  course  of  study. 

The  unpaid  balance  of  a loan  will  bear 
3%  interest  per  annum  or  the  going  Fed- 
eral rate  for  obligations  having  a 15  year  or 
more  maturity,  whichever  is  higher.  Loans 
will  be  made  without  security  or  endorse- 
ment, except  in  the  case  of  a minor  where 
the  note  would  not  create  a binding  obliga- 
tion. 

A $175  billion  nuclear  fallout  shelter  pro- 
gram has  been  dealt  a stunning  blow  by  the 
House  Appropriations  Committee. 

The  committee  denied  most  of  the  funds 
sought  by  the  Defense  Department  for  the 
shelters  and  brought  an  expression  of  con- 
cern from  Speaker  McCormack,  who  called 
the  program  a “Fourth  arm  of  our  national 
defense.” 

The  House  had  approved  a bill  authorizing 
the  money  for  a one  year  program  of  federal 
aid  for  construction  of  new  shelter  spaces 
in  non-profit  private  and  public  institutions 
such  as  schools  and  hospitals. 

The  committee’s  action  denied  all  of  the 
$175  million  sought  for  new  shelter  con- 
struction, including  additional  funds  for 
building  shelter  spaces  in  federal  buildings. 
It  allowed  only  $7.8  million  to  continue 
locating  and  marking  shelter  spaces  in  ex- 
isting private  and  public  buildings. 

The  Food  and  Drug  Administration  has 
discovered  that  its  August  warning  against 
the  use  of  the  birth-control  pill  Enovid  by 
women  over  35  was  a mistake. 


In  releasing  the  final  report  on  the  oral 
contraceptive  by  an  advisory  committee  of 
medical  experts  appointed  to  study  the  rela- 
tionship between  consumption  of  the  drug 
and  the  occurrence  of  certain  circulatory 
disorders,  principally  thrombophlebitis  and 
pulmonary  embolism,  the  FDA  said ; 

“The  preliminary  report  of  the  commit- 
tee released  on  August  4 suggested  that  there 
was  a statistically  significant  increase  in  risk 
in  women  35  years  of  age  or  over  who  were 
taking  Enovid.  Further  statistical  evalua- 
tion by  the  committee  has  indicated  that  a 
higher  rate  of  fatalities  due  to  thrombo- 
embolism observed  in  Enovid  users  35  years 
of  age  or  over  is  not  statistically  significant. 

“The  manufacturer  of  the  drug  (G.  D. 
Searle  & Co.)  is  being  advised  that  refer- 
ences in  labeling,  which  FDA  requested  last 
month,  may  be  modified  to  state  that  the 
higher  rate  of  fatalities  is  not  statistically 
significant.  The  labeling  will  continue  to 
advise  physicians  of  the  principal  contra- 
indications for  use  of  Enovid  as  a contra- 
ceptive, namely : certain  cancers,  pre-exist- 
ing liver  dysfunction  or  disease,  and  a his- 
toiy  of  thrombophlebitis  or  pulmonary  em- 
bolism. 


AT  THE  17TH  CLINICAL  MEETING, 
AMA 

Medical  Panel  to  Evaluate  Adolescent  Patients’ 
Problems  at  AMA  Clinical  Meeting — 

Practical  approaches  to  everyday  prob- 
lems in  adolescent  patients  will  be  the  fea- 
ture of  a symposium  on  the  program  of  the 
17th  Clinical  Meeting  of  the  American  Med- 
ical Association  December  1-4  at  Portland, 
Ore. 

Evaluation  of  the  adolescent  patient  will 
be  discussed  by  Dr.  Frank  H.  Douglass  of 
Seattle.  Other  subjects  and  the  speakers 
include:  dermatology.  Dr.  J.  L.  Fromer,  Bos- 
ton; nutrition.  Dr.  Felix  P.  Heald,  Wash- 
ington, D.C.;  growth.  Dr.  Solomon  Kaplan, 
Los  Angeles ; gynecologic  disorders.  Dr. 
Janet  McArthur,  Boston;  social  habits  and 
delinquency.  Dr.  Adolph  Christ,  Seattle  and 
the  adolescent  athlete.  Dr.  Donald  B.  Sloxum, 
Eugene,  Oregon. 
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other  scientific  subjects  to  be  covered  by 
speakers  during  the  four-day  meeting  in- 
clude : 

Heart  and  blood  vessel  surgery ; peptic  ul- 
cer; the  practical  clinical  approach  to  anti- 
coagulants, metabolic  obesity,  anemia, 
edema  and  undiagnosed  fever;  urology;  ob- 
stetrics and  gynecologj’,  and  trauma  as  it 
relates  to  everyday  noises,  smoking  in  rela- 
tion to  mortality  and  morbidity,  and  causes 
of  death  in  automobile  accidents. 

Prof.  C.  H.  Stuart-Harris,  director  of  the 
Department  of  Medicine  of  the  University 
of  Sheffield,  Sheffield,  England,  will  ap- 
pear as  a guest  lecturer  on  the  scientific 
program  Wednesday  morning.  He  will  de- 
liver an  hour-long  paper  on  “Shortness  of 
Breath.” 

Prof.  Stuart-Harris,  who  has  written  nu- 
merous books  and  papers  on  pulmonary  dis- 
ease, is  particularly  interested  in  the  infec- 
tious and  viral  diseases  and  chronic  and  non- 
specific pulmonary  disease. 

Dr.  Joseph  B.  Trainer,  of  the  University 
of  Oregon  Medical  School,  working  closely 
with  the  AMA  Committee  on  Medical  Motion 
Pictures  and  Television,  announced  a va- 
ried and  extensive  live,  closed  circuit  tele- 
vision program  which  will  be  shown  to  physi- 
cians during  the  clinical  meeting.  Thirty 
physicians,  most  of  them  from  Portland  will 
take  part  in  this  program  which  will  cover; 

Eye  examinations ; resuscitation  tech- 
niques and  their  utilization  in  surgery,  ob- 
stetrics, and  in  coronary  disease ; psychiatric 
evaluation  of  the  alcoholic;  a tumor  clinic 
session ; the  crippled  child ; and  the  diagnosis 
and  surgical  approaches  to  the  relief  of 
deafness. 

The  tumor  clinic  program  will  be  handled 
exclusively  by  staff  members  of  the  Univer- 
sity of  Oregon  Medical  School  with  Dr.  Wil- 
liam W.  Krippaehne  serving  as  chairman. 

The  television  program  will  be  presented 
in  cooperation  with  Smith,  Kline  & French 
Laboratories,  Philadelphia. 

Another  outstanding  feature  of  the  17th 
Clinical  Meeting  will  be  a s>unposium  on 
“Genes,  Chromosomes  and  Immune  Mecha- 


nisms,” Dr.  Huldrick  Kammer,  chairman  of 
the  Scientific  Program  committee,  an- 
nounced. 

The  symposium  will  be  held  on  Monday, 
Dec.  2,  the  second  day  of  the  meeting.  The 
same  subject  will  be  covered  in  a guest  lec- 
ture on  Tuesday  morning  by  Rupert  E.  Bil- 
lingham,  PhD,  of  the  W i s t a r Institute, 
Philadelphia,  a world  authority  on  tissue 
immunity.  He  collaborated  with  Peter  Bri- 
an Medawar,  of  London,  who  won  the  Nobel 
Prize  in  Medicine  in  1960. 

Dr.  Medawar,  received  the  Nobel  Prize 
for  his  distinguished  contributions  to  the 
baffling  but  highly  promising  field  of  tissue 
transplantation  and  acquired  immunologic 
tolerance.  His  main  work  was  concerned 
with  problems  of  tissue  grafting  and  with 
tissue  inheritance  and  differentiation.  In 
1948,  at  the  request  of  the  Medical  Research 
Council,  he  undertook,  with  Dr.  Billingham 
and  other  associates,  tissue  grafting  in  cattle 
to  determine  the  distinction  between  iden- 
tical and  non-identical  twins. 

In  the  course  of  these  and  other  investi- 
gations, he  confirmed  the  theories  of  the  not- 
ed Australian  scientist.  Sir  Macfarlane  Bur- 
net, with  whom  he  shared  the  Nobel  Prize. 

Joining  in  a panel  discussion  on  genes, 
chromosomes  and  immune  diseases  late  Mon- 
day afternoon  will  be  Drs.  Robert  Koler, 
moderator  of  Portland ; Levin  Grumbach, 
New  York;  Arno  Motulsky,  Seattle;  Carl 
Pearson,  Los  Angeles,  and  Robert  Blizzard, 
Baltimore. 

Immunization,  with  special  emphasis  on 
the  viruses,  will  be  covered  on  Tuesday’s 
program,  along  with  cancer  of  the  breast. 

Outstanding  authorities  in  the  diagnosis 
and  treatment  of  breast  cancer  will  exchange 
ideas  and  discuss  the  newest  forms  of  treat- 
ment. The  physicians  are  Ian  Macdonald 
and  Richard  Martin  of  the  M.  D.  Anderson 
Hospital  in  Houston,  and  Dr.  Maurice  Lenz, 
emeritus  professor  of  radiology  at  Columbia 
Presbyterian  Hospital,  New  York. 

Also  on  Tuesday  a number  of  outstanding 
specialists  will  discuss  the  sui-gical  aspects 
of  infection.  The  doctors  include  William 
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Kirby  of  Seattle;  Jacob  Fine  of  Boston;  and 
Edwin  J.  Pulaski  of  Washington,  D.C.  They 
along  with  Dr.  J.  E.  Dunphy,  of  Portland, 
president-elect  of  the  American  College  of 
Surgeons,  will  close  this  portion  of  a pro- 
gram with  a panel  discussion. 

Another  highlight  of  the  scientific  pro- 
gram will  be  a day-long  Tuesday  program 
on  kidney  problems,  including  the  newest 
thoughts  on  kidney  acid-base  control.  A 
renal  symposium  will  include  an  airing  of 
the  principles  of  intermittent  dialysis  as  well 
as  the  socio-economic  problems  associated 
with  keeping  such  chronic  uremic  patients 
alive.  Speakers  and  panel  discussants  in- 
clude Drs.  William  B.  Schwartz,  Jr.,  Bos- 
ton; Belding  Scribner,  S.  T.  Boen,  and  John 
E.  Murray,  all  of  Seattle. 


AMA  USES  KEOGH  BILL  IN 
RETIREMENT  PLAN 

The  American  Medical  Association,  tak- 
ing advantage  of  a new  federal  law,  has 
created  a retirement  program  for  qualified 
physician  members  of  the  AMA  and  their 
full-time  employees. 

The  program  was  made  possible  under 
provisions  of  Public  Law  87-792,  which 
passed  Congress  as  the  Keogh  Bill  and  was 
signed  into  law  October  10,  1962. 

This  law  permits  everyone  who  is  self- 
employed  to  use  a portion  of  his  earned  in- 
come to  participate  in  a tax-deferred  pen- 
sion program.  The  tax-deferment  privilege 
had  previously  been  extended  to  employees 
of  corporations,  associations  and  other  or- 
ganizations but  had  been  denied  to  the  self- 
employed  prior  to  enactment  of  the  new 
law. 

The  physician,  or  other  self-employed  in- 
dividuals, now  may  set  aside  in  a qualified 
retirement  program  up  to  $2,500  or  10  per 
cent  of  his  annual  earned  income,  which- 
ever is  smaller,  and  defer  payment  of  federal 
income  taxes  on  half  of  this  pension-program 
contribution  until  he  receives  the  benefits. 

The  individual,  however,  must  provide 
proportionate  benefits  to  all  of  his  full-time 
employees  who  have  worked  for  him  for  at 


least  three  years.  He  may  include  all  his 
full-time  employees  regardless  of  length 
of  service.  His  contributions  for  the  bene- 
fit of  his  employees  are  fully  deductible.  A 
full-time  employee  is  one  who  works  at  least 
20  hours  a week  and  at  least  5 months  of 
the  year. 

If  the  self-employed  individual,  for  exam- 
ple, sets  aside  5 per  cent  of  his  own  net 
earnings,  he  is  required  to  contribute  on 
behalf  of  his  employees  an  amount  equal  to 
5 per  cent  of  their  salaries.  If  his  own  con- 
tribution is  10  per  cent,  he  must  contribute 
the  equivalent  of  10  per  cent  of  his  em- 
ployees’ salaries. 

If  a plan  provides  for  voluntary  contri- 
butions for  all  participants,  the  employer 
also  may  then  enlarge  his  program  with  an 
additional  contribution  up  to  10  per  cent 
of  his  earnings  to  a maximum  of  $2,500. 
This  additional  money  is  non-deductible. 
The  employee  is  also  privileged  to  contribute 
additional  funds  to  the  program  for  himself 
at  the  same  rate  used  by  his  employer.  How- 
ever, the  employee  is  not  subject  to  the 
dollar  limitations. 

Under  the  AMA  program,  the  physician 
and  his  employees  will  have  the  choice  of 
investing  their  contributions  in  an  equity 
investment  fund  or  in  insurance  annuities 
or  in  both.  If  both  are  chosen,  the  partici- 
pant will  designate  the  amount  of  his  con- 
tribution to  be  invested  in  each. 

The  equity  fund  will  be  used  to  purchase 
stocks,  real  estate,  mortgages  and  similar 
securities  through  a national  bank  serving 
as  trustee  for  the  fund.  Contributions  for 
insurance  annuities  will  be  placed  with  ma- 
jor insurance  companies  at  a guaranteed 
interest  rate.  Participants  in  the  AMA  pro- 
gram investing  in  annuities  will  also  share 
in  excess  profits  earned  by  the  insurance 
companies. 

The  program  will  be  managed  by  an  ad- 
ministrative board  composed  of  the  execu- 
tive committee  of  the  AMA  Board  of  Trust- 
ees. 

AMA  officials  said  the  association’s  retire- 
ment plan  will  provide  advantages  of  diver- 
sity of  investment,  with  attendant  factors 
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of  safety  and  the  possibility  of  long-tenn 
growth,  coupled  with  annuity  insurance.  A 
variety  of  investments  will  be  open  to  the 
plan  which  are  not  readily  available  to  the 
individual. 

Participants  will  also  benefit  from  low 
cost  resulting  from  mass  buying  and  the 
availability  of  basic  records  at  the  AMA. 
In  addition,  officials  said,  the  AMA  plan 
offers  mobility,  which  may  not  be  available 
in  other  retirement  plans.  Many  plans  are 
restricted  to  the  participants  locality  and 
when  he  moves  from  the  area,  he  is  dropped 
from  the  plan.  Under  the  AMA  plan,  how- 
ever, a member  can  relocate  anywhere  in 
the  world  and  retain  his  membership  in  the 
plan  so  long  as  he  remains  self-employed 
and  a member  of  the  AMA  and  keeps  his 
United  States  citizenship. 


A RUNDOWN  ON  PROJECT  HOPE 

The  white  hospital  ship  S.  S.  HOPE  will 
begin  its  third  voyage  on  or  about  November 
20  when  the  vessel  leaves  New  York  City 
to  begin  a medical  mission  to  Guayaquil, 
Ecuador,  Dr.  William  B.  Walsh,  president  of 
Project  HOPE,  announced  recently  at  the 
Project’s  W’ashington  (D.C.)  headquarters. 

The  announcement  followed  an  intensive 
survey  made  by  this  non-profit  organization 
formed  in  1958  by  the  American  people  to 
bring  better  health  knowledge  to  the  people 
of  newly  emerging  nations. 

Previously,  the  former  United  States  Navy 
hospital  ship  has  visited  Indonesia  and  South 
Viet  Nam,  and  Peru. 

Invitations  to  Project  HOPE  were  extend- 
ed from  three  continents  but  Ecuador  was 
chosen  because,  said  Dr.  Walsh,  “there  was 
an  intense  desire  on  the  part  of  their  physi- 
cians for  a HOPE  visitation.” 

This  was  expressed  primarily  through  the 
Ecuadorian  HOPE  Committee,  which  has  as 
its  chairman  former  Dean  of  the  Medical 
School  at  Guayaquil,  Dr.  Francisco  Rizzo- 
^"elasco.  Dr.  Rizzo  has  expressed  the  need 
for  medical  trainees  in  his  country  to  have 
the  opi)oi’tunity  of  woi’k  in  the  atmosphere 
of  an  American  hospital.  As  on  previous 


missions  American  professionals  will  be 
working  closely  with  their  local  counterparts 
who  will  eventually  be  teaching  others,  re- 
sulting in  a multiplication  of  HOPE’S  serv- 
ices. 

Objectives  of  the  mission  to  Ecuador  as 
set  down  jointly  by  the  local  Committee  and 
Project  leaders  in  the  recent  survey  include: 

1.  An  upgrading  of  medical  education 
in  Ecuador,  concentrating  on  the  three 
medical  centers  of  Guayaquil,  Quito 
and  Cuenca  with  a stress  on  the  train- 
ing of  laboratory  and  X-ray  techni- 
cians, physical  therapists  and  admin- 
istrators. 

2.  A strong  dental  program  involving 
the  areas  of  Oral  Surgery,  Pedodon- 
tics.  Periodontics,  Oral  Pathology  and 
Diagnosis,  Restorative  Dentistry, 
Prosthodontics,  Endodontics,  Ortho- 
dontics and  General  Practice. 

3.  A “rotating”  system  for  local  medical 
students  through  HOPE’S  various 
services,  offering  experience  in  the 
medical  team  concept. 

4.  A program  to  give  further  training  to 
graduate  and  auxiliary  nurses. 

5.  A public  health  program  in  the  su- 
burbios  (underprivileged  areas)  high- 
lighting preventative  medicine,  im- 
munization and  public  health  tech- 
niques. 

6.  A supplementary  program  for  the  al- 
ready successful  Servicio  Cooperative 
Interamericano  de  Salud  Publica  Pro- 
gram. 

7.  An  over-all  demonstration  of  the 
willingness  of  the  people  of  the  Unit- 
ed States  to  teach  “the  self-help  con- 
cept” to  those  who  demonstrate  the 
willingness  to  help  themselves. 

8.  A demonstration  of  the  “multiplier  ef- 
fect” which  should  result  in  changes 
in  hospital  organization,  administra- 
tion and  teaching  techniques,  resulting 
eventually  in  a beter  health  and  econ- 
omy for  Ecuador. 

HOPE’S  medical  staff  of  volunteer  physi- 
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cians,  dentists,  nurses  and  paramedical  per- 
sonnel have  trained  some  1,700  local  doctors 
and  nurses  in  the  three  nations  visited  to 
date,  performed  over  4,000  major  operations 
and  examined  and  immunized  nearly  half  a 
million  people. 

Doctors  and  Medicine  in  the  News 

Merit  Awards  Presented  by  Cancer  Society — 

Dr.  Howard  B.  Hunt,  radiologist  at  the 
University  of  Nebraska  College  of  Medicine, 
was  singled  out  for  “long  and  dedicated  serv- 
ice to  the  American  Cancer  Society,  both  on 
a local  and  national  level,”  to  receive  a merit 
award,  at  the  recent  annual  awards  dinner 
of  the  Nebraska  Division  of  this  society. 
The  award  was  presented  by  Dr.  Harley  E. 
Anderson,  state  president. 

Awards  were  also  given  to  the  volunteer 
workers.  Mrs.  Mary  F.  Baker  of  Harrison 
was  singled  out  of  this  large  group  as  the 
state’s  Volunteer  Worker  of  the  Year. 

There  were,  also,  many  lesser  awards 
both  to  physicians  and  lay  workers  in  this 
important  cause.  (From  Evening  World- 
Herald,  Sept.  14). 

Often  Publicized  “Medipair”  to  Get 
Into  Limelight  Again — 

Dr.  and  Mrs.  Kamprath  of  Utica  have 
often  appeared  in  the  news  and  well  known 
magazines  such  as  Redbook.  Attention  of 
the  U.S.  Information  Agency  led  to  presen- 
tation of  their  “case”  to  help  combat  Com- 
munism. An  anniversary  sequel  is  to  be 
beamed  especially  at  the  Poles  and  Russians. 
(From  Lincoln  Sunday  Journal  and  Star, 
Sept.  8). 

Bone-Laboratory  at  Creighton — 

Dr.  Robert  Heaney,  Chairman  of  the  De- 
partment of  Medicine  at  Creighton  Univer- 
sity School  of  Medicine,  recently  received 
the  largest  grant  in  the  school’s  history  — 
$534,000  — from  National  Institutes  of 
Health. 

The  money  is  to  finance  the  study  of  dis- 
eases of  bone  and  will  be  used  to  build,  equip, 
and  staff  laboratories  and  a patients’  ward 


on  one  floor  of  the  old  building  formerly 
used  by  St.  Joseph’s  Hospital  School  of  Nurs- 
ing, Omaha.  (From  Lincoln  Star,  September 
23,  1963). 

A Curbside  Shingle — 

Dr.  J.  T.  Waggener  of  Adams  uses  a Model 
A Ford  of  1929  vintage  as  a means  of  trans- 
portation, then  as  a curbside  shingle.  Dr. 
Waggener  is  one  of  three  brothers  who  fol- 
lowed their  father’s  example  and  became  doc- 
tors of  medicine.  After  graduation  from 
Creighton  University  School  of  Medicine,  in 
1914,  he  became  the  home  town  doctor  at 
Adams  where  he  has  attained  the  wisdom 
and  age  of  80  years.  He  is  said  to  admit 
that  a Cadillac  has  largely  replaced  the 
Model  A,  but  thinks  the  Ford  makes  a good 
“shingle.” 

Dr.  Waggener’s  only  son,  Donald  T.,  is  an 
oral  surgeon  at  the  University  of  Nebraska 
College  of  Dentistry,  and  a grandson  by 
his  daughter  is  just  beginning  the  study  of 
medicine  at  Johns  Hopkins  University. 
(From  Lincoln  Star,  September  23,  1963). 

Doctor  Carl  Potthoff  Honored — 

We  see  by  the  Lincoln  Evening  Journal 
(Sept.  27,  1963)  that  Dr.  Carl  Potthoff, 
Chairman  of  the  Department  of  Preventive 
Medicine  at  the  University  of  Nebraska  Col- 
lege of  Medicine,  received  the  Citizen  Award 
from  the  Nebraska  Public  Health  Association 
at  its  annual  meeting  held  in  Lincoln  Septem- 
ber 27th  and  28th. 

Dr.  Potthoff  was  cited  for  his  work  in  pre- 
ventive medicine  on  national,  state,  and  local 
levels.  He  was  at  the  meeting  to  discuss 
health  education  in  Nebraska’s  teacher- 
training institutions. 

.Scottsbluff  Goes  All  Out  As  Host 
To  Health  Fair — 

We  see  by  the  Star-Herald,  Scottsbluff, 
that  this  city  in  western  Nebraska  went  the 
limit  in  hosting  the  First  Annual  Western 
Nebraska  Health  Fair,  held  October  25-27 
and  centered  in  the  Scottsbluff  Senior  High 
School. 

This  Fair  was  sponsored,  not  only  by  the 
Scotts  Bluff  County  Medical  Society,  but 
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by  all  the  paramedical  groups  in  the  area. 
The  committee  who  planned  and  executed  the 
Fair  was  headed  by  Dr.  W.  0.  Brown  repre- 
senting the  School  of  Medical  Technology. 
Other  members  were:  Dr.  Harold  Gentry, 
the  medical  society;  Dr.  K.  W.  Federle,  Den- 
tal Association;  Mr.  Bob  Muldoon,  Pharma- 
ceutical Association;  Dr.  Francis  Hatch,  St. 
Mary  Hospital,  and  Mr.  Max  Coppom,  West 
Nebraska  General  Hospital. 

The  objectives  of  the  Fair  were  stated  to 
be:  “.  . . to  provide  an  opportunity  for 
people  in  the  area  to  secure  guidance  and 
information  about  possible  careers  in  the 
allied  medical  fields  and  professions ; and  to 
learn  more  about  new  techniques,  equipment, 
and  pharmaceutical  developments.” 


Human  Interest  Tales 

Doctor  Stanley  Serbousek  has  established 
his  medical  practice  in  Chadron. 

Doctor  John  F.  McLeay  has  opened  a prac- 
tice in  surgery  and  surgical  diagnosis  in 
Omaha. 

Doctor  Lawrence  J.  Kelly  has  become  as- 
sociated with  the  Campbell-Landers  Medical 
Clinic  in  Scottsbluff. 

Doctor  Clinton  Millett,  Omaha,  addressed 
the  Georgia  Medical  Association  explaining 
Omaha’s  SOS  program. 

Doctor  William  V.  Glenn,  Falls  City,  is  the 
new  president  of  the  medical  staff  at  Falls 
City’s  Community  Hospital. 

Doctor  Robert  P.  Heaney,  participated  in 
a symposium  on  radio-active  calcium  in  Vi- 
enna, Austria,  in  September. 

Doctor  Warren  Hansen  has  returned  to 
practice  in  Wisner  after  serving  on  the  staff 
of  the  Norfolk  State  Hospital. 

Doctors  R.  F.  Sievers,  C.  D.  Howard  and 
Leslie  Grace,  Blair,  held  open  house  in  the 
new  Blair  Clinic  during  August. 

Doctors  Maurice  D.  Frazer  and  J.  Mar- 


shall Neely  have  announced  their  association 
in  the  practice  of  Radiology  in  Lincoln. 

Doctor  James  Mabie  has  taken  up  the 
practice  of  medicine  in  association  with  Doc- 
tor H.  J.  Panzer  at  the  Bassett  Clinic. 

Doctor  Ralph  E.  Paul,  Sterling,  is  mov- 
ing to  Washington  where  he  plans  to  enter 
Virginia  Mason  Clinic  for  study  in  anes- 
thesia. 

Members  of  the  Omaha-Douglas  County 
Medical  Society  were  guests  of  the  Western 
Electric  Company  for  a dinner  meeting  in 
September. 

Doctor  Fletcher  A.  Miller,  Omaha,  is  the 
new  Chairman  and  Professor  of  the  Surgical 
Department  at  the  Creighton  University 
School  of  Medicine. 

Doctor  Albert  B.  Lorincz,  Omaha,  attend- 
ed the  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists  in  Vir- 
ginia in  September. 

Doctor  James  H.  Dunlap,  Norfolk,  was 
elected  a member  of  the  Board  of  the  Ne- 
braska Chapter,  American  Academy  of  Gen- 
eral Practice,  in  September. 

Doctor  Gordon  D.  Adams  has  joined  the 
Norfolk  Medical  Group  after  completing 
four  years  surgical  residency  at  Wayne 
County  Hospital  in  Michigan. 

Dr.  George  Underwood,  director  of  Lin- 
coln-Lancaster  Health  Department,  took  of- 
fice on  September  27th  as  president  of  the 
Nebraska  Public  Health  Association. 

Doctor  Charles  Bonniwell  of  Omaha  is  the 
new  president  of  the  Nebraska  Chapter, 
American  Academy  of  General  Practice,  and 
Doctor  Charles  T.  Ashby  of  Geneva  is  the 
new  president-elect. 

Nebraska  State  Medical  Association  re- 
ports the  following  new  members:  James  E. 
Bare,  Papillion;  John  L.  Blodig,  Omaha; 
J.  Calvin  Davis,  III,  Omaha;  Dale  E.  Brett, 
Omaha;  C.  M.  Wilhelmj,  Jr.,  Omaha;  How- 
ard D.  Herrick,  Omaha;  Keith  F.  Deubler, 
Lincoln;  Robert  B.  Synhorst,  Lincoln;  and 
Lawrence  J.  Kelley,  Scottsbluff. 
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Announcements 

National  Symposium  on  Cardiac 
Drugs  Scheduled — 

“The  Cellular  Basis  for  the  Action  of 
Cardiac  Drugs”  will  be  the  topic  of  a two 
day  seminar  to  be  sponsored  by  the  Heart 
Association  of  Southeastern  Pennsylvania. 
The  sessions  will  be  held  February  27  and 
28,  1964  at  the  Sheraton  Hotel,  Philadelphia, 
Pennsylvania. 

Additional  information  and  reservations 
may  be  obtained  by  contacting  the  Heart  As- 
sociation of  Southeastern  Pennsylvania,  318 
S.  19th  Street,  Philadelphia  3,  Pennsylvania. 
Registration  fee  is  $10.00. 

To  Present  International  Postgraduate 
Course  in  Nasal  Surgery  at  University 
of  Cincinnati  College  of  Medicine — 

An  international  postgraduate  course  in 
“Introduction  to  Fundamentals  of  Recon- 
structive Surgery  of  the  Nasal  Septum  and 
External  Pyramid”  will  be  presented  at  the 
University  of  Cincinnati  College  of  Medicine 
and  Christ  Hospital,  Cincinnati,  May  5-15, 
1964. 

The  course  co-ordinator  will  be  Dr.  Ray- 
mond L.  Hilsinger,  assistant  professor  of 
otorhinolaryngology.  University  of  Cincin- 
nati. Dr.  Maurice  H.  Cottle,  professor  of 
otorhinolaryngology,  Chicago  Medical 
School,  and  the  American  Rhinologic  Society 
will  cooperate  in  the  presentation. 

Further  information  may  be  obtained 
from  Dr.  Raymond  L.  Hilsinger,  2403  Au- 
burn Avenue,  Cincinnati  19,  or  American 
Rhinologic  Society,  530  Hawthorne  Place, 
Chicago  57. 


News  and  Views 

Heavy,  Heavy  Hangs  Over  Thy  Head — 

A press  release  by  the  American  Hospital 
Association  points  out  that  “Care  for  char- 
ity patients  is  rapidly  becoming  a major 
problem  in  hospitals  without  intern  and  resi- 
dency programs.”  As  an  answer  to  this, 
Robert  E.  Toomey,  director  of  the  Green- 
ville (S.C.)  General  Hospital,  states  that 
“if  doctors  don’t  allocate  a portion  of  their 


time  to  teaching  interns  and  residents  and 
to  caring  for  the  indigent,  hospitals  may 
have  to  employ  full-time  clinicians  for  their 
charity  patients.”  The  release  goes  on  to 
say  that  Willard  Rappelye,  MD,  a former 
dean  of  Columbia  University  School  of 
Physicians  and  Surgeons,  regards  this  pos- 
sibility as  comparable  to  industrial  medicine 
and  speaks  of  it  as  “hospital  medicine.” 

Alternatives  are  offered  in  this  release, 
but  all-in-all  this  sounds  a little  like  a threat 
— you  do  it  or  else. 


Polio  Going,  Going,  Gone(?) — 

A news  release  from  Health  Information 
Foundation  dated  September  23rd,  reminds 
us  that:  in  1952,  the  polio  rate  in  the  U.S. 
was  37.2  cases  per  100,000  population;  in 
1962,  the  rate  had  fallen  to  0.5  per  100,000; 
in  1951,  the  paralytic  case  rate  was  12  per 
100,000,  rising  to  23.2  in  1952,  and  has  now 
dropped  to  0.4;  the  number  of  deaths  from 
the  disease  has  dropped  from  7,000  in  1916, 
over  3000  in  1952,  to  47  in  1962. 

Obviously,  we  have  in  our  hands  the  means 
of  exterminating  polio.  It  is  a good  guess, 
however,  that  this  disease  will  fall  into  the 
same  category  with  a number  of  others 
which  we  should  be  able  to  stamp  out.  It 
will  not  happen.  It  v/ill,  of  course,  be  a 
tremendous  forward  step  if  we  can  hold 
down  the  morbidity  and  mortality  rates  to 
the  present  low. 


Certificates  for  Laboratory  Assistants — 

Laboratory  assistants  for  the  first  time, 
may  secure  standardized  training  and  na- 
tional certification  under  the  auspices  of 
the  medical  profession.  The  program  of 
training  and  certification  is  sponsored  by 
the  American  Society  of  Clinical  Patholo- 
gists and  the  American  Society  of  Medical 
Technologists. 

The  training  program  is  designed  to  pro- 
vide accredited  high  school  graduates  with 
one  year  of  practical  and  technical  training 
in  routine  laboratory  work  at  a level  less 
advanced  than  that  necessary  for  the  pro- 
fessional medical  technologist. 
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News  from  Our  Medical  Schools 

Creighton  Medical  School  Receives 
Another  Grant — 

The  Creighton  University  School  of  Medi- 
cine has  been  awarded  a grant  of  $534,000 
by  the  National  Institutes  of  Health,  for 
study  of  human  metabolic  bone  disease. 

The  research  will  be  conducted  by  Dr. 
Robert  P.  Heaney  and  Dr.  Thomas  G.  Skill- 
man. 

The  award  will  provide  facilities  and  care 
of  patients  in  the  special  metabolic  unit 
which  will  be  a part  of  Creighton  Memorial- 
St.  Joseph’s  Hospital  in  Omaha. 

Osteoporosis  and  changes  of  calcium 
metabolism  in  pregnancy  are  among  the 
problems  to  be  studied  under  the  grant. 

Deaths 

LEVINE  — Victor  E.  Levine,  MD  — A 
professor  emeritus  of  biological  chemistry 
at  Creighton  University,  Dr.  Levine  died 
September  29,  1963.  He  had  been  a teacher 
for  more  than  30  years,  received  his  medical 
degree  from  Creighton,  and  was  an  authority 
on  the  artic.  He  was  71  years  old. 

HARRIS  — T.  Tennyson  Harris,  MD  — A 
1910  medical  graduate  of  Creighton  Univer- 
sity, Dr.  Harris  practiced  radiologj'  in  Oma- 
ha more  than  fifty  years  prior  to  his  re- 
tirement. He  died  August  23,  1963  at  the 
age  of  80  years. 

JARDIEN  — Gustav  A.  Des  Jardien,  MD 
- — A Lincoln  physician  from  1916  until  his 
retirement  in  1945,  Dr.  Des  Jardien  died 
August  26,  1963.  He  had  received  a fifty 
year  pin  from  the  Nebraska  State  Medical 
Association  in  1962,  and  was  a gi’aduate  of 
Hahneman. 


Woman's  Auxiliary 

.\dams  County  Medical  Auxiliary — 

Adams  County  Medical  Auxiliary  held  its 
first  meeting  of  the  year  with  Mrs.  R.  B. 
Rundquist.  State  Auxiliary  president,  as 
guest  speaker.  Her  subject  was  “Operation 


Hometown.”  Mrs.  Loyd  Wagner,  Adams 
County  Auxiliary  president,  presided  at  the 
meeting. 

Lancaster  County  Medical  Auxiliary — 

The  Lancaster  County  Medical  Auxiliary, 
with  Mrs.  Paul  Peterson  as  president,  opened 
its  1963-64  year  with  a Get- Acquainted  Tea 
at  the  home  of  Mrs.  K.  J.  Fijan.  Special 
guests  were  wives  of  Air  Base  physicians, 
wives  of  internes  and  residents  in  the  Lin- 
coln hospitals  and  new  members. 

Otoe  County  Medical  Auxiliary — 

Otoe  County  Medical  Auxiliary  met  on 
Monday  evening,  September  16  and  had 
dinner  with  members  of  the  Otoe  County 
Medical  Society.  The  Auxiliaiy,  with  Mrs. 
R.  C.  Fenstermacher  as  president,  decided 
again  to  sponsor  the  Future  Nurses  Club  at 
Nebraska  City  Senior  High  School. 

Douglas  County  ^Medical  Auxiliary — 

Mrs.  E.  L.  MacQuiddy,  Jr.,  president  of 
Douglas  County  Medical  Auxiliary,  enter- 
tained the  members  of  her  board  at  a lunch- 
eon at  her  home  on  Tuesday,  September  24th. 
This  was  a planning  meeting  for  the  coming 
Auxiliary  year. 

Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Auxiliary 
held  its  September  meeting  at  the  home  of 
Auxiliary  President  Mrs.  D.  A.  McGee,  Lex- 
ington. 

IMrs.  S.  H.  Perry,  state  legislative  chair- 
man, assigned  committees  for  the  alerting 
of  county  auxiliaries  to  federal  health  care 
plans.  Committee  chairmen  are  Mrs.  P.  B. 
Olssen  and  Mrs.  D.  A.  McGee,  Lexington; 
Mrs.  R.  A.  Sitorius,  Cozad;  and  Mrs.  B. 
W.  Pyle,  Gothenburg. 

Mrs.  Periy  also  reviewed  the  reports  and 
plans  made  at  the  previous  meeting  at  the 
Johnson  Lake  cabin  of  Dr.  and  Mrs.  E.  A. 
Watson. 

Present  in  September  were  Mesdames;  B. 
W.  Pyle,  S.  H.  Perry,  Gothenburg;  0.  P. 
Rosenau,  J.  V.  Scholz,  R.  A.  Sitorius,  Cozad; 
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J.  C.  Finegan,  Jerry  Haskin,  W.  B.  Long, 
D.  A.  McGee,  V.  D.  Norall,  P.  B.  Olssen,  R. 
S.  Wycoff,  Lexington ; Richard  Lamphere, 
Bertrand. 


fKnow  Your 

Blue  Shield  Plan 

“Promoting  Blue  Shield  Prosress”  Theme  of 
1963  Annual  Program  Conference — 

The  1963  Blue  Shield  Annual  Program 
Conference  was  held  at  the  Drake  Hotel  in 
Chicago  on  October  14  and  15.  The  theme 
for  this  year’s  conference  was  “Promoting 
Blue  Shield  Progress,”  and  consisted  of  a 
program  of  presentations  and  discussion 
periods  featuring  noted  speakers  from  the 
fields  of  education,  business  and  medical 
care  prepayment. 

Among  the  topics  discussed  was  “Volun- 
tary Prepayment  — Its  Future  and  Its  Re- 
sponsibilities,” “The  Physicians  Role  in 
Promoting  Blue  Shield  Growth  and  Develop- 
ment,” “Management’s  Stake  in  the  Growth 
of  Voluntary  Health  Programs,”  and  a spe- 
cial discussion  period  was  devoted  to  prob- 
lems and  practices  involved  in  conserving 
Plan  resources. 

One  of  the  luncheon  subjects  was  “The 
Medical  Aspects  of  Manned  Space  Flights.” 

An  estimated  400  Plan  directors,  officers, 
trustees  and  medical  society  representatives 
attended  the  two-day  meeting. 

*Dr.  Welch  Urges  Growth  of  Prepayment 
Plans  As  Alternative  to  “Medicare” — 

Dr.  Norman  A.  Welch,  president-elect  of 
the  American  Medical  Association,  and  for- 
mer president  of  Massachusetts  Blue  Shield, 
recently  addressed  the  Louisiana  State  Med- 
ical Society  at  the  society’s  eighty-third  an- 
nual meeting  in  New  Orleans. 

Dr.  Welch  outlined  the  two  opposing  phil- 
osophies regarding  medical  care  that  are  held 
in  the  country  today.  “On  the  one  hand, 
there  are  those  who  believe  in  a fundamental 
private  enterprise  system  with  the  govern- 
ment playing  only  a minor  role.  On  the 


other  end  of  the  tug-of-war  rope  are  those 
who  preach  that  only  government  can  ade- 
quately and  properly  handle  this  function  of 
our  society. 

“I  am  sure  that  government  can  not  pro- 
vide as  good  a program  at  a cost  equal  to 
a good  Blue  Cross-Blue  Shield  program,”  he 
added.  “In  fact,  I can’t  understand  govern- 
ment wanting  to  get  involved  in  such  an 
effort.  Any  of  you  having  experience  with 
prepayment  plans  know  the  headaches  asso- 
ciated with  increased  costs  and  adjustment 
of  premiums.” 

Dr.  Welch  affirmed  his  belief  that  the 
solution  to  the  medical  care  problem  will  be 
reached  by  allowing  the  nation’s  private  in- 
surance plans  to  continue  at  their  present 
growth  rate;  “Left  alone,  this  problem  will 
be  adequately  cared  for  in  time  with  im- 
proved and  extended  prepayment  plans. 
Tampering  with  it  in  the  form  of  permanent, 
continually  increasing  Social  Security  taxes 
will  not  only  increase  the  problem  for  fu- 
ture generations  but  will  spell  the  end  of  our 
voluntary  prepayment  system,  the  freedom 
and  independence  of  our  hospitals  and  of  the 
medical  profession  and  stay  or  regress  the 
progress  which  we  have  made  over  the  past 
twenty-five  years.” 

*Reprinted  from  the  September,  1963  issue  of  the 
National  Association  of  Blue  Shield  Plans  News- 
letter. 

LE'TTERS  TO  THE  EDITOR 

The  following  two  letters  are  published 
for  the  important  infonnation  they  contain 
in  relation  to  anaphylactic  response  to 
drugs.  The  first,  from  Drs.  Dewey  and 
Jaros,  was  presented  to  Dr.  Dunlap  for  his 
comment,  and  the  second  letter  is  Dr.  Dun- 
lap’s reply.  The  letters  are  published  with 
the  consent  of  the  writers.  (Ed.) 

Omaha,  Nebraska 
September  24,  1963 

George  W.  Covey,  M.D. 

2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Doctor  Covey: 

I would  like  to  comment  on  the  article  en- 
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titled  “Anaphylactic  Response  to  Trypsin” 
in  the  September  (1963)  issue  of  the  Jour- 
nal. 

The  author  describes  two  instances  of 
apparent  anaphylactic  shock  which  followed 
the  injection  of  aqueous  Trypsin,  and  the 
assumption  is  made  that  the  reaction  which 
occurred  is  due  to  this  drug.  However,  in 
the  discussion  he  mentions  that  the  patients 
were  also  given  other  medicines  including 
meperidine  h\’drochloride  (Demerol)  and 
Procaine.  It  should  be  pointed  out  that  both 
of  these  latter  drugs  are  much  more  highly 
antigenic  than  Trypsin.  This  is  particular- 
ly true  of  Procaine.  Sensitivities  to  this 
drug  have  frequently  occurred  and  often 
have  been  described  in  the  literature. 

It  would  be  most  important  in  both  of 
these  cases  to  have  skin  tests  done  with  all 
of  the  drugs  used  so  that  the  precise  cause 
of  the  reaction  can  be  determined.  This  is 
important  not  only  from  the  scientific  stand- 
point but  for  the  future  welfare  of  both  of 
these  patients.  I would  also  like  to  point 
out  that  the  treatment  of  choice  for  ana- 
phylactic shock  is  adequate  doses  of  epine- 
phrine by  injection.  Antihistamines  given 
by  injection  may  be  of  some  slight  help  but 
should  only  be  used  to  supplement  epine- 
phrine. Corticosteroids  by  injection  are  of 
no  value  whatsoever  in  controlling  the  im- 
mediate reaction. 

Yours  very  sincerely, 

John  L.  Dewey,  MD 
(Signed) 

S.  H.  Jaros,  MD 


Norfolk,  Nebraska 
10  October,  1963 

George  W.  Covey,  M.D. 

2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Doctor  Covey : 

The  letter  from  Drs.  Dewey  and  Jaros  in  re- 
sponse to  the  Nebraska  State  iMedical  Associa- 
tion Journal  article  “Anaphylactic  Response 
to  Trypsin”  has  been  read  and  its  observa- 
tions and  comments  appreciated.  All  com- 


ments made  in  this  letter  are  certainly  con- 
sidered to  be  appropriate  and  accurate.  i\Iy 
sole  object  in  writing  this  article  was  to  urge 
extreme  caution  in  the  use  of  Trypsin.  It  is 
my  suspicion  that  Trypsin  in  the  final 
analysis  will  prove  to  be  more  antigenic  than 
is  Procaine  which  has  been  so  often  incrim- 
inated but  so  infrequently  truly  verified  as 
an  antigenic  drug. 

Sincerely  yours, 

(Signed) 

J.  H.  Dunlap,  M.D. 

TUBERCULOSIS  ABSTRACTS 

PNEUMONECTOMY  AND  LOBECTOMY  IN 
BRONCHOGENIC  CARCINOMA 

In  a comparative  study  of  5-year  sui'v'ival 
rates  of  patients  treated  for  carcinoma  by  re- 
moval of  the  entire  lung  and  others  by  the  ex- 
cision of  the  affected  lobe  only,  it  was  found 
that  the  more  radical  operation  did  not  increase 
the  chance  of  suiwival. 

Since  a systematic  analytical  comparison  of 
available  data  on  the  treatment  of  bronchogenic 
carcinoma  by  pneumonectomy  and  by  lobectomy 
was  desirable,  Dr.  Alton  Ochsner  of  New  Orleans, 
who  has  consistently  espoused  pneumonectomy  for 
lung  cancer,  and  Dr.  Richard  H.  Overholt  of  Boston, 
who  in  recent  years  has  tended  to  use  lobectomy  as 
the  treatment  of  choice,  agreed  to  permit  the  Bio- 
metry Branch  of  the  National  Cancer  Institute  to 
compare  the  survival  of  their  surgically  treated 
patients. 

The  study  group  from  the  Overholt  Clinic  con- 
sisted of  327  surgically-treated  patients  with  car- 
cinoma of  the  lung  diagnosed  during  1951-1956.  Of 
these,  211  were  pneumonectomies  and  116  were  lobec- 
tomies. X-ray  treatment  was  limited  to  19  per 
cent  of  the  pneumonectomies  and  6 per  cent  of  the 
lobectomies.  Only  two  patients  received  adjuvant 
chemotherapy  (nitrogen  mustard)  following  pneu- 
monectomy as  part  of  the  primary  treatment,  and 
one  patient  received  both  X-ray  and  chemotherapy 
following  lobectomy. 

The  study  group  from  the  Ochsner  Clinic  con- 
sisted of  205  patients  who  were  subjected  to  resec- 
tion during  1948-1956.  All  but  15  had  pneumonec- 
tomies. The  standard  procedure  is  the  removal  of 
the  entire  involved  lung  with  an  en  bloc  excision 
of  the  mediastinal  nodes.  At  this  clinic  65  per  cent 
of  the  patients  who  underwent  a pneumonectomy 
received  no  adjuvant  therapy.  In  35  per  cent,  the 
primary  treatment  included  the  addition  of  X-i‘ay 
therapy  (3  per  cent),  chemotherapy  with  nitrogen 
mustard  (27  per  cent),  or  both  (5  per  cent). 

THREE  GROUPS  OF  PATIENTS 
There  were,  therefore,  three  main  groups  of 
patients  treated  surgically  for  primaiy  lung  cancer: 
(1)  Overholt  pneumonectomies,  211  patients,  of 
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whom  122  (58  per  cent)  had  mediastinal  lymph  node 
dissection;  (2)  Overholt  lobectomies,  116  patients, 
of  whom  41  (35  per  cent)  had  mediastinal  lymph 
node  resection  as  the  exposure  allowed;  and  (3) 
Ochsner  pneumonectomies,  191  patients,  of  whom 
181  (95  per  cent)  had  mediastinal  lymph  node  dis- 
section, usually  en  bloc  with  the  lung. 

The  5-year  sui-vival  rate  was  definitely  higher 
for  patients  treated  by  the  Overholt  lobectomy 
(27  per  cent)  than  for  patients  treated  by  pneu- 
monectomy (19  per  cent  at  the  Overholt  Clinic  and 
15  per  cent  for  the  Ochsner  Clinic). 

The  single  most  important  determinant  of  prog- 
nosis is  probably  the  anatomical  extent  of  involve- 
ment. The  three  groups  of  patients  analyzed  were 
classified  as  “localized”  cases,  i.e.,  those  in  which 
the  tumor  was  confined  to  the  lung  or  bronchus  and 
in  which  no  direct  extension  to  neighboring  tissues 
or  metastasis  was  found,  and  “not  localized,”  i.e., 
those  in  which  there  were  regional  lymph  node  meta- 
stases  or  extension  of  the  tumor  beyond  the  lung. 

The  proportion  of  the  more  favorable,  localized 
cases  is  highest  in  the  Overholt  lobectomy  gi-oup, 
52  per  cent  in  contrast  with  21  and  26  per  cent 
in  the  Overholt  and  Ochsner  pneumonectomy  groups, 
respectively.  Thus,  a major  factor  in  the  better 
survival  following  lobectomy  is  the  gi’eater  propor- 
tion of  patients  with  localized  tumors  selected  for 
lobectomy. 

LOCALIZED  TUMORS 

Among  localized  cases,  the  obseiwed  5-year  sur- 
vival rates  for  the  three  operation  groups  were 
practically  identical.  Among  non-localized  cases, 
the  suiwival  rate  was  significantly  lower  following 
the  Ochsner  pneumonectomy  than  for  Overholt  pa- 
tients treated  by  pneumonectomy;  the  results  fol- 
lowing the  Overholt  lobectomy  were  not  significant- 
ly different  from  either  pneumonectomy  group. 

The  clinical  significance  of  these  observations  is 
difficult  to  evaluate  since  the  considerations  which 
led  to  the  use  of  more  extensive  surgery  in  some 
cases  and  less  in  others  are  not  fully  known.  How- 
ever, the  available  evidence  suggests  that  less  ex- 
tensive surgical  procedures  are  related  to  suiwival 
rates  that  are  at  least  as  good  as,  and  perhaps 
better  than  those  recorded  following  more  exten- 
sive surgery. 

The  data  from  the  Overholt  and  the  Ochsner 
clinics  were  compared  with  similar  data  from  99 
hospitals  in  the  United  States  on  more  than  8,800 
cases,  as  reported  by  the  End  Results  Group  of  the 
National  Cancer  Institute.  The  end  results  are 
similar  and  emphasize  the  universally  grim  prog- 
nosis of  this  neoplastic  disease. 

The  5-year  suiwival  of  approximately  8 per  cent 
among  all  patients  with  bronchogenic  carcinoma 
seen  at  the  two  clinics  compares  with  6 per  cent 
in  the  99  hospitals.  This  small  salvage  is  achieved 
only  by  surgical  resection. 

The  available  data  lead  to  the  following  conclu- 
sions: 

1.  Survival  after  surgical  resection  was  primar- 
ily determined  on  whether  the  tumor  was  localized 
or  had  extended  to  lymph  nodes  or  contiguous  tissues 
beyond  the  lung. 

2.  Survival  in  patients  with  localized  lung  can- 


cer was  similar  whether  lobectomy  or  pneumonec- 
tomy was  performed.  The  available  evidence  does 
not  clearly  delineate  the  efficacy  of  lymph  node 
dissection. 

3.  Survival  of  patients  with  non-localized  car- 
cinomas was  lower  following  pneumonectomy  with 
mediastinal  lymph  node  dissection  than  after  more 
limited  pneumonectomy  or  lobectomy. 

4.  Survival  in  these  series  was  not  demon- 
strably improved  by  the  addition  of  X-ray  therapy 
or  chemotherapy  with  an  alkylating  agent. 

5.  Tumors  classified  as  being  histologically  un- 
differentiated had  a graver  prognosis  than  the  epi- 
dermoid neoplasms  or  the  adenocarcinomas. 

6.  Survival  was  not  demonstrably  related  to  the 
size  of  the  primary  tumor,  the  site  of  the  primary 
tumor  within  the  lung,  or  the  age  and  sex  of  the 
patient. 

In  regard  to  Point  3 it  may  be  said  that  the 
less  extensive  operations  do  not  save  more  pa- 
tients, but  the  more  extensive  operations  increase 
mortality. 

The  tragic  limitations  of  effective  treatment  of 
bronchogenic  carcinoma,  and  the  established  causa- 
tion of  an  important  proportion  of  this  neoplasm 
by  cigarette  smoking,  make  the  disease  a challenge 
to  preventive  medicine  as  well  as  to  cancer  re- 
search. 

— M.  B.  Shimkin,  M.D.  ; R.  R.  Connelly,  B.S.  ; S.  C.  Marcus, 
B.S.  ; and  S.  J.  Cutler,  Sc.D.,  The  Journal  of  Thoracic  and 
Cardiovascular  Surgrei*y»  October,  1962. 


PNEUMONECTOMY  AND  LOBECTOMY  IN 
BRONCHOGENIC  CARCINOMA 

In  a comparative  study  of  5-year  survival 
rates  of  patients  treated  for  carcinoma  by  re- 
moval of  the  entire  lung  and  others  by  the  exci- 
sion of  the  affected  lobe  only,  it  was  found 
that  the  more  radical  operation  did  not  increase 
the  chance  of  suiwival. 

Since  a systematic  analytical  comparison  of  avail- 
able data  on  the  treatment  of  bronchogenic  car- 
cinoma by  pneumonectomy  and  by  lobectomy  was 
desirable.  Dr.  Alton  Ochsner  of  New  Orleans,  who 
has  consistently  espoused  pneumonectomy  for  lung 
cancer,  and  Dr.  Richard  H.  Overholt  of  Boston, 
who  in  recent  years  has  tended  to  use  lobectomy  as 
the  treatment  of  choice,  agreed  to  permit  the  Bio- 
meti-y  Branch  of  the  National  Cancer  Institute  to 
compare  the  suiwival  of  their  surgically  treated 
patients. 

The  study  group  from  the  Overholt  Clinic  con- 
sisted of  327  surgically-treated  patients  with  car- 
cinoma of  the  lung  diagnosed  during  1951-1956.  Of 
these,  211  were  pneumonectomies  and  116  were 
lobectomies.  X-ray  treatment  was  limited  to  19  per 
cent  of  the  pneumonectomies  and  6 per  cent  of  the 
lobectomies.  Only  two  patients  received  adjuvant 
chemotherapy  (nitrogen  mustard)  following  pneu- 
monectomy as  part  of  the  primary  treatment,  and 
one  patient  received  both  X ray  and  chemotherapy 
following  lobectomy. 

The  study  group  from  the  Ochsner  Clinic  con- 
sisted of  205  patients  w'ho  were  subjected  to  resec- 
tion during  1948-1956.  All  but  15  had  pneumonec- 
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tomies.  The  standard  procedure  is  the  removal  of 
the  entire  involved  lung  with  an  en  bloc  excision 
of  the  mediastinal  nodes.  At  this  clinic  65  per 
cent  of  the  patients  who  underwent  a pneumonec- 
tomy received  no  adjuvant  therapy.  In  35  per  cent, 
the  primary  treatment  included  the  addition  of 
X-ray  therapy  (3  per  cent),  chemotherapy  with  ni- 
trogen mustard  (27  per  cent),  or  both  (5  per  cent). 

THREE  GROUPS  OF  PATIENTS 

There  were,  therefore,  three  main  groups  of  pa- 
tients treated  surgically  for  primary  lung  cancer: 
(1)  Overholt  pneumonectomies,  211  patients,  of 
whom  122  (58  per  cent)  had  mediastinal  lymph 
node  dissection;  (2)  Overholt  lobectomies,  116  pa- 
tients, of  whom  41  (35  per  cent)  had  mediastinal 
lymph  node  resection  as  the  exposure  allowed;  and 
(3)  Ochsner  pneumonectomies,  191  patients,  of 
whom  181  (95  per  cent)  had  mediastinal  lymph 
node  dissection,  usually  en  bloc  with  the  lung. 

The  5-year  sui-vival  rate  was  definitely  higher 
for  patients  treated  by  the  Overholt  lobectomy  (27 
per  cent)  than  for  patients  treated  by  pneumonec- 
tomy (19  per  cent  at  the  Overholt  Clinic  and  15  per 
cent  for  the  Ochsner  Clinic). 

The  single  most  important  determinant  of  prog- 
nosis is  probably  the  anatomical  extent  of  involve- 
ment. The  three  groups  of  patients  analyzed  were 
classified  as  “localized”  cases,  i.e.,  those  in  which 
the  tumor  was  confined  to  the  lung  or  bronchus  and 
in  which  no  direct  extension  to  neighboring  tissues 
or  metastasis  was  found,  and  “not  localized,”  i.e., 
those  in  which  there  were  regional  lymph  node  meta- 
stases  or  extesion  of  the  tumor  beyond  the  lung. 

The  proportion  of  the  more  favorable,  localized 
cases  is  highest  in  the  Overholt  lobectomy  group, 
52  per  cent  in  contrast  with  21  and  26  per  cent  in 
the  Overholt  and  Ochsner  pneumonectomy  groups, 
respectively.  Thus,  a major  factor  in  the  better  sur- 
vival following  lobectomy  is  the  greater  propor- 
tion of  patients  with  localized  tumors  selected  for 
lobectomy. 

LOCALIZED  TUMORS 

Among  localized  cases,  the  observed  5-year  sur- 
vival rates  for  the  three  operation  groups  were 
practically  identical.  Among  non-localized  cases, 
the  suiwival  rate  was  significantly  lower  following 
the  Ochsner  pneumonectomy  than  for  Overholt 
patients  treated  by  pneumonectomy;  the  results 
following  the  Overholt  lobectomy  were  not  signifi- 
cantly different  fz’om  either  pneumonectomy  group. 

The  clinical  significance  of  these  observations  is 
difficult  to  evaluate  since  the  considerations  which 
led  to  the  use  of  more  extensive  surgery  in  some 
cases  and  less  in  others  are  not  fully  known.  How- 
ever, the  available  evidence  suggests  that  less  ex- 
tensive surgical  procedures  are  related  to  survival 
rates  that  are  at  least  as  good  as,  and  perhaps 
better  than  those  recorded  following  more  exten- 
sive surgery. 

The  data  from  the  Overholt  and  the  Ochsner 
clinics  were  compared  wdth  similar  data  from  99 
hospitals  in  the  United  States  on  more  than 
8,800  cases,  as  repoi'ted  by  the  End  Results  Group 
of  the  National  Cancer  Institute.  The  end  results 
are  similar  and  emphasize  the  universally  grim 
prognosis  of  this  neoplastic  disease. 

The  5-year  sui-vival  of  approximately  8 per  cent 
among  all  patients  with  bronchogenic  carcinoma 


seen  at  the  two  clinics  compares  with  6 per  cent  in 
the  99  hospitals.  This  small  salvage  is  achieved 
only  by  surgical  resection. 

The  available  data  lead  to  the  following  con- 
clusions: 

1.  Survival  after  surgical  resection  was  pri- 
marily determined  on  whether  the  tumor  was  local- 
ized or  had  extended  to  lymph  nodes  or  contiguous 
tissues  beyond  the  lung. 

2.  Survival  in  patients  with  localized  lung  can- 
cer was  similar  whether  lobectomy  or  pneumonec- 
tomy was  performed.  The  available  evidence  does 
not  clearly  delineate  the  efficacy  of  lymph  node 
dissection. 

3.  Suiwival  of  patients  with  non-localized  car- 
cinomas was  lower  following  pneumonectomy  with 
mediastinal  lymph  node  dissection  than  after  more 
limited  pneumonectomy  or  lobectomy. 

4.  Sui-vival  in  these  series  was  not  demonstrably 
improved  by  the  addition  of  X-ray  therapy  or  chemo- 
therapy with  an  alkylating  agent. 

5.  Tumors  classified  as  being  histologically  un- 
differentiated had  a graver  prognosis  than  the  epi- 
dermoid neoplasms  or  the  adenocarcinomas. 

6.  Survival  was  not  demonstrably  related  to  the 
size  of  the. primary  tumor,  the  site  of  the  primary 
tumor  within  the  lung,  or  the  age  and  sex  of  the 
patient. 

In  regard  to  Point  3 it  may  be  said  that  the 
less  extensive  operations  do  not  save  more  pa- 
tients, but  the  more  extensive  operations  increase 
mortality. 

The  tragic  limitations  of  effective  treatment  of 
bronchogenic  carcinoma,  and  the  established  causa- 
tion of  an  important  proportion  of  this  neoplasm 
by  cigarette  smoking,  make  the  disease  a challenge 
to  preventive  medicine  as  well  as  to  cancer  research. 

— M.  B.  Shimkin.  M.D.  ; R.  R.  Connelly,  B.S.  ; S.  C.  Marcus, 
B.S.,  and  S.  J.  Cutler.  Sc.D.,  The  Journal  of  Thoracic 
and  Cardiovascular  Surgery,  October,  1962 


Two  Years’  Clinical  Experience  With  the 
Implantable  Pacemaker  for  Complete  Heart 
Block  — W.  M.  Chardack,  A.  A.  Gage, 
G.  Schimert,  B.  Thomson,  C.  E.  Sanford, 
and  W.  Greatbatch,  Dis  Chest  43:225 
(March)  1963. 

A subcutaneously  implanted  electronic 
prosthesis  was  used  in  42  patients  for  the 
correction  of  complete  heart  block.  The  34 
surviving  “pacemade”  patients  have  been 
followed  up  for  periods  ranging  from  1 to 
25  months  and  averaging  11.5  months.  Re- 
cent improvements  in  the  design  of  the  im- 
planted pacemaker  are  described.  These  in- 
clude a reduction  in  size,  and  the  addition  of 
rate  and  amplitude  controls  which  can  be 
actuated  by  the  physician  by  a simple  per- 
cutaneous puncture. 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Doage 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  Pi-esident 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Heiwert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Maxine  Bohaboy,  President 
Lincoln  General  Hospital,  Lincoln,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 

Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  IVIedical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Dii-ector 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  IMid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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m visceral 
motor  disorders . . . 

EASIER  MANAGEMENT 


When  emotional  disturbance  is  a signifi- 
cant factor  in  dysfunction  of  gastrointes- 
tinal tone,  motility  and  secretion,  Pro- 
Banthine  with  Phenobarbital  provides  the 
dual  activity  that  leads  to  easier  manage- 
ment of  both  the  patient  and  his  problem; 

Pro-Banthine  (propantheline  bro- 
mide) to  neutralize  the  efPect  of  excitatory 
impulses  at  visceral  end  organs,  and 

Phenobarbital  to  moderate  emo- 
tional incitement  centrally. 

Pro-Banthlne  with  Phenobarbital  is 
indicated  when  a mild  to  a moderate  psy- 
chic element  is  a factor  in : Peptic  ulcer  • 
Biliary  dyskinesia  • Pylorospasm  • Intes- 


tinal hypermotility  • Spastic  colon  • 
Gastritis  • Other  dysfunctions  of  the 
gastrointestinal  tract. 

Dosage:  One  tablet  four  times  a day. 

Urinary  hesitancy,  xerostomia,  mydriasis 
and,  theoretically,  a curare-like  action 
might  occur  with  Pro-Banthine  (brand  of 
propanthehne  bromide).  It  is  contraindi- 
cated in  the  presence  of  glaucoma  or 
severe  cardiac  disease.  The  usual  precau- 
tions with  regard  to  phenobarbital  should 
be  taken. 

e.  D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


PRO-BANTHINE' 

with  Phenobarbital 

Each  tablet  contains : 
propantheline  bromide  . . 15  mg. 

phenobarbital  15  mg. 

(Warning ; May  be  habit  forming)  •,  i 


• . • a • 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablisbed  1927 


The  Detail  Man — 

(Continued  from  page  33- A) 

might  soon  crowd  the  physician  out  of  his 
office.  Does  the  offer  of  medication  for  the 
physician’s  own  use  really  compensate  him 
for  the  time  used  for  these  visits?  Although 
most  physicians  know  that  the  pharmaceu- 
tical industry  defrays  a large  part  of  the 
cost  of  publishing  medical  journals,  is  there 
any  further  obligation  than  to  read  the  ad- 
vertising in  these  journals?  The  advertis- 
ing is  appreciated  and  should  stand  on  its 
own  merits.  Advertising  provides  a source 
of  product  information  and  if  more  detail  is 
needed  a number  of  sources  are  available 
for  this  information.  The  patient  ultimately 
pays  for  the  time  that  may  be  wasted  in 
these  visits  and  the  editorial  is  apparently 
against  most  of  them. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


“Couldn’t  find  anything  wrong  today  . . . come 
back  next  week  and  I’ll  explore  around  some 
more.” 
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cut  Rx  writing  by  2/3 
in  coids,flu  or  grippe 

No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DEGONGESTANT/ANALGESIC 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

spirin 200  mg. 

Caffeine 30  mg. 


‘Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets— 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jS  BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe.  N.  Y. 


Colds  haven’t  changed- 
but  relief  has 

with  nTz  NASAL  SPRAY 


nTz  Nasal  Spray  gives  on-the-spot 
relief  for  stopped-up  noses  instantly. 
Recommended  by  doctors  for  10  years, 
it  provides  not  one,  but  three  powerful 
ways  to  fast  relief. 

In  a carefully  balanced  formula, 
nTz  contains: 

Neo-Synephrine®  HCI  to  shrink 
swollen  nasal  tissues  and 
provide  enough  space  for  breathing 

Thenfadil®  HCI  to  work  against  any 
local  allergic  factor 
Zephiran®  Cl  to  speed  the  formula 
through  all  the  nasal  passages. 

nTz  Nasal  Spray  won’t  sting, 
won’t  irritate.  Good  for  stopped-up 
noses  caused  by  allergy 
and  for  sinusitis,  too.  Best  used 
twice  within  five  minutes. 

nTz  supplied  in  leakproof, 
pocket-size  squeeze  bottles 
and  in  bottles  with  dropper. 

Sold  only  in  drugstores. 


Winthrop  Laboratories, 
New  York  18,  N.  Y. 


l/i^mfhrop 


nTz,  Neo-Synephrine  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyldiamine)  and  Zephiran 
(brand  of  benzalkonium,  as  chloride,  refined), 
trademarks  reg.  U.  S.  Pat.  Off. 
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HOW 


We  will  be  pleased  to  send 
professional  samples  on  request. 

THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc. , Dept.  112 
1450  Broadway,  New  York  18,  N.Y. 


FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(114  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 
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too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitofquick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


1 


I 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  colamn  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise* 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


RESIDENCIES  in  Physical  Medicine  and  Re- 
habilitation offer  ideal  opportunity  to  general  prac- 
titioner considering  specialization.  Comprehensive 
training  utilizing  Mayo  Clinic  facilities  and  faculty. 
$3,600  - $8,000  stipend.  Attractive  community,  ex- 
cellent school  system,  cultural  advantages.  Con- 
tact E.  C.  Elkins,  M.D.,  Mayo  Foundation,  Rochester, 
Minnesota. 


WANTED  — Orthopod,  internist  and  GP  for 
medical  group  that  has  four  graduates  of  Nebraska 
and  one  Creighton.  Write  for  details.  Temple  City 
Medical  Group,  Temple  City,  California. 


WANTED  — Certified  or  Board  eligible  internist 
to  join  four  certified  intemists  in  well-rounded 
clinic  group.  Kansas.  Write  Box  30,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 


NEBRASKA  GRADUATE  — AAGP  member,  33, 
needs  associate.  N e w medical  building,  fully 
equipped.  Hospital  and  surgical  privileges  easily 
obtained.  Salary  open,  full  partnership  within  year. 
Excellent  schools,  cultural,  and  recreational  oppor- 
tunities. Contact  Amold  Krause,  M.D.,  1147  So. 
Walnut,  Casper,  Wyoming. 


STAFF  PHYSICIAN  — In  scenic  Black  Hills 
area  at  250-bed  VA  general  hospital.  Community 
provides  excellent  hunting,  fishing,  recreation, 
climate.  Requirements:  Graduate  approved  school, 
citizenship,  licensure  in  any  state.  Salary  based  on 
qualifications.  Housing  available.  Contact  Chief 
of  Staff,  VA  Center,  Hot  Springs,  South  Dakota. 
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She  wouldn’t  use  a bristle  brush 
on  baby’s  skin,  but... 


Does  she  realize  hoAv  harsh  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range  — and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

Holo  much  more  logical  to  use 
alkali- free  Bahij  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
baby  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral 
BABY. 


alkali-free  baby  bar 


LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  F.  Sievers,  Blair  President 

R.  E.  Garlinghouse.  Lincoln  President-elect 

R.  E.  Harry,  York  Vice  President 

Horace  V.  Munger,  Lincoln  Secretary-Treasurer 

Kenneth  Neff.  Lincoln  Executive  Secretary 


BOARD  OF  TRUSTEES 

M.  E.  Grier.  Chairman  Omaha 

A.  A.  Ashby  Geneva 

Horace  V.  Munger Lincoln 

C.  N.  Sorensen  Scottsbluff 

J.  M.  Woodward  Lincoln 


Delegates  — J.  D.  McCarthy,  Omaha ; Earl  Leininger,  McCook 
Alternates  — H.  S.  Morgan,  Lincoln  ; W.  C.  Kenner,  Nebraska  City 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


K.  S.  J.  Hohlen,  Chm. Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Peters Randolph 

Clarence  Minnick  Cambridge 

Leo  T.  Hey  wood  Omaha 


STANDING  COMMITTEES 
Advisory  to  Auxiliary 


E.  G.  Brillhart.  Chm. Columbus 

Paul  S.  Read  Omaha 

Sam  Perry  Gothenburg 

G.  Kenneth  Muehlig  Omaha 

C.  M.  Coe  Wakefield 

Allan  G.  Gilloon Grand  Island 

Allied  Professions 

Loyd  R.  Wagner,  Chm. Hastings 

Harry  McFadden,  Jr. Omaha 

Otis  W.  Miller  Ord 

Walter  Reiner  Holdrege 

William  Doering  Franklin 

Kenneth  R.  Dalton Genoa 

Blood  and  Blood  Products 

Harry  McFadden,  Jr.,  Chm. Omaha 

Pierce  Sloss  Grand  Island 

F.  H.  Tanner Lincoln 

J.  R.  Schenken  Omaha 

George  J.  Millett Fremont 

Theodore  Perrin Omaha 

Cancer 

Harry  H.  McCarthy,  Chm.  Omaha 

Francis  Martin  Norfolk 

J.  Marshall  Neely  Lincoln 

G.  F.  Waltemath North  Platte 

John  D.  Coe  Omaha 

Clyde  L.  Kleager Hastings 

Civil  Defense  and  Disaster 

George  N.  Johnson,  Chm. Omaha 

Joe  T.  Hanna  Scottsbluff 

D.  W.  Kingsley  Hastings 

H.  Dey  Myers Schuyler 

John  G.  Wiedman  Lincoln 

Isaiah  Lukens  Tekamah 

Constitution  and  By-Laws 

Clarence  R.  Brott,  Chm.  Beatrice 

Joseph  J.  Borghoff  Omaha 

R.  S.  Wycoff  Lexington 

W,  Max  Gentry  Gering 

R.  W.  Gillespie  Lincoln 

Houtz  G.  Steenburg  Aurora 

Continuing  Committee  on 
Medical  Practice 

Charles  M.  Murphy,  Chm. Omaha 

E.  E.  Yaw  Imperial 

R.  E.  Harry  York 

B.  F.  Wendt  Lincoln 

David  Weeks  Omaha 

W.  R.  Miller  Columbus 

Diabetes 

Morris  Margolin,  Chm. Omaha 

Wm.  J.  Reedy Omaha 

Willard  G.  Seng  Oshkosh 

Robert  A.  Youngman  Ceresco 

Loren  Imes  Grand  Island 

Wm.  B.  Long  Lexington 

Health  Education 

Robert  Morgan,  Chm.  Alliance 

Warren  Bosley Grand  Island 

S.  I.  Fuenning  Lincoln 

Carl  Potthoff  Omaha 

H.  V.  Smith Kearney 

H.  W.  Shreck Hastings 


Hospital  and  Professional  Relations 


J.  R.  Schenken,  Chm.  Omaha 

Warren  E.  Richard Hastings 

Russell  Brauer  Lincoln 

John  Brush  Omaha 

R.  R.  Andersen  Nehawka 

E.  G.  Brillhart  Columbus 

Insurance 

Edmond  M.  Walsh.  Chm. Omaha 

James  Dunlap  Norfolk 

Paul  J.  Maxwell  Lincoln 

Dwaine  Peetz  Neligh 

Jerome  P.  Murphy  Omaha 

C.  J.  Formanack  Syracuse 

Maternal  and  Child  Health 

Warren  G.  Bosley,  .Chm. Grand  Island 

Arthur  W.  Abts Omaha 

Ted  Koefoot  Broken  Bow 

Robert  Mclntire  Hastings 

Otto  Rath  Omaha 

Theo.  J.  Lemke  Columbus 

Medical  Education 

D.  B.  Steenburg.  Chm. Aurora 

F.  Lowell  Dunn  Omaha 

J.  G.  Yost  Hastings 

Earl  F.  Leininger McCook 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

Medical  Service 

E.  B.  Reed,  Chm.  Lincoln 

Chas.  W.  Landgraf,  Jr. Hastings 

John  D.  Hartigan Omaha 

Louis  Gogela  Lincoln 

Merle  M.  Musselman  Omaha 

Medicolegal  Advice 

J.  P.  Gilligan  Nebraska  City 

J.  R.  Schenken  Omaha 

James  F.  Kennedy  Alliance 

Occupational  and  Industrial 
Health 

G.  Prentiss  McArdle,  Chm. Omaha 

E.  L.  MacQuiddy.  Jr. Omaha 

S.  M.  Bach  Omaha 

A.  H.  Bonebrake Nebraska  City 

Wilbur  Harley  Omaha 

R.  A.  Hillyer  Lincoln 

Planning 

Dan  A.  Nye.  Chm.  Kearney 

L.  S.  McNeill  Hastings 

Harley  Anderson  Omaha 

H.  V.  Nuss  Sutton 

Harold  S.  Morgan Lincoln 

H.  D.  Kuper  Columbus 

Prepayment  Medical  Care 

John  J.  Grier,  Chm.  Omaha 

James  F.  Kennedy Alliance 

H.  Dey  Myers  Schuyler 

C.  B.  Dorwart  Sidney 

H.  F.  Elias Beatrice 

Peyton  T.  Pratt Omaha 

Public  Health 

Carl  J.  Potthoff,  Chm. Omaha 

R.  L.  Grissom  Omaha 

E.  A.  Rogers Lincoln 

Edwin  D.  Lyman  Omaha 

H.  C.  Stewart Pawnee  City 

Thomas  D.  Fitzgerald Alliance 

Public  Relations 

Leroy  W.  Lee,  Chm,  Omaha 

James  J.  O’Neill Omaha 

H.  M.  Nordlund  York 

Geo.  F.  Hoffmeister Hastings 

E.  D.  Zeman  Lincoln 

Theo.  Koefoot,  Jr. Broken  Bow 


Psychiatry 

Chas.  W.  Landgraf,  Jr.,  Chm Hastings 


Robert  S.  Wigton  Omaha 

Chas.  G.  Ingham  Norfolk 

L.  I.  Grace Blair 

J.  Whitney  Kelley  Omaha 

Chester  H.  Farrell Omaha 

Rehabilitation 

Harold  N.  Neu,  Chm.  Omaha 

Chester  H.  Waters,  Jr. Omaha 

John  M.  Thomas Omaha 

J.  G.  Yost  Hastings 

D.  W.  Frost  Omaha 

F.  S.  Webster  Lincoln 

Relative  Value  Study 

B.  R.  Bancroft,  Chm. Kearney 

A.  J.  Schwedhelm  Norfolk 

J.  E.  Courtney  Omaha 

H.  E,  Mitchell  Lincoln 

Paul  J.  Maxwell  Lincoln 

Orvis  Neely  Lincoln 

Rural  Medical  Service 

Charles  F.  Ashby,  Chm.  Geneva 

Ralph  L.  Blair Broken  Bow 

Floyd  H.  Shiffermiller  Ainsworth 

F.  A.  Mountford Davenport 

Clyde  L.  Kleager Hastings 

D.  P.  McCleery  Beatrice 

Scientific  Sessions 

R.  O.  Garlinghouse,  Chm.  Lincoln 

C.  R.  Brott  Beatrice 

Merle  M.  Musselman Omaha 

Bruce  S.  Claussen North  Platte 

Wm.  R.  Kovar Omaha 

M.  P.  Brolsma Lincoln 
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}s:  vitamins  are  therapy 


Few  factors  are  more  fundamental  to  tissue  and  bone  healing  than  nutrition.  Thera- 
peutic allowances  of  B and  C vitamins  are  important  for  rapid  replenishment  of 
vitamin  reserves  which  may  be  depleted  by  the  stress  of  fractures.  Metabolic  sup- 
port with  STRESSCAPS  is  a useful  adjunct  to  an  uneventful  recovery. 

Each  capsule  contains:  Vitamin  B I (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  (Riboflavin)...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid) ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI) . . . 2 mg.  / Vitamin  Bij  Crystalline... 
4 mcgm.  / Calcium  Pantothenate. .. 20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  "reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 


Stress  Formula  Vitamins  Lederle 
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combistix’ 

urine  protein  •glucose  • pH 


BASIC  COMBINATION  TEST  FOE  BEDSIDE  AND  OFFICE 


. . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — Zpos'/c  as  the  stethoscope. 

Ames  products  are  available  through  your  regular  supplier,  sazes 


AMES 

COMPANY  INC 
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anxiety 


anxiety 

anxiety 

anxiety 

anxiety 

anxiety 


anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective 


ROCHE 


I© 


LIBRIUM  . 

(chlordiazepoxide  Hill 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Ger 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregula 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  deterrr 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in 
bining  with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  age 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


is 


With  modern,  intelligent  therapy,  epilepsy  has  an  excellent  prognosis.  ‘‘Well  over 
90  per  cent  of  the  patients  can  be  adequately  controlled  so  that  they  can  lead  a •' 
normal  life  and  take  a useful  and  respectable  position  in  society.’’^ 
Diphenylhydantoin  sodium  is  generally  regarded  as  the  standard  in  anticonvulsant 
medication  because  of  its  effectiveness  in  controlling  grand  mal  and  psychomotor 
seizures. 2-10  It  possesses  a wide  margin  of  safety,  and  the  incidence  of  side  effects 
is  minimal.'*  With  this  agent,  oversedation  is  not  a problem.^  Moreover,  its  use  is 
often  accompanied  by  improvement  in  the  patient’s  memory,  intellectual  per- 
formance, and  emotional  stability.^ 


Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions: 
Toxic  effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  generalized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Eruptions  then  usually  subside.  Though  mild  and  rarely  an 
indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling 
of  unsteadiness.  All  usually  subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  agranulocytopenia,  and  pancytopenia  have  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic  examination  of  the  blood 
is  advisable. 

DILANTIN  (diphenylhydantoin  sodium)  is  available  in  Kapseals  of  0.03  Gm.  and 
0.1  Gm.,  bottles  of  100  and  1000. 


REFERENCES:  (1)  Maltby,  G.  L.:  J.  Maine  M.A.  48:257,  1957.  (2)  Roseman,  E.:  Neurology  11:912, 
1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley, 
J.  W.:  M.  Clin.  North  America  42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Con- 
vulsive Disorders  in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.:  Postgrad. 
Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9)  Carter,  C.  H.:  Arch.  Neurol.  & Psy- 
chlat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman  H F ; Fnileotic  Seizures. 
Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(11)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 
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Colds  haven’t  changed- 
but  relief  has 

with  nTz  NASAL  SPRAY 


nTz  Nasal  Spray  gives  on-the-spot 
relief  for  stopped-up  noses  instantly. 
Recommended  by  doctors  for  10  years, 
it  provides  not  one,  but  three  powerful 
ways  to  fast  relief. 

In  a carefully  balanced  formula, 
nTz  contains: 

Neo-Synephrine®  HCI  to  shrink 
swollen  nasal  tissues  and 
provide  enough  space  for  breathing 

Thenfadil®  HCI  to  work  against  any 
local  allergic  factor 
Zephiran®  Cl  to  speed  the  formula 
through  all  the  nasal  passages. 
nTz  Nasal  Spray  won’t  sting, 
won’t  irritate.  Good  for  stopped-up 
noses  caused  by  allergy 
and  for  sinusitis,  too.  Best  used 
twice  within  five  minutes. 
nTz  supplied  in  leakproof, 
pocket-size  squeeze  bottles 
and  in  bottles  with  dropper. 

Sold  only  in  drugstores. 


Winthrop  Laboratories, 
New  YorklS,  N.Y. 


Vwnfhrop 


nTz,  Neo-SynephrIne  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyldiamlne)  and  Zephiran 
(brand  of  benzalkonium,  as  chloride,  refined), 
trademarks  reg.  U.  S.  Pat.  Off. 
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RECOGNIZE 
THIS  PATIENT? 


EE  I don't  sleep  well  ...  I dream  a lot . . . 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  . . . I’ll  never  be  cured. 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deproi'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ alcoholism 

■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ chronic  infectious  diseases 

■ dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deproi'  is  indicated: 

fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative  fears 

■ postpartum  despondency  ■ family  problems  ■ death  of  a loved  one  ■ loss  of  work 

■ retirement  problems  ■ financial  worries,  and  many  other  stressful  situations. 


Deproi 

meprobamate  400  mg.  -f-  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  ihcreased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


CD-817 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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reduce 

or  obviate 
tbe  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  ■■  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25^°;  sodium  carbonate  as  buffer. 


Complete  data  with  each  lOcc  vial.  Therapy  chart  on  requetf. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


Current  Comment 

The  Obsolete  Coroner-System — 

The  coroner-system  of  investigating  sud-^ 
den  death  is  an  outstanding  example  of  the 
obsolete  antiquities  that  encumber  modern 
society,  according  to  an  editorial  in  the 
Pennsylvania  Medical  Joui’nal.  The  fact 
that  the  coroner  has  been  able  to  survive 
may  be  attributed  to  political  interests,  the 
spoils  system  of  our  elective  government, 
and  the  public  apathy.  In  Pennsylvania,  the 
system  survives  because  it  requires  an 
amendment  to  the  constitution  to  eliminate 
the  office  and  replace  it  by  the  medical  ex- 
aminer system. 

Sudden  and  unexpected  death  requires  an- 
swers to  the  questions  of  how,  when,  where 
and  by  whom.  The  coroner  is  not  qualified 
to  determine  these  answers.  Under  the 
archaic  system,  he  is  not  only  required  to 
answer  these  questions  but  to  function  as  a 
prosecutor,  jury  and  judge.  This  system 
then  is  not  likely  to  promote  justice  or  pro- 
tect the  public  interest.  By  contrast,  the 
medical  examiner  has  the  required  scientific 
training  to  determine  how  and  when  the 
death  occurred.  His  findings  then  may 
contribute  to  the  recognition  of  the  where 
and  by  whom  and  not  the  inclusion  in  his 
role  of  the  duties  of  the  prosecutor,  jury  or 
judge. 

The  city  of  Philadelphia  has  a medical 
examiner-system  in  spite  of  its  lack  through- 
out the  rest  of  the  state.  The  system  exists 
in  Philadelphia  because  of  the  continuous 
efforts  for  the  change  made  by  the  medical 
profession  and  the  bar  association.  Dis- 
satisfaction with  the  coroner  system  on  the 
part  of  district  attorneys  and  law  enforce- 
ment agencies  also  prompted  the  refoiTn  as 
did  the  education  of  politically  powerful 
citizens.  Technically,  the  changes  were 
made  possible  by  the  granting  of  a charter 
to  the  city  of  Philadelphia  permitting  the 
consolidation  of  county  and  city  offices. 

Historically,  the  medical  examiner-system 
was  adopted  in  Massachusetts  in  1877  and  in 
New  York  City  in  1918.  The  examiner-sys- 
tem was  adopted  in  Philadelphia  in  1953,  as 
a result  of  an  effort  that  began  in  1940. 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIG 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

Sudafed'®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

,spirin 200  mg. 

Caffeine 30  mg. 


‘Warning  — may  be  habit  forming 

Emprazil-C’  Tablets  are  available  on  prescription  only. 
Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 
Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 
Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

'^  BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


Current  Comment 


W.  B.  SAUNDERS  COMPANY  features 
the  following  new  books  in  their  full 
page  advertisement  appearing  elsewhere 
in  this  issue: 

ATOMIC  ENERGY  ENCYCLOPEDIA  OF 
LIFE  SCIENCES  - Edited  by  C.  W.  Shilling 
A unique  new  volume  for  those  seek- 
ing general  information  on  applications 
and  effects  of  atomic  energy  in  the 
fields  of  medicine,  biology  and  agri- 
culture. 

CURRENT  PEDIATRIC  THERAPY  - Edited 
by  Gellis  and  Kagan 

This  new  book  gives  you  the  best 
treatments,  currently  in  use  by  lead- 
ing authorities,  for  over  300  diseases 
and  disorders  that  afflict  children. 


No  Cigarette  Advertising — 

A recommendation  of  the  publication  com- 
mittee of  the  Pennsylvania  Medical  Journal 
that  cigarette  advertising  be  discontinued 
has  been  approved  by  the  board  of  trustees 
of  the  Pennsylvania  Medical  Society.  No 
cigarette  advertising  will  be  accepted  by  the 
Journal  of  this  society  after  January  1,  1964. 
In  companion  action,  it  was  agreed  that  ex- 
hibits for  cigarette  companies  at  the  society’s 
annual  sessions  will  be  discontinued  after 
the  1963  meetings. 

Communication  in  Science  and  Medicine — 

Evidence  shows  that  scientific  knowledge 
is  increasing  at  an  exponential  rate.  The 
doubling  time  of  scientific  knowledge  is  es- 
timated to  be  between  5 to  10  years,  de- 
pending upon  the  measure  used  and  the  dis- 
cipline studied. 

An  editorial  in  the  Journal  of  Medical 
Education  notes  the  increase  in  the  number 
of  scientific  journals  that  has  occurred  with 
the  increase  in  scientific  knowledge.  Since 
the  18th  century,  the  number  of  scientific 
periodicals  has  increased  from  about  10  to 
some  50,000.  If  the  present  rate  of  growth 
continues,  there  could  be  almost  1,000,000 
journals  by  the  year  2000.  In  the  last  cen- 
tury, abstract  journals  appeared  in  order 
to  make  coverage  of  information  in  the  then 
existent  300  journals  more  practical  for  in- 
dividual scientists.  Abstract  journals  have 
increased  in  number  and  in  the  same  fashion 
as  the  increase  in  primary  journals.  At 
present  there  are  about  300  abstract  publica- 
tions. 

If  the  printed  word  is  no  longer  a suit- 
able method  of  communication  between  sci- 
entists and  those  who  need  information  re- 
garding science,  an  alternative  must  be 
found.  One  current  answer  is  the  develop- 
ment of  more  and  more  meetings  of  limited 
groups  of  scientists  for  the  purpose  of  ex- 
changing information.  In  medicine  there  is 
a danger  that  the  already  long  lag  between 
discovery  and  the  application  to  the  pa- 
tient of  information  may  be  further  in- 
(Continued  on  page  12-A) 
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I Smooths  out  emotional  peaks  and  valleys 


‘Meprospan’-400  brand  of  meprobamate  contains  400 
mg.  in  sustained-release  form.  One  capsule  smooths 
out  the  anxious  patient’s  emotional  peaks  and  valleys 
for  10  to  12  hours  — and  provides  these  other  advan- 
tages: 

1.  Especially  suitable  for  maintenance  therapy. 
Patients  whose  anxiety  has  diminished  to  a mild 
or  moderate  level  still  require  a certain  amount  of 
tranquilization  throughout  the  day.  Sustained-re- 
lease action  is  ideally  suited  to  this  type  of  patient. 

2.  Simpler  dosage  schedule.  Since  one  capsule  of 
‘Meprospan’-400  (meprobamate,  sustained  release) 
acts  10  to  12  hours,  the  patient  enjoys  a much 
simpler  dosage  schedule  than  with  tablets  — and 
is  less  likely  to  forget  to  take  the  medicine. 

Side  Effects:  Rarely,  skin  reactions.  May  increase 
effects  of  excessive  alcohol.  Use  with  care  in  patients 

CME-918S 


with  suicidal  tendencies.  Massive  overdosage  may 
produce  coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Consider  possibility  of  dependence  in  patients 
with  history  of  drug  or  alcohol  addiction. 

Available;  ‘Meprospan’-^OO  (meprobamate, sustained  release) 
contains  meprobamate  400  mg.  ‘Meprospan’-200  (meproba- 
mate, sustained  release)  contains  meprobamate  200  mg.  Both 
potencies  in  bottles  of  30.  Usual  dosage : One  400  mg.  capsule 
or  two  200  mg.  capsules  at  breakfast;  repeat  with  evening  meal. 


Meprospan®-400 

meprobamate  400  mg. 

sustained  release 

WALLACE  LABORATORIES  / Cranfcury,  iV.J. 
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“I  can’t  say  that  that  tight  clothing  restricts 
my  circulation  much,  I’m  busy  every  night.” 


Communication  in  Science  and  Medicine — 
(Continued  from  page  10- A) 
creased.  It  is  difficult  for  the  physician  to 
receive  the  message  that  is  sent.  It  is  not 
feasible  for  the  physician  to  attend  each 
small  scientific  meeting  for  the  exchange 
of  information.  A breakthrough  for  this 
problem  is  not  readily  apparent.  Doubt  is 
expressed  that  the  problem  can  be  solved 
by  computers  alone. 


Money  Down  the  Drain — 

The  comptroller  general,  head  of  the  gen- 
eral accounting  office,  states  that  the  De- 
fense Department  is  now  considering  plans 
to  build  new  hospitals  which  will  result  in  a 
cost  of  $10,000,000  more  than  necessary  to 
provide  adequate  hospital  facilities  for  joint 
service  use.  With  this  statement,  an  edi- 
torial in  the  Wisconsin  Medical  Journal 
asks  how  much  necessary  medical  care  and 
how  much  vital  research  could  be  financed 
with  this  sum  of  money. 

The  joint  economic  committee  of  Congi’ess 
has  demonstrated  that  the  separate  armed 
seiwices  were  wasting  millions  in  the  medical 
field  because  each  branch  insists  on  main- 
taining its  own  medical  facilities.  Noted  is 
the  example  of  the  Air  Force  Hospital  at 
Langley  Air  Force  Base,  Virginia,  with  217 
beds  and  an  average  census  of  52,  and  six 
miles  away  an  Army  operated  hospital  with 
141  beds  and  only  20  patients. 

The  comptroller  general  is  also  quoted  as 
accusing  the  Defense  Department  of  wasting 
more  than  eight  million  dollars  annually  be- 
cause of  duplication  of  facilities  at  separate 
Army  and  Navy  hospitals  in  the  San  Fran- 
cisco Bay  area. 

A series  of  congressional  committees,  two 
Hoover  commissions  and  the  United  States 
Budget  Bureau  have  repeatedly  recommend- 
ed that  the  medical  services  of  the  Armed 
Forces  be  combined  in  order  to  save  money, 
as  well  as  to  promote  efficiency  and  to  im- 
prove the  quality  of  medical  care.  These 
recommendations  have  so  far  been  unsuc- 
cessful. If  the  government  can  waste  money 
in  rather  large  sums  while  providing  medical 
(Continued  on  page  17-A) 
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Important  news  in  cardiac  therapy 

Two  new  clinical  reports  document 
successful  long-term  treatment  of 
ischemic  heart  disease  with 
Persantin,  brand  of  dipyridamole 


See  next 
3 pages 
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study  1. 

Griep.A.H.:  Long-term  Therapy  of  Ischemic  Heart 
Disease  With  Oral  Dipyridamole: 

A Report  of  Fifty  Cases.  Angiology  1 4:484, 1 963. 


Persantin*  brand  of  dipyridamole,  25  mg.  t.i.d.  or 
q.i.d.,was  administered  continuously  for  6 months  to 
50  patients  with  well  authenticated  ischemic  heart 
disease  with  angina  pectoris  and  ECG  abnormalities. 
Results  were  evaluated  on  a monthly  basis. 


Persantin' 


brand  of  dipyridamole 


“.long-term  oral  therapy  with  dipyridamole  was  of 
benefit  in  80  per  cent  of  the  patients... 

“relief  [of  angina]  came  slowly  and  was  usually 
maximal  after  three  to  six  months  of  continuous  treatment" 


% of  patients 
responding 
each  month  to 
dipyridamole 


Steady,  month-by-month  improvement  with 
Persantinf  brand  of  dipyridamole,  refutes 
possibility  of  “placebo  response”,  reflects  gradual 
improvement  in  underlying  pathology. 


Time  in  months  |1 


P 


|3 


|4  |6 
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study  2. 

Wirecki,M.:  Dipyridamole  (Persantin®):  Evaluation 
of  Long-Term  Therapy  in  Angina  Pectoris. 
Current  Therapeutic  Research  5:472, 1 963. 


In  40  ambulatory  patients  with  myocardial  ischemia, 
angina  pectoris,  and  abnormal  ECG  findings, 
Persantinf  brand  of  dipyridamole,  25  mg.  t.i.d.,  was 
administered  continuously  for  3 months. 


Geigy 

After  3 months,  32  of  40  patients  showed: 

“ .reduction  or  abolition  of  acute  anginal  attacks... 

“complete  or  almost  complete  disappearance 
of  ECG  abnormalities... 

“marked  increase  in  walking  distance  without  anginal  symptoms 


%of  patients 


80 


In  75%  of 
patients: 
anginal  attacks 
eliminated 


60 


In  65%  of  patients: 
ECG  normal 
or  improved 


In  80%  of  patients: 

4-fold  or  greater 
increase  in  maximal 
walking  distance 
before  anginal  symptoms 


401 


20 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


15-A 


I 


brand  of  dipyridamole 


How  long-term  therapy  provides  clinical 
benefits  reported  on  previous  pages 


1.  By  increasing  energy  yield 

of  the  hypoxic  myocardial  cell,  by  direct  action 
upon  the  sarcosomes  (heart  mitochondria).’’® 

2.  By  improving 

collateral  coronary  circulation. 

Prolonged  oral  administration  of  dipyridamole  to 
animals  with  experimientally  induced  stenosis  of  a 
major  coronary  artery  resulted  in  superior 
development  of  collateral  coronary  anastomoses 
and  longer  survival  compared  with  controls.®'® 

When  given  for  prolonged  periods  and  in  adequate 
dosage,  dipyridamole  improves  the  coronary  flow 
deficit  of  the  ischemic  myocardium  while  support- 
ing cardiac  metabolism  during  the  period  of  repair. 
Clinically,  this  is  manifested  as  steady  improvement 
-anginal  attacks  diminish  in  frequency  and  inten- 
sity, as  do  other  manifestations  of  insufficiency 
(dyspnea,  fatigue,  and,  in  many  instances,  abnormal 
electrocardiographic  findings). 

Availability: 

Tablets  of  25  mg.,  bottles  of  1 00  and  1 000. 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


Prescribing  summary;  Persantin,®  brand  of  di- 
pyridamole, is  indicated  in  coronary  and  myocardial 
insufficiency,  in  a dosage  of  2 to  6 tablets  daily  in 
divided  doses  before  meals  for  several  weeks.  Side 
effects  (headache,  dizziness,  nausea,  flushing,  weak- 
ness, syncope,  mild  gastrointestinal  distress)  are 
minimal  and  transient.  The  drug  is  not  recom- 
mended in  the  acute  phase  of  myocardial  infarction, 
and  should  be  used  cautiously  in  hypotension. 


References:  1.Kunz,W.;Schmid,W.,and  Siess,M.: 
Arzneimittel-Forsch.1 2:1098,1 962.  2.Siess,M.: 
Arzneimittel-Forsch.1 2:683,1 962.  3.Laudahn,G.: 
Experientia  17:415,1961.  4.Lamprecht,W.:  27th 
Congress  of  the  German  Society  for  Circulation 
Research,Bad  Nauheim, 1961.  5.Hockerts,T.,and 
Bdgelmann,G.:  Arzneimittel-Forsch. 9:47,1 959. 

6. Vineberg,A.M.,et  al.:  Canad.M.A.J. 87:336,1962. 

7. Chari,S.R.,etal.:  Presented  at  the  International 
Congress  of  Chest  Physicians, New  Delhi,1963. 

8. Neuhaus,G.,et  al.:  Presented  at  the  Fourth  World 
Congress  of  Cardiology,Mexico  City, 1962.  9.Asada, 
S.,etal.:  Japanese  Circ.J. 26:849,1 962. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York,  Distributors  PE-2290 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablished  1927 


Money  Down  the  Drain — 

(Continued  from  page  12- A) 
services  for  the  relatively  few  people  in  the 
Armed  Forces,  thought  should  be  given  to 
the  much  greater  sums  that  could  be  wasted 
if  the  government  should,  through  tax  sup- 
ported programs,  provide  medical  care  for 
the  entire  population. 

Nursing  Education — 

Dissatisfaction  with  present  nursing  edu- 
cation is  expressed  in  an  editorial  in  the 
Texas  State  Journal  of  Medicine.  The  medi- 
cal staff  of  the  John  Sealy  Hospital  recom- 
mended that  the  hospital  school  of  nursing 
re-establish  a diploma-program  in  nursing. 
This  is  cited  as  evidence  of  the  long  stand- 
ing dissatisfaction,  among  the  medical  pro- 
fession, with  the  present  status  of  nursing 
education  and  nursing  care.  A gradual  sep- 
aration of  nursing  education  and  nursing 
service  began  some  20  years  ago.  At  the 
present  time  nursing  education  has  separate 
personnel  for  nursing  service  with  the  re- 
sult that  the  student  nurse  is  taught  by  a 
(Continued  on  page  24- A) 


“And  all  because  you  didn’t  want  to  walk 
two  blocks  out  of  the  way  to  the  drug  store.” 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


17-A 


® 

If  ■■■■111  MUM  iwiMMiV4im  (magnesium-aiuminum  hydroxide  gel) 

Practically  standard  treatment,  now,  for  bleeding  ulcer.  Why  is  Maalox  included?  Antacid  therapy 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  on 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation — three  important  reasons  for 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospital 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfort. 
Supplied:  Suspension:  Tablets  No.  1;  Tablets  No.  2.  {Each  Maalox  No.  1 Tablet  is  equivalent  to  1 *.. 
teaspoonful  and  each  Maafox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


MTtP  WHOLE  BIOOO  (»  ' 
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WILLIAM  H.  RORER.  INC..  FORT  WASHINGTON,  PA. 


For  comprehensive  control  of  the  whole  pain  complex ••• 

helps  the  whole  patient 

Like  a triad,  the  action  of  Trancogesic  is  direct  and  simple  as  1,2,3.  Its  tranquilaxant  component  — chlor- 
mezanone  — 1.  reduces  emotional  reaction  to  pain  ...  2.  decreases  skeletal  muscle  spasm  . . . and  3.  its 
aspirin  component  dims  the  patient’s  perception  of  pain.  Thus,  Trancogesic  controls  the  whole  pain 
complex,  helps  the  whole  patient  — with  unsurpassed  tolerance. 

Each  tablet  of  Trancogesic  contains  100  mg.  of  chlormezanone  and  300  mg.  (5  grains)  of  aspirin.  The 
usual  adult  dosage  is  2 tablets  of  Trancogesic  three  or  four  times  daily;  the  dosage  suggested  for  children 
from  5 to  12  years  is  1 tablet  three  or  four  times  daily.  Reactions  to  Trancogesic  have  been  minor  — gastric 
distress,  and  an  occasional  weakness,  sedation  or  dizziness.  Ordinarily,  these  may  be  reversed  by  a reduc- 
tion in  dosage  or  temporary  withdrawal  of  the  drug.  Trancogesic  is  contraindicated  in  persons  known  or 
suspected  to  have  an  idiosyncrasy  to  acetylsalicylic  acid.  Winthrop  Laboratories,  New  York  18,  N.  Y. 


TRANCOGESir 

CHLORMEZANONE  with  ASPIRIN 


l/jf/nfhmp 


-1778H 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


She  wouldn’t  use  a bristle  brush 
ou  baby’s  skin, but... 


Does  she  realize  bow  liarsli  soap  can  be? 


Like  bristles,  alkaline  soaps  may  be  too  irri- 
tating to  use  on  baby  skin.  Even  the  mildest 
soaps  are  alkaline— in  the  pH  10  or  higher 
range— and  bathing  with  soap  repeatedly 
upsets  the  protective  acid  mantle.  After 
each  soaping  the  skin  may  not  fully  recover 
its  normal  pH  for  more  than  an  hour. 

How  much  more  logical  to  use 
(tlkali-free  Bahy  Dove 

New,  neutral  Baby  Dove  is  a nonalkaline 
babj'  bar.  It  was  developed  especially  for 
bathing  baby  gently  and  safely.  Since  it 
contains  no  alkali,  Baby  Dove  never  strains 
the  buffering  capacity  of  baby  skin.  Only  the 
gentlest  cleansing  agents  go  into  Baby  Dove 
—actually  Baby  Dove  is  one  quarter  gentle 


cream.  Baby  Dove  produces  noticeably 
creamier  lather  — even  in  hard  water. 

A year-long  hospital  study 
with  449  babies 

Baby  Dove  was  used  routinely  for  washing 
babies  in  major  metropolitan  hospitals.  The 
babies  in  the  study  ranged  from  one  day  to 
two  years  of  age,  including  107  prematures. 
Of  238  babies  who  had  dry  or  scaly  skin, 
there  was  improvement  in  all  cases  when 
Baby  Dove  was  substituted  for  previously 
used  toilet  soap.  Nor  was  there  a single  in- 
stance of  irritation  when  Baby  Dove  was 
used  routinely  in  115  cases  with  diaper  rash. 
In  fact,  it  was  felt  that  Baby  Dove  was 
actually  an  aid  to  local  therapy. 


New  Neutral 

baby  bar 

LEVER  BROTHERS  COMPANY,  New  York,  N.Y. 
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REAOY  JANOARY 

FROM  SAUNDERS 


A New  Book!  ATOMIC  ENERGY 
ENCYCLOPEDIA 
IN  THE  LIFE  SCIENCES 

Edited  by  C.  W.  Shilling 

Covers  Applications  and  Effects  of  Atomic 
Energy  in  the  Fields  of  Medicine,  Biology,  and 
Agriculture.  Every  Item  Verified  by  Experts  of 
the  U.S.  Atomic  Energy  Comm. 

This  is  the  information  you’ll  find  in  this  authoritative 
new  information  source:  the  effects  of  atomic  radiation 
on  living  material;  the  uses  of  radiation  and  radioiso- 
topes in  medicine,  agriculture  and  biology;  scores  of 
other  peaceful  uses  of  atomic  energy.  Topics  range  from 
treatment  of  cardiac  disease  with  radioactive  isotope 
iodine-131  to  methods  of  radioactive  waste  disposal. 
More  than  1200  alphabetically-arranged  entries  give 
you  precise  information  on  topics  with  wide  application 
to  clinical  practice  and  research  as  well  as  on  topics  of 
general,  scientific,  educational  and  historic  interest. 

Dr.  Shilling  and  his  distinguished  contributors  have 
combined  the  features  of  a dictionary  with  those  of  an 
encyclopedia.  You’ll  find  definitions  for  hundreds  of 
technical  terms  (absorption  coefficient — acute  radiation 
syndrome — cascade  shotver — Cerenkov  radiation — mev — 
phantom — strontium  unit — zeuto — neutron  therapy — etc.) 
as  well  as  articles  of  a page  or  more  on  such  subjects  as 
Recovery  from  Irradiation  — Treatment  of  Radiation  Ill- 
ness— Blast  Biological  Damage — Radioactive  Dosimetry 
— etc. 

More  than  260  helpful  illustrations  portray  a diver- 
sity of  topics:  Example  of  radioactive  contamination  of 
the  food  chain  — Cutaway  drawing  of  a medical  research 
reactor — Types  of  cell  damage  associated  with  irradiation 
— Schematic  representation  of  the  optical  systems  of  the 
light  and  electron  microscopes — Typical  device  for  linear 
scanning  of  the  entire  body — etc. 

In  addition — 98  tables  list  such  information  as:  Col- 
loidal and  Large  Particle  Radioisotopes  for  Medical  Uses 
— Gastrointestinal  Absorption  of  Radioisotopes — Maxi- 
mum Permissible  Total  Body  Burdens  for  Four  Radio- 
nuclides— etc. 

Here  is  a volume  you  will  turn  to  for  precise  answers 
to  specific  queries,  as  well  as  for  fascinating  browsing  in 
rare  leisure  moments. 

Eiliior  and  Major  Contributor,  Charles  Wesley  Shilling,  M.D., 
D.Sc.,  Consultant  to  the  United  States  Atomic  Energy  Commission; 
Deputy  Director,  Division  of  Biology  and  Medicine,  USAEC,  1955-60. 
With  the  Assistance  of  Miriam  Teed  Shilling,  M.A.  Prepared  under 
the  auspices  of  the  Division  of  Technical  Information,  USAEC. 
474-  pages,  7^4^  ^ 10)4^#  with  268  illustrations,  98  tables.  About 
$10.50.  New — Ready  January! 


A New  Book! 

Gellis  and  Kagan's 
CURRENT  PEDIATRIC  THERAPY 


Specific  Details  of  Over  300  Treatments 
Tailored  to  the  Special  Needs  of  Young  Patients 


A New  Biennial  Volume!  This  uniquely  helpful  Current 
Pediatric  Therapy  Iblume  brings  you  the  same  type  of 
specific  therapeutic  recommendations  that  users  of 
Current  Therapy  have  enjoyed  for  some  15  years — but 
keyed  directly  to  the  treatment  needs  of  children.  Dr. 
Sydney  S.  Gellis  and  Dr.  Benjamin  M.  Kagan  have 
edited  this  new  work,  which  will  be  revised  every  two 
years.  Contributions  by  over  200  leading  authorities 
pinpoint  therapeutic  details  for  more  than  300  diseases 
— from  Kwashiorkor  and  Protein  Deficiency  to  Infantile 
Cortical  Hyperostosis. 

All  discussions  are  approached  from  the  pediatric 
point  of  view,  with  dosages,  diets,  prescriptions,  etc., 
written  for  infants  and  children,  and  broken  down, 
where  necessary,  into  age  or  weight  groups.  You  will 
find  specific  advice  on:  selection  of  proper  antimicrobial 
agents  for  various  types  of  pneumonia;  use  of  rnethicillin 
and  oxacillin  in  staphylococcic  empyema;  new  dosage 
schedule  for  digitalis  preparations  administered  to  infants; 
detailed  instructions  for  steroid  therapy  in  leukemia;  etc. 

Whether  you  need  a diet  for  a phenylketonuric  child, 
help  on  deciding  the  proper  dosage  of  antiepileptic 
medication,  or  late  information  on  immunization 
schedules,  you’ll  find  it  spelled  out  in  Current  Pediatric 
Therapy. 


A Biennial  Volume.  By  248  Leading  Authorities.  Edited  by  Sydney  S. 
Gellis,  M.D.,  Professor  of  Pediatrics  and  Chairman  of  the  Depart- 
ment of  Pediatrics,  Boston  University  School  of  Medicine;  Director 
of  Pediatrics,  Bo.ston  City  Hospital;  and  Benjamin  M.  Kagan,  M.D., 
Director,  Department  of  Pediatrics,  Cedars  of  Lebanon  Hospital, 
Los  Angeles;  Clinical  Professor  of  Pediatrics.  University  of  California, 
Los  Angeles.  About  815  pages,  1^9^  * 10^^.  About  S16.00. 

New — Ready  January J964! 
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The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among  millions 
of  patients  throughout  the  world  — plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  (meprobamate).  This  is  why  it  “belongs 
in  every  practice.” 

dependable:  ‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 

easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications : Anxiety  and  tension  states,  and  all  conditions  in  which 
anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contra- 
indications: Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use.  Precautions : Should  administration  of  meprobamate  cause  drowsiness  or  visual 
disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in 
small  quantities,  to  patients  with  suicidal  tendencies.  Massive  overdosage  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction:  withdraw 
gradually  after  prolonged  use  at  high  dosage.  Complete  product  information  available  to 
physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


The  insomniac 


The  tense,  nervous  patient 


The  heart-disease  patient 


The  surgical  patient 


he  girl  with  dermatosis 


Tension  headache 


The  woman  in  menopause  Anxious  depression 


Premenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 
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WALLACE  LABORATORIES 
Cronbury,  N.J. 
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1220  DEWEY  AVENUE 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  a 
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Nursing  Education — 

(Continued  from  page  17- A) 

group  different  from  that  which  takes  care 
of  the  patient. 

This  separation  is  said  to  be  similar  to 
the  situation  in  which  the  faculty  of  medi- 
cine would  teach  the  medical  students  but 
without  responsibility  for  the  care  of  the 
patient  and  another  group  of  doctors  would 
provide  medical  service  to  the  patient  with- 
out any  responsibility  for  teaching. 

A combination  of  nursing  education  and 
nursing  service  is  urged  by  making  the 
nursing  instructor  also  responsible  for  the 
care  of  the  patient.  Increasing  the  require- 
ments and  lengthening  the  time  by  degree- 
programs  in  nursing  to  the  exclusion  of  the 
diploma-programs  is  said  to  work  against 
an  adequate  number  of  applicants  and  the 
availability  of  good  bedside  nursing. 

The  doctor  is  urged  to  join  the  teaching 
team  responsible  for  the  education  of  the 
student  nurse.  His  daily  ward  rounds  should 
include  time  for  the  explanation  of  his  or- 
ders and  procedures  and  their  implications 


to  the  nursing  staff  and  student  nurses.  He 
should  be  willing  to  participate  in  didactic 
teaching  with  genuine  interest  in  the  prog- 
ress of  student  nurses. 

Disease  of  Coronary  Arteries  and  Insurance — 

A recent  study  of  coronary  disease  as  an 
underwriting  problem  indicates  that  appli- 
cants can  be  considered  for  life  insurance 
within  a reasonably  short  time,  say  six 
months,  after  a coronary  occlusion  if  clin- 
ical recovery  has  taken  place  and  they  have 
returned  to  work  full-time.  The  author, 
Annie  Mary  Lyle,  senior  underwriting  re- 
search analyst.  The  Prudential  Insurance 
Company  of  America,  suggested  that  a wait- 
ing period  of  two  or  three  years  did  not 
accomplish  enough  to  justify  postponing 
consideration  for  insurance  much  beyond 
the  clinical  recovery  period  and  return  to 
full-time  work. 

Results  of  the  long-range  mortality  experi- 
ence involving  groups  of  individuals  with 
coronary  occlusion,  angina  pectoris,  and 
(Continued  on  page  27- A) 
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Notable  increase  in  vigor,  strength  and  sense  of  well-being 


I^^ROL  (stanozolol-Winthrop),  a heterocyclic  steroid,  combines 
t anabolic  effects  with  outstanding  tolerance,  stimulates  appe- 
te  id  promotes  weight  gain . . . restores  a positive  metabolic  balance, 
c nteracts  the  catabolic  effects  of  concomitant  corticosteroid  or 
- therapy.  WINSTROL  (stanozolol-Winthrop)  rebuilds  body  tissue 
l>i  it  builds  strength,  confidence  and  a sense  of  well-being  in  con- 
<i  s associated  with  excess  protein  breakdown,  insufficient  protein 
f«’_and  inadequate  nitrogen  and  mineral  retention. 

<1  Effects  and  Precautions:  Prolonged  administration  can  produce 
'll  lirsutism,  acne  or  voice  change.  In  an  occasional  patient,  edema 
•seen  observed  and  in  young  women  the  menstrual  periods  have 
•£  milder  and  shorter.  These  side  effects  are  reversible,  and  pa- 
<r  receiving  prolonged  treatment  should  be  examined  and  ques- 


tioned periodically  so  that,  should  side  effects  appear,  the  dosag 
may  be  reduced  or  administration  of  the  drug  discontinued  for  a timf 
In  patients  with  impaired  cardiac  and  renal  function,  there  is  the  po; 
sibility  of  sodium  and  water  retention.  Liver  function  tests  may  revet 
an  increase  in  bromsulphalein  retention,  particularly  in  elderly  pc 
tients.  In  such  cases,  therapy  should  be  discontinued.  Although  it  ha 
been  used  in  patients  with  cancer  of  the  prostate,  its  mild  androgeni 
activity  is  considered  by  some  investigators  to  be  a contraindicatior 
Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or  with  meals;  youn 
women,  I tablet  b.i.d.;  children  (school  age):  up  to  I tablet  t.i.d.;  chi 
dren  (pre-school  age):  ‘/a  tablet  b.i.d.  Available  as  scored  tablets  c 
2 mg.  in  bottles  of  100.  For  best  results,  administer  with  a high  proteii 

diet.  WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y 


m Supportive  therapy 
m for  the  aged  and  debilitated 

m Physiotonic  benefits 
W with  new  oral  anabolic 

^ WINSTROL 

brand  of 

STANOZOLOL 


Wirked  improvement  in  appetite/ Measurabie  weight  gain 


analgesic  formula 


PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthaiate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthaiate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderateiy  severe  pain, 
Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6^  hours 
or  longer  with  just  2 tablet . . . 
rarely  causes  constipation. 


throughout  the  wide 
middle  range  of  pain- 
control  with  one 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications— The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  ^ 

the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request,  £NDO  LABORATORIES  Richmond  Hill  18,  New  York 

*U.  S.  Pats.  2,628,185  and  2,907,768 


Diseases  of  Coronary  Arteries  and  Insurance — 
(Continued  from  page  24-A) 

suspected  coronary  disease  were  reported 
in  a paper  delivered  at  the  Society  of  Actu- 
aries annual  meeting  in  Atlantic  City  on 
October  28th. 

Several  major  conclusions  developed  and 
were  outlined  as  follows : 

1.  A history  of  two  or  more  coronary  oc- 
clusions is  associated  with  a very  high  mor- 
tality rate.  Among  those  who  survive  their 
first  coronary,  recurrence  is  common  and 
the  majority  will  die  sooner  or  later  of  their 
coronary  disease. 

2.  Individuals  with  angina  pectoris  after 
a coronary  occlusion  had  no  higher  mortality 
than  those  without  angina. 

3.  Coronary  occlusion  combined  with  any 
other  cardiovascular  impairment  or  dia- 
betes is  associated  with  a very  high  mortal- 
ity. 

4.  When  the  blood  pressure  was  normal 
after  a coronary  occlusion,  those  whose 
blood  pressure  was  elevated  before  the  oc- 
clusion had  a substantially  higher  mortality 
than  those  whose  preocclusion  blood  pressure 
was  normal. 

Miss  Lyle  concluded  that  it  is  possible  to 
select  the  best  of  the  coronary  group  and 
bring  the  mortality  within  customarily  ac- 
ceptable limits  for  insurance. 

Food  Facts  vs.  Food  Fallacies — 

The  American  food  supply  is  unsurpassed 
in  volume,  variety,  and  nutritional  value.  By 
patronizing  all  departments  of  a modern 
food  store  we  can  easily  supply  all  of  our 
nutritional  needs.  In  fact,  Americans  have 
to  go  out  of  their  way,  nutritionally  speak- 
ing, to  avoid  being  well  nourished.  Defi- 
ciency diseases  which  have  plagued  our  na- 
tion in  the  past  are  now  almost  unknown. 
Overweight  has  become  a more  common 
problem  than  underweight. 

Notwithstanding  the  abundance  and  qual- 
ity of  the  American  food  supply  a persistent 
campaign  is  being  carried  on  to  undermine 
public  confidence  in  the  nutritional  value  of 
staple  foods.  False  ideas  about  food  are  be- 
( Continued  on  page  30- A) 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltratef 

meprobamate  200  mg.+ 
pentaer^hritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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How  can 

Johnson's  Baby  Lotion 
help  the  doctor^ 
the  mother 
and  the  baby? 


The  doctor  knows  the  young  mother  wants  to  do 
everything  in  her  power  to  keep  her  baby  clean 
and  happy  and  in  good  health.  And  more  and 
more  evidence  points  to  the  fact  that  the  physi- 
cal expression  of  her  love  for  her  baby  is  not 
only  a delight  to  the  mother  and  pleasant  for  her 
child,  but  an  essential  element  in  the  develop- 
ment of  a mature,  self-reliant  adult.*  A father  as 
well  as  a physician,  he  knows  that  Johnson's  Baby 
Lotion  not  only  makes  changing  diapers  easier 
and  more  pleasant  for  all  concerned,  but  that  the 
antibacterial  effect  of  its  hexachlorophene  con- 


tent (0.5%)  persists  for  days,  to  protect  the  baby's 
delicate  skin  from  rashes  and  infections.  With 
Johnson's  Baby  Lotion  normal  skin  functions  are 
unaltered  because  the  protective  film  is  aqueous 
rather  than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend  Johnson's 
Baby  Lotion  for  routine  use  to  protect  delicate 
skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new 
plastic  bottle? 

*Donnelly,  J.:  A.M.A.Arch.  Environmental  Health  6:697,  June,  1%3 


New  Brunswick,  N.  J. 
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Food  Facts  vs.  Food  Facets — 

(Continued  from  page  27-A) 
ing  circulated  by  food  faddists  and  by  fringe 
promoters  of  vitamin  and  mineral  products. 
Such  products  are  sometimes  offered  as  cure- 
alls  for  serious  disease  conditions.  This  may 
be  dangerous  to  health,  especially  if  ailing 
people  are  led  to  put  off  getting  proper  med- 
ical attention. 

INIodern  as  well  as  ancient  mjThs  and  su- 
perstitions about  food  are  utilized  by  fad- 
dist promoters.  Such  notions  as  the  old  idea 
that  fish  and  celery  are  “brain  foods,”  or 
that  oysters  increase  fertility,  are  harm- 
less, but  when  garlic  pills  are  promoted  for 
high  blood  pressure,  or  grapes  for  the  treat- 
ment of  ulcers  and  cancer,  the  price  of  ig- 
norance may  come  high.  There  is  quackery 
in  the  field  of  nutrition  as  well  as  in  the 
field  of  medicine. 


Venereal  Disease  on  the  Increase — 

Syphilis  and  gonorrhea  are  two  of  the  dis- 
eases that  were  thought  to  be  whipped.  No 
doubt  the  idea  of  eradication  crossed  the 
(Continued  on  page  32- A) 


“Watch  out  whenever  you  pass  him.  Once 
in  awhile  he  musters  up  enough  energy’  and 
leaps  at  you!” 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomafCompound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenefidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


WALLACE  LABORATORIES  J Cranbury,  N.J. 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


Venereal  Disease  on  the  Increase — 

(Continued  from  page  30- A) 

minds  of  some.  Now  we  see  the  following 
in  Social  Health  News  for  September,  1963 : 

— “Cases  of  infectious  syphilis  in  the 
United  States  reported  to  the  Public  Health 
Service  for  fiscal  year  1963  . . . increased 
9.8%  over  1962,  to  a total  of  22,046. 

— “The  number  of  gonorrhea  cases  in- 
creased 3.7%  over  1962,  to  a total  of  270,- 
042. 

— “This  is  the  sixth  consecutive  y e a r 
showing  a steady  rise  in  infectious  syphilis 
from  the  low  of  6,251  in  1957.  The  low  for 
gonorrhea  was  216,476  in  the  same  year.” 

Appropriations  by  Congress  for  the  con- 
trol of  VD  for  the  coming  biennium  ap- 
proaches $10,000,000. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing i.ssue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


“There  is  a gentleman  in  202  suffering 
from  low  blood  pressure  — see  what  you  can 
do  for  him.” 
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Your  recommendation  of  Coricidin  assures  responsible 
treatment  of  common  colds.  For  added  decongestant 
action,  recommend  Coricidin  “D”  DecongestantTablets. 


Each  CORICIDIN  Tablet  contains: 
CHLOR-TRIMETON®  (chlorphen- 
iramine maleate,  Schering)  2 mg., 
aspirin  0.23  Gm.,  phenacetin 
0.16  Gm.,  caffeine  0.03  Gm. 

Each  CORICIDIN  “O"  Tablet  contains 
phenylephrine  10  mg.  in  addition 
to  the  above  ingredients. 

CORICIDIN  Tablets,  brand  of  antihista- 
minic-antipyretic-analgesic  compound 


S-I6I 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty -minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 

Eli  Lilly  and  Company 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


PRECEPTORSHIPS 

The  preceptor-program  was  started  at  the 
University  of  Nebraska  College  of  Medicine 
shortly  after  the  Second  World  War.  It  has 
undergone  a series  of  changes  during  the 
intervening  years  and  at  present  is  optional 
with  the  student.  The  student  spends  four, 
eight  or  twelve  weeks  with  a preceptor  dur- 
ing the  summer  following  the  junior  year. 
The  trend  is  toward  less  and  less  participa- 
tion in  this  program. 

The  processes  of  medical  education  have 
undergone  various  changes  in  recent  decades. 
Specialty  training  through  the  residency  pro- 
grams now  under  direct  control  of  the  med- 
ical schools  has  resulted  in  more  uniform 
and  in  most  cases  better  training.  The 
changes  in  undergi’aduate  as  well  as  post- 
graduate medical  education  have  taken  place 
with  no  little  controversy  and  only  after  con- 
siderable effort  and  travail. 

Those  commissioned  to  plan  for  medical 
education  are  faced  with  everchanging  and 
complex  situations  which  call  for  momentous 
and  far-reaching  decisions.  As  never  be- 
fore, the  practice  of  medicine  is  becoming 
a team  effort  and  each  member,  as  well  as 
each  specialty,  has  an  important  and  neces- 
saiy  function.  From  almost  the  day  he 
enters  medical  school,  the  future  doctor  is 
taught  almost  exclusively  by  those  trained 
in  and  oriented  toward  a specialty  practice. 
His  future  and  his  life  are  influenced  and 
moulded  by  his  teachers,  both  academic  and 
clinical.  Although  the  need  still  exists  for 
general  practitioners,  the  trend  is  away 
from  general  practice. 

In  order  to  treat  a patient  and  his  malady, 
the  clinician  needs  to  know  everything  pos- 
sible concerning  both.  In  planning  educa- 
tional programs  for  our  future  doctors,  all 
aspects  of  clinical  medicine  should  be  pre- 
sented and  every  effort  made  to  meet  the 
needs  of  the  sick,  whether  major  or  minor. 
Is  the  present  trend  healthy  and  realistic? 
Emphasis  on  and  utilization  of  hospital  fa- 
cilities is  becoming  more  evident  and  the 
cost  of  medical  care  increases  apace.  Ad- 


vance in  scientific  knowledge  and  new  de- 
velopments in  technology  read  like  a fairy 
tale  and  have  truly  revolutionized  the  prac- 
tice of  medicine.  Amidst  the  applause  and 
scientific  progress  have  we  momentarily  for- 
gotten human  values?  The  greatest  clini- 
cians and  teachers  of  the  past  have  been 
men  with  vast  knowledge  and  broad  experi- 
ence. How  can  one  better  learn  the  im- 
portance of  human  values  and  obseiwe  the 
art  of  the  practice  of  medicine  than  to  spend 
at  least  a short  period  of  time  with  a pre- 
ceptor doing  general  practice?  Even  those 
going  into  specialty  practice  need  to  observe, 
first  hand,  the  problems  of  the  family  doc- 
tor and  learn  to  better  appreciate  him  as  a 
member  of  the  professional  team. 

Unfortunately,  progress  in  human  rela- 
tions has  not  kept  pace  with  the  increase 
in  scientific  knowledge  and  advances  in 
technology.  The  human  element  cannot  be 
minimized  and  written  off.  “For  what  shall 
it  profit  a man  if  he  gain  the  whole  world 
and  lose  his  own  soul?”  It  is  known  that 
mental  illness  and  behavior-problems  are  on 
the  increase.  It  is  also  true  that  the  vast 
majority  of  serious  and  often  curable  ill- 
nesses are  first  seen  by  the  family  doctor. 

What  are  the  medical  needs  of  those  living 
in  our  present  day  society?  There  is  a mul- 
titude of  minor  and  apparently  unimportant 
ailments  which  are  important  in  the  eyes 
of  the  person  or  persons  involved.  The 
great  majority  of  these  do  not  require  the 
services  of  a specialist,  even  though  he  were 
available  in  every  community.  There  are 
also  many  medical  as  well  as  surgical  emer- 
gencies which  require  judgment  and  quick 
decision  and  action  on  the  part  of  the  family 
doctor  who  first  sees  the  patient.  The  doc- 
tor’s wisdom  and  judicious  handling  of  these 
emergencies  are  often  life  saving,  and,  for 
a time,  he  is  the  most  important  member 
of  the  professional  team.  He  can  be  and 
there  are  many  who  are  truly  great  healers, 
living  their  lives  on  the  “firing  line”  and 
demonstrating  the  art  of  the  practice  of 
medicine  on  innumerable  occasions  through- 
out his  long  working  day.  He  learns  and 
experiences  the  value  and  importance  of  hu- 
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man  relations  and  their  influence  upon  so- 
ciety, individually  and  collectively.  Surely 
a man  doing  a specialty  practice  could  profit 
by,  and  better  appreciate  the  problems  of  the 
man  in  general  practice,  if  he  were  to  spend 
some  time  in  this  type  of  clinical  work  dur- 
ing his  training  period.  A better  knowledge 
of  medicine  in  all  its  facets  would  be  a valu- 
able asset  to  any  doctor.  Surely  this  is  not 
too  much  to  ask  in  the  education  of  the  doc- 
tors of  the  future.  Let  us  give  every  medi- 
cal student  an  opportunity  to  see  general 
practice  as  it  really  is! 

W.  Max  Gentry,  MD 


CAN  DISEASES  BE  ERADICATED? 

A glance  at  Nebraska’s  “Morbidity  Report” 
for  the  month  of  September,  1963,  shows 
that,  aside  from  curable  and  preventable  dis- 
eases — gonorrhea,  syphilis,  and  tubercu- 
losis — our  health-situation  is  very  bland. 
If  we  could  exclude  all  the  diseases  listed 
here  that  can  be  prevented,  the  report  would 
be  very  uninteresting  each  month. 

Every  time  a cure  and  what  seems  to  be 
a full  knowledge  of  the  life  cycle  of  a disease 
is  found,  there  recurs  the  feeling  that  this 
disease  can  be  eradicated.  Those  who  are 
more  excited  about  the  possibility  of  eradica- 
tion speak  of  its  “feasibility.”  A recent 
issue  of  the  Bulletin  of  the  National  Tuber- 
culosis Association  was  almost  entirely  giv- 
en over  to  enthusiastic  plans  for  “eradica- 
tion” of  tuberculosis,  because,  knowing  the 
cause,  the  cure,  methods  of  transmission,  et 
cetera,  eradication  seems  “feasible.”  But, 
can  you  think  of  any  disease  that  has  been 
eradicated? 

Let  us  begin  with  Jenner  and  his  use  of 
cowpox  to  prevent  smallpox.  We  can,  then 
proceed  through  hookworm  disease,  yellow 
fever,  malaria,  and  now,  tuberculosis.  Hu- 
man nature  being  what  it  is,  and  the  causa- 
tive organisms  and  intermediate  hosts  be- 
ing of  the  nature  they  are,  every  attempt  at 
eradication,  no  matter  h o w feasible  it 
seemed,  has  failed.  It  is  this  writer’s  opin- 
ion that  the  status  of  eradication  of  disease 
is  not  going  to  change  — we  will  always 
fail. 


This  state  of  affairs  does  not  mean  we 
should  not  try  to  eradicate  polio,  tubercu- 
losis, gonorrhea,  syphilis,  measles,  pertussis, 
and  so  on  and  on.  The  process  of  letting  off 
steam  by  the  scientist  dedicated  to  the  idea 
of  eradication  will  always  lessen  the  mor- 
bidity and  mortality.  Good  will  come  from 
the  trial,  but  the  disease  will  be  still  with  us 
to  raise  its  ugly  head  the  moment  our  guard 
is  down. 


EDITORIAL  GLEANINGS 

Toxicity  of  Halothane — 

The  Council  on  Drugs  report  in  the 
Journal  of  the  American  Medical  Associa- 
tion (JAMA  186:145  (Oct.)  1963)  that 
“Since  late  1962  there  have  been  approxi- 
mately 11  reports  in  the  medical  literature 
of  deaths  caused  by  massive  necrosis  of  the 
liver  in  patients  who  had  had  surgical  opera- 
tions performed  under  halothane  anesthesia, 
and  another  six  reports  have  been  submitted 
to  the  Registry  on  Adverse  Reactions  of  the 
Council  on  Drugs.”  This  apparent  associa- 
tion of  necrosis  of  the  liver  with  halothane 
anesthesia  has  prompted  an  intensive  study 
— chemical,  pathological,  and  toxicological. 

The  Registry  of  Adverse  Reactions  of  the 
Council  on  Drugs  hope  that  all  cases  of 
hepatic  toxicity  following  halothane  admin- 
istration will  be  reported  to  them  at  535 
North  Dearborn  St.,  Chicago  10. 

Virus  Etiology  of  Leukemia?  — 

For  a hundred  years  the  idea  of  an  infec- 
tious etiologj'  of  leukemia  has  cropped  up 
from  time  to  time.  More  intensive  studies, 
during  the  past  30  years,  relative  to  leu- 
kemia in  animals  have  tended  to  show  that 
genetic  factors  played  a minor  role  and  in- 
fection, a major  role  in  this  process.  In  an 
editorial  (JAMA  186:146  (Oct.)  1963)  dis- 
cussing this  situation  we  find  the  following 
statement : 

“In  view  of  these  lessons  it  was  inevitable 
that  the  question  would  be  asked  whether 
human  leukemia  too  is  virus-induced.  A 
number  of  developments  during  the  past  10 
years  would  tend  toward  an  affirmative  an- 
swer to  this  question.”  Part  of  the  affirma- 
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tive  data  depends  on  the  finding  of  “leu- 
kemia clusters,”  one  of  which  is  described  in 
detail  in  the  same  issue  of  JAMA,  on  page 
106. 


News  and  Views 

Organ  Transplants — 

Within  a decade,  medical  scientists  may 
develop  a compact  artificial  heart  to  replace 
hearts  damaged  by  disease.  The  first  surgi- 
cal replacement  of  a diseased  human  heart 
may  come  even  sooner,  with  transplantation 
of  a healthy  heart  from  the  body  of  an  ac- 
cident victim. 

These  dramatic  predictions,  by  a surgeon 
whose  work  is  aided  by  the  Life  Insurance 
Medical  Research  Fund,  are  one  measure  of 
recent  progress  in  basic  medical  research. 
Dr.  William  A.  Jeffers,  scientific  director  of 
the  fund,  summarizes  this  progress  in  the 
1963  annual  report  released  recently. 

1.  The  “immune  reaction,”  the  tendency 
of  the  body  to  reject  tissues  transplanted 
from  another  person,  is  the  chief  obstacle 
to  successful  heart  transplants.  Dr.  Jeffers 
reports.  Recent  studies,  including  several 
supported  by  the  Fund,  have  shown  that 
the  immune  reaction  can  be  suppressed  by 
the  use  of  X rays  and  drugs.  Using  such 
techniques,  some  successful  kidney  trans- 
plants have  already  been  performed. 

2.  Open-heart  surgery  continues  to  ad- 
vance. One  fund-aided  surgeon  reports  on 
32  successful  operations  to  improve  the  ef- 
ficiency of  the  heart  muscle  by  removing 
useless  tissue  that  bulges  like  a balloon  with 
each  contraction  of  the  heart.  Other  fund 
studies  have  helped  surgeons  select  the  best 
methods  of  stopping  the  heart  for  various 
types  of  surgery,  of  lowering  the  tempera- 
ture of  blood,  heart  and  brain  to  reduce 
oxygen  requirements  during  surgery,  and  of 
using  heart-lung  machines  to  maintain  cir- 
culation and  oxygen  content  of  the  blood. 

3.  Refined  methods  of  locating  clots  in 
blood  vessels  are  improving  the  treatment, 
surgical  and  chemical,  of  strokes  and  other 


circulatory  blockages.  Methods  of  locating 
clots  including  injecting  dyes  detected  by 
X rays,  radioactive  tracers  detected  with 
Geiger  counters,  and  other  chemicals  includ- 
ing gases. 

4.  Studies  of  how  the  body  uses  fats  from 
food  and  how  it  produces  its  own  fats  are 
providing  new  insights  into  possible  causes 
of  heart  disease.  These  studies  call  upon 
many  disciplines,  ranging  from  biochemistry 
and  genetics  to  social  psychology.  One 
study,  for  example,  is  exploring  the  func- 
tions of  enzymes  that  block  formation  of 
fats  in  the  body  and  blood.  Another  is  ex- 
amining the  degree  to  which  a tendency  to 
high  fat  levels  in  the  blood  is  inherited.  A 
third  is  studying  the  increases  in  blood 
fat  levels  exacted  by  social  and  psychological 
stresses. 

5.  Researchers’  tools  are  also  suggesting 
new  diagnostic  possibilities.  For  example, 
the  kind  of  radiotelemetry  equipment  that 
monitors  the  heartbeat  of  an  astronaut  in  or- 
bit can  be  applied  to  earthbound  studies.  By 
analyzing  heart  rhythms  during  violent  -ex- 
ercise, researchers  may  learn  more  about 
how  the  normal  heart  functions.  These  re- 
sults could,  in  turn,  aid  earlier  detection  of 
abnormalities. 

These  are  only  a few  examples  of  the 
work  medical  researchers  are  doing.  As  one 
sponsor  of  continuing  studies  in  the  field, 
the  Life  Insurance  Medical  Research  Fund  is 
supporting  a total  of  123  research  projects 
this  year  alone.  In  addition,  the  fund  has 
granted  18  fellowships  to  help  especially 
promising  students  reach  their  goal  of  ca- 
reers in  medical  research.  These  fellow- 
ships, granted  usually  to  second-year  medi- 
cal students,  enable  the  recipients  to  earn 
PhD  degrees  and  to  complete  their  studies 
for  the  MD  degree. 

Since  the  fund  was  established  in  1945, 
it  has  aided  more  than  1,000  research  proj- 
ects and  has  devoted  more  than  $16.2  million 
to  research  and  scientific  training.  The 
money  has  been  contributed  by  life  insurance 
companies  in  the  United  States  and  Canada. 
Currently,  133  companies  are  supporting 
the  fund’s  work  with  annual  contributions. 
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SEASON'S  GREETINGS  to  all  of  you  from  your  officers 


Comments  From 
Your  President 


When  this  copy  reaches  your  desk  the 
Clinical  Sessions  of  the  AMA  will  be  about 
to  convene  in  Portland.  Several  important 
policy  decisions  will  be  put  to  the  body  of 
delegates  for  their  consideration  and  action. 
A report  will  be  presented  at  a later  date. 

Elsewhere  in  this  issue  a brief  review 
of  the  physician  population  and  distribution 
throughout  our  state  is  presented.  If  Ne- 
braska were  to  have  one  physician  for  each 
1,000  people,  we  have  a deficit  of  about 
220  physicians  at  the  present  time.  It  is 
my  earnest  hope  that  you  will  be  able  to  en- 
courage capable  prospects  to  study  medicine 
at  either  of  our  fine  medical  schools.  We 
have  witnessed  some  good  public  relations 
efforts  this  month  in  several  communities. 
It  is  unfortunate  that  we  also  have  re- 
ceived some  “bad  press”  notices.  It  is  im- 
perative that  we  continue  to  receive  good 
publicity,  and  maintain  a healthy  working 
relationship  with  all  news  media. 

November  and  December  are  normally 
set  aside  for  family  activities  and  the  cele- 
bration of  a national  and  religious  holiday. 
For  many  of  us  it  also  will  be  a time  to 
take  stock  of  our  aspirations  and  our  accom- 
plishments. One  of  the  greatest  contribu- 
tions we  can  make,  after  serving  our  pro- 
fessional roles,  is  to  give  of  ourselves  to  the 
betterment  of  all  humanity.  Each  one  of  us, 
in  his  small  way  sometimes,  is  able  to  serve 
his  fellow  man.  One  of  the  ways  we  can  all 
serve  is  to  help  educate  the  great  “grass 
roots”  population  about  the  evils  and  grow- 
ing threat  of  Socialism  and,  ultimately.  Com- 


munism, with  special  emphasis  on  what  those 
types  of  government  would  do  to  the  practice 
of  medicine  as  we  now  know  it.  If  we, 
as  individuals,  do  not  act  in  a positive  man- 
ner every  day  to  inform  the  public,  our 
patients,  it  may  be  too  late  for  our  chil- 
dren to  stem  the  great  tidal  wave  of  womb 
to  tomb  total  care. 

There  is  a great  need  for  better  under- 
standing regarding  many  phases  of  the  way 
our  government  operates,  and  if  each  one 
of  you  would  bestir  himself  to  become  better 
informed  about  medical  legislation  — about 
the  many  regulations  which  govern  our  local 
hospitals  — about  new  services  being  of- 
fered the  blind  — the  manner  in  which  a 
patient  is  committed  — the  limitations  real 
and  implied  in  the  “Medicare”  program  — 
we  would  have  our  battle  at  least  half  won. 

At  this  writing  it  seems  highly  probable 
that  the  Kerr-Mills  law  will  become  effective 
in  Nebraska  January  1,  1964. 

RUDOLPH  SIEVERS,  President. 
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ARTICLES 


The  MEDICALLY  ORIENTED 

Speech  and  Hearing  Center: 

A PILOT  PROGRAM 
IN  MEDICAL  EDUCATION 


Introduction 

The  ability  of  man  to  formu- 
late and  perpetuate  an  oral 
means  of  communication  has 
always  interested  anthropologists,  philoso- 
phers, physicians,  and  other  disciplines. 
Coupled  with  this  interest  is  the  fascinating 
study  of  disturbances  which  limit  this  means 
of  communication  in  the  individual,  or  per- 
haps even  make  it  impossible  to  develop 
this  skill.  Only  in  recent  years,  however, 
has  this  concern  led  to  the  formation  of  an 
allied  profession  charged  with  the  responsi- 
bility of  aiding  in  the  reduction  of  these  lim- 
itations and  providing  a continuing  body  of 
knowledge  concerning  them.  The  speech  and 
hearing  therapist  is  a skilled  specialist  whose 
responsibility  begins  with  the  adequate 
evaluation  of  the  problem  and  ends  only 
when  it  is  felt  that  he  can  be  of  no  further 
assistance  to  the  patient.  He  must  ally  close- 
ly with  the  specialists  in  medicine,  psychol- 
ogy, education  and  social  service  in  order 
to  reveal  all  the  facets  of  the  communicative 
disorder  and  reduce  as  many  elements  which 
may  preclude  the  rehabilitation  process  as 
possible.  Sometimes  he  works  alone;  on 
other  occasions  he  is  found  in  clinics  or 
centers. 

Role  of  the  Speech  and  Hearing  Center 

The  purpose  of  this  presentation  is  to 
discuss  the  role  of  the  speech  and  hearing 
center  modified  to  fit  within  the  structure 
of  the  hospital  setting.  Before  this  can  be 
accomplished,  it  is  necessary  to  study  the 
professional  speech  and  hearing  center  it- 
self. 

One  of  the  most  famous  of  these  centers 
is  the  Cleveland  Speech  and  Hearing  Center. 
Fortune^  indicates  five  major  objectives  for 
the  speech  and  hearing  center. 
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1.  Clinical  or  therapy  services  for 
children  and  adults  of  all  ages  with 
speech  and/or  hearing  problems,  in- 
cluding diagnostic  facilities. 

2.  Recreational  rehabilitation  services 
through  group  or  club  programs  for 
the  speech  and  hearing  handicapped 
guided  by  a trained  group  worker 
from  the  field  of  social  services. 

3.  Professional  education  in  some  type 
of  affiliation  with  a university  or 
college  program  or  even  a well 
planned  in-service  program  to  im- 
prove the  effectiveness  of  the  staff. 

4.  Health  education  or  public  educa- 
tion programs  must  be  a continuing 
part  of  the  speech  and  hearing  cen- 
ter’s total  service  to  the  community. 

5.  Research  — or  doing  a better  job 
tomorrow  than  w^e  are  doing  today. 

Fortune  traces  the  development  of  the 
Cleveland  Center  by  stating  that  it  was 
established  in  the  heart  of  a medical  center. 
The  original  staff  consisted  of  six  individ- 
uals, many  of  whom  were  shared  with  other 
agencies.  He  contrasts  this  with  the  current 
staff  of  eighteeen  full-time  and  seventeen 
part-time  individuals,  including  three  physi- 
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cians.  Fortune  suggests  that  the  influence 
of  the  center  has  aided  in  increasing  the  num- 
ber of  therapists  in  the  public  schools  in  the 
community  from  four  self-styled  therapists 
to  a current  staff  of  fifty  certified  ther- 
apists. The  physical  plant  evolved  from  an 
old  house  to  three  four-story  modern  build- 
ings, thus  providing  one  of  the  most  com- 
plete programs  in  speech  and  hearing  ther- 
apy in  the  United  States.^ 

How  Great  Is  the  Need? 

With  these  facts  in  mind,  we  may  con- 
clude that  the  rehabilitation  of  speech  and 
hearing  disorders  is  an  important  and  nec- 
essary undertaking  and,  therefore,  should 
be  provided  within  all  communities  propor- 
tionate to  the  need  and  resources  of  each 
community.  Recent  studies  indicate  a speech 
defect  incidence  of  five  per  cent  (2,490,000) 
in  the  public  school  population.  Other  esti- 
mates place  the  speech  and  hearing  defect 
incidence  for  the  adult  population  at  5.1  per 
cent  (about  6,500,000)  and  1.3  per  cent 
speech  defect  incidence  (273,247)  in  the  pre- 
school population. 2 Certainly,  the  increase 
in  the  num.ber  of  public  school  therapists  has 
helped  to  control  this  problem  at  the  local 
level,  but  unfortunately  many  individuals 
do  not  qualify  for  these  local  school  services. 
A recent  survey  was  made  of  the  Catholic 
parochial  school  systems  throughout  the 
United  States.-^  This  sampled  the  availabil- 
ity of  sendees  to  approximately  3,000,000 
children.  The  median  of  incidence  of  de- 
fects corresponded  to  that  of  the  public 
schools,  and  only  15  per  cent  of  the  systems 
had  programs  in  speech  and  hearing  therapy 
available  through  the  school  itself. 

Certainly  then,  a more  comprehensive 
therapeutic  program  throughout  the  country 
is  needed  to  treat  disorders  affecting  nearly 
ten  million  people. 

How  May  a Center  Be  Established? 

One  facility  available  in  most  communities 
which  might  provide  such  a center  is  the 
hospital.  The  bed  capacity  of  a community 
hospital  would  not  necessarily  limit  such 
services  since  most  speech-and-hearing-dis- 
orders  do  not  require  hospitalization;  on  the 


other  hand,  they  do  require  medical  orienta- 
tion. 

One  might  question  the  advantage  of  lo- 
cating a speech-and-hearing-center  in  a hos- 
pital on  the  basis  that  the  people  seeking 
these  services  are  generally  not  acutely  ill. 
However,  hospitals  throughout  the  country 
are  realizing  that  there  is  a definite  place 
in  their  programs  for  out-patient  services  to 
the  community.  There  are  advantages  also 
in  the  interprofessional  relationships  which 
are  generated  by  the  accessibility  of  both  the 
physician  and  the  therapist.  Obviously  the 
therapist  serves  patients  of  many  physicians, 
and  his  presence  in  the  hospital,  which  is 
part  of  the  daily  rounds  for  the  doctor,  al- 
lows for  much  closer  contact.  Although  every 
physician  meets  speech-and-hearing  prob- 
lems, it  will  be  sufficient  for  purpose  of 
illustration  to  indicate  the  relationship  of 
some  of  these  disorders  to  a few  medical 
specialties. 

A frequent  communicative  disorder  ob- 
served by  the  neurologist  is  aphasia.  Our 
experience  indicates  that  early  treatment  of 
the  disorder  increases  the  return  of  func- 
tion beyond  spontaneous  recovery.  Therapy 
should  be  initiated  as  soon  as  the  condition 
of  the  individual  permits.  This  means  that 
therapy  could  be  initiated  before  the  patient 
leaves  the  hospital  and  could  be  continued 
on  an  out-patient  basis  when  hospitalization 
is  no  longer  necessary.  Too  often  the  pa- 
tient has  passed  through  the  spontaneous 
recovery  period  before  he  is  ever  seen  by 
the  therapist. 

The  otolaryngologist  has  a double  need  for 
the  services  of  the  center.  He  requires  aud- 
iological  services  in  the  diagnosis  of  hearing 
defects  and  in  the  rehabilitation  of  the  hard 
of  hearing.  Another  severe  communicative 
disorder  observed  by  this  specialty  results 
from  surgical  procedures  for  removal  of  the 
larynx.  The  speech-and-hearing  therapist 
can  help  provide  a natural  means  of  voice 
production  for  this  patient,  initiating  in- 
struction even  before  operation. 

The  pediatrician  is  often  in  a position 
to  forestall  the  development  of  speech  dis- 
orders, since  he  is  in  contact  with  children 
during  the  period  of  speech  development. 
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It  is  no  longer  an  adequate  discharge  of 
responsibility  to  the  inquiring  parent  to  in- 
dicate that  the  child  will  probably  “grow 
out”  of  the  speech  difficulty.  Speech  dis- 
orders do  not  disappear  merely  with  the 
passage  of  time,  and  it  requires  the  skill 
of  the  trained  therapist  to  distinguish  the 
true  disorders  of  speech  from  the  natural 
process  of  speech  development  in  the  young 
child.  Even  a functional  problem  of  speech 
requires  the  proper  treatment.  Obviously, 
it  is  much  more  efficient  to  modify  pat- 
terns which  are  in  the  process  of  develop- 
ment than  it  is  to  correct  a defective  pat- 
tern which  has  fully  developed. 

In  psychiatry  the  relationship  is  imme- 
diately seen  in  the  treatment  of  the  stutter- 
er. Current  theories  indicate  that  this  dis- 
order has  strong  psychological  aspects  which 
require  the  close  coopei’ation  of  the  medical 
specialists  and  the  therapist.  Certainly  the 
skills  of  the  psychiatrist  are  necessary  to  re- 
duce the  casual  factors  in  this  disorder;  but 
the  services  of  the  therapist  simultaneously 
aid  in  the  elimination  of  the  communicative 
defect  itself  which  may  in  fact  be  contrib- 
uting to  the  adjustment  problems  confront- 
ing the  stutterer. 

Thus  it  may  be  that  the  presence  of  the 
speech-and-hearing  center  in  the  hospital 
may  seiwe  to  provide  an  immediate  pro- 
gram for  the  patient  with  communicative 
difficulties.  Only  the  patient  can  know  the 
anguish  and  anxiety  which  has  prompted 
his  inquiry;  which  is  usually  the  culmina- 
tion rather  than  the  beginning  of  his  con- 
cern about  the  problem. 

Operation  of  the  Center 

Let  us  now  consider  the  structure  of  the 
speech-and-hearing-center  itself.  Where  the 
hospital  has  a rehabilitation  department  or 
center,  the  speech-and-hearing  program  can 
function  as  a unit  of  the  rehabilitation  fa- 
cility. Where  such  rehabilitation  seiwices 
are  not  provided,  the  speech-and-hearing 
center  may  be  an  independent  unit  under 
medical  direction.  In  the  beginning,  of 
course,  it  will  be  a “one-man”  operation. 
However,  if  the  hospital  and  community  are 
of  considerable  size,  and  if  the  services  are 
utilized  to  the  fullest  extent,  it  will  be  only 


a short  time  before  the  available  time  of 
one  person  will  be  exhausted.  At  that  point 
it  would  be  advisable  to  add  a speech  path- 
ologist-audiologist rather  than  another  ther- 
apist to  the  staff,  thus  creating  the  frame- 
work for  the  center.  Generally,  therapy  is 
effective  in  one-hour  or  half-hour  therapy 
sessions ; a case-load  of  thirty  to  sixty  in- 
dividual appointments  per  week  should  then 
be  considered  a maximum.  This  could  be 
increased  by  utilization  of  group  therapy, 
but  in  many  cases  better  rapport  exists  in 
individual  therapy,  and  still  other  cases  do 
not  lend  themselves  by  their  very  nature  to 
integration  into  group  activities.  There- 
fore, expansion  beyond  this  point  will  re- 
quire the  creation  of  a department  or  center. 
Many  of  the  participants  at  first  would  be 
on  a consultative  basis  and  might  already 
be  provided  within  the  framework  of  the 
general  hospital. 

The  Physical  Plant 

Physical  size  of  the  center  will  be  related 
to  the  number  of  people  served,  nature  of 
the  services,  and  policies  of  the  individual 
hospital.  Audiometric  seiwices  will  require 
quiet  facilities  for  validity  in  testing.  Sound- 
controlled  rooms  allow  the  tester  to  have 
as  complete  control  over  sound  variables  as 
possible.  A typical  suite  of  rooms  for  ther- 
apy should  include  a large  conference  room 
for  group  therapy,  and  individual  therapy 
room-offices,  dependent  upon  size  of  the 
staff.  Facilities  for  visual  and  aural  obser- 
vations should  be  provided.  If  medical  ex- 
amination, psychological  and  social  service 
space  is  available  elsewhere  in  the  hospital, 
the  floor  space  needed  can  be  proportionate- 
ly decreased.  Major  items  of  equipment 
should  include,  as  a minimum,  a tape  record- 
er, auditoiy  trainer,  clinical  audiometer  (a 
portable  screening  audiometer  may  also  be 
desirable),  and  phonograph.  Budget-funds 
should  be  available  for  testing  materials  and 
expendable  therapy-aids.  Whenever  possible, 
the  center  should  be  located  in  a part  of 
the  hospital  allocated  for  out-patient  serv- 
ices. 

The  function  of  the  ideal  center  begins 
with  the  evaluation  of  the  disorder.  This 
should  begin  with  a medical  examination. 
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speech-and-hearing  testing,  psychological 
testing,  and  social  service  appraisal.  In 
some  instances  this  can  be  accomplished  in 
one  appointment;  however,  generally  multi- 
ple appointments  are  needed,  and  these 
should  be  coordinated.  Tape  recordings  of 
speech  performance  at  initiation  of  therapy 
should  be  made  and  maintained  for  each 
individual  in  order  to  evaluate  progress. 
Therapy  may  be  planned  for  an  intensive 
short  course  or  it  may  be  spread  out  over 
a longer  period  supported  by  home  therapy 
programs  to  be  completed  under  the  guid- 
ance of  the  therapist.  An  extended  progi’am 
is  more  effective  with  intermediate  goals. 
Therefore,  it  is  suggested  that  each  case 
be  reviewed  at  three-month  intervals.  Real- 
istic goals  of  one  to  two  years  are  not  un- 
common, even  in  functional  disorders.  It  is 
of  tremendous  importance  to  maintain  reg- 
ular contact  with  the  family  and  relatives 
in  the  structuring  of  an  adequate  supplemen- 
tary home  program.  It  frequently  is  desir- 
able to  schedule  regular  appointments  for 
the  family,  separate  from  the  patient, 
especially  during  the  first  interval  of  ther- 
apy. Reports  should  be  made  available  to 
the  physician  periodically. 

Financing  the  Center 

Financing  of  the  center  will  be  accom- 
plished primarily  through  fees  charged  di- 
rectly to  patients.  These  may  vary  from  ten 
to  twenty-five  dollars  for  evaluation  of 
speech  and  hearing  and  from  five  to  ten 
dollars  per  hour  for  therapy.  It  may  be  pos- 
sible to  obtain  subsidy  for  part  of  the  fees 
through  rehabilitation  agencies,  governmen- 
tal agencies  or  charitable  organizations.  Not- 
able among  these  are  the  Office  of  Vocation- 
al Rehabilitation  and  the  National  Society 
for  Crippled  Children  and  Adults.  In  all 
cases,  however,  it  is  important  that  the  per- 
son receiving  the  services  be  financially  re- 
sponsible for  part  of  the  fees  incurred. 

How  May  the  Center  Concept  Be  Integrated? 

If  the  use  of  speech  and  hearing  centers 
is  to  be  widespread,  it  is  necessary  to  pro- 
vide demonstration  facilities  which  will  en- 
able the  practicing  physician  to  participate 
in  activities  which  are  oriented  to  disorders 
of  communication.  It  has  been  said  that 


speech  is  not  merely  an  isolated  behavior 
characteristic  in  the  human  being,  but  rath- 
er a reflection  of  the  function  of  the  entire 
being.  If  this  is  true,  the  understanding  of 
speech  defects  must  involve  all  of  the  var- 
ious disciplines  related  to  the  function  of 
the  individual  in  his  environment.  There- 
fore, a team  approach  to  speech-and-hearing 
difficulties  involves  the  physician,  the  speech- 
and-hearing  therapist,  the  psychologist,  and 
the  social  worker  as  a minimum.  Further- 
more, it  is  necessary  to  have  adequate  com- 
munication among  these  various  fields  in 
order  to  understand  the  complete  individual. 

We  would  like  to  describe  a three-year 
pilot  program  by  which  a Rehabilitation 
Center  in  a large  general  hospital  inte- 
grated its  speech-and-hearing  section  with 
the  teaching  program.  In  Creighton  Memor- 
ial St.  Joseph’s  Hospital,  the  speech-and- 
hearing  section  is  a part  of  the  department 
of  rehabilitation.  Since  this  general  hos- 
pital is  closely  affiliated  with  a school  of 
medicine,  the  medical  student  will  function 
in  its  teaching  program  much  the  same  as 
he  later  will  as  the  practicing  physician. 

As  was  mentioned  earlier,  there  are  cer- 
tain medical  specialties  which  have  a close 
relationship  to  language  skills.  The  depart- 
ment of  otolaryngology  was  chosen  as  repre- 
sentative of  these  medical  specialties;  how- 
ever, the  other  areas  mentioned  would  also 
integrate  easily  into  this  framework.  Using 
the  team  facilities  of  the  rehabilitation  cen- 
ter, the  services  of  a speech-and-hearing 
therapist,  psychologist,  and  social  worker 
were  also  obtained  for  evaluation  and  treat- 
ment of  patients.  A grant  was  obtained 
from  'he  Nebraska  Society  for  Crippled 
Children  to  finance  a program  for  main- 
tenance of  indigent  patients  for  extended 
therapy  in  a demonstration  clinic.  Services 
of  the  team  were  sustained,  in  part,  through 
this  grant  as  well.  The  out-patient  dispen- 
sary of  the  Creighton  University  School  of 
Medicine  was  utilized  as  a source  of  case 
material.  It  is  emphasized  that  such  a pro- 
gram exists  primarily  as  a teaching  exper- 
ience provided  through  the  creation  of  a 
demonstration  clinic,  rather  than  as  a treat- 
ment facility  per  se.  Therefore,  it  was  nec- 
essary to  screen  the  patients  at  the  out- 
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Figure  1 
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patient  dispensaiy  in  order  to  obtain  cases 
which  showed  teaching  potential. 

The  Speech  and  Hearing  Conference 

At  our  institution  the  medical  clerkship  in 
the  junior  year  is  structured  so  that  the  stu- 
dents are  given  a service  in  rehabilitation  for 
three  weeks,  with  the  total  number  of  stu- 
dents on  each  service  varying  from  four  to 
six.  In  our  pilot  progi’am  the  speech-and- 
hearing  conference  was  conducted  once  per 
week  during  this  service.  The  first  con- 
ference of  each  service  was  an  instructional 
conference  in  which  the  otolaryngologist  ex- 
plained the  process  of  examination  of  the 
speech-and-hearing  mechanism,  the  speech- 
and-hearing  therapist  discussed  the  nature 
of  the  communicative  difficulties  arising 
from  these  mechanisms,  and  the  psychologist 
and  social  worker  discussed  the  effect  of 
the  communicative  difficulties  upon  the  pa- 
tient and  his  environment.  The  remainder 
of  the  conferences  were  devoted  to  case  pres- 
entation. One  medical  student  was  assigned 
to  each  case  presented;  he  was  to  function 
as  the  family  physician  in  examining  the  pa- 
tient for  medical  problems  related  to  the 
communicative  disorder  and  to  integi-ate 
data  obtained  from  the  co-professional  per- 
sonnel. The  work-up  period  for  each  patient 
generally  averaged  from  three  to  four  hours 
of  contact  time  with  the  patient  and  varying 
amounts  of  time  in  contact  of  other  agencies 
and  in  analysis  of  test  results.  Total  time 
was  estimated  at  a maximum  of  six  hours 
per  patient.  One  case  per  week  was  pre- 
sented. At  the  conference  itself,  the  case 
was  presented  by  the  medical  student  and 
reviewed  by  the  otolaryngologist  and  var- 
ious co-professional  personnel  concerned. 
The  case  was  then  discussed  in  terms  of 
rehabilitation  potential,  and  in  many  cases 
a representative  of  vocational  agencies  such 
as  Vocational  Rehabilitation  was  contacted 
and  available  at  the  conference  for  follow- 
up on  the  case.  After  evaluation,  the  pa- 
tient was  accepted  at  the  rehabilitation  cen- 
ter and  received  speech-and-hearing  therapy 
and  other  services  as  needed.  In  addition, 
provision  was  made  in  the  conference  for 
review  of  cases  currently  under  therapy. 
Since  detailed  records  were  kept,  including 
tape  recordings,  it  was  possible  to  evaluate 


progress  made  as  a result  of  therapy,  even 
though  the  student  had  not  previously  seen 
the  patient.  In  hospitals  where  there  is  no 
need  for  a teaching-demonstration-clinic,  a 
team  approach  in  an  evaluation  clinic  is  still 
useful. 

Results 

It  soon  became  apparent  at  this  confer- 
ence that  the  average  medical  student  has 
limited  knowledge  of  the  function  of  speech- 
and-hearing  therapy.  This  led  to  an  am- 
plification of  the  contact  between  the  speech- 
and-hearing  therapist  and  the  medical  stu- 
dent. Beginning  in  the  sophomore  year, 
basic  lectures  in  speech-and-hearing  were 
offered  through  the  department  of  otolaryng- 
ology’. In  the  third  year  advanced  lectures 
were  offered  through  the  department  of 
otolaryngology.  This  is  also  the  year  that 
the  students  participated  in  the  speech-and- 
hearing  conference.  The  speech-and-hearing 
therapist  was  also  available  at  the  weekly 
conferences  in  rehabilitation  and  in  neurol- 
ogy. In  the  final  year  the  student  had  con- 
tact with  the  therapist  through  the  oto- 
larymgology’  clinic  and  rehabilitation  clinic 
at  the  out-patient  dispensary  and  was  also 
given  an  opportunity  to  participate  in  the 
basic  research  program  of  the  speech-and- 
hearing  section  under  stipend.  Definite  in- 
tegration with  the  department  of  anatomy 
and  physiology’  would  be  considered  desirable 
in  the  first  year  program  but  was  not  at- 
tempted. 

As  a pilot  program,  this  project  was  con- 
sidered highly  successful.  Both  faculty  and 
students  were  enthusiastic  and  participated 
in  activities  in  teaching  and  research  beyond 
those  required.  Some  limitations  in  the  pro- 
gram as  a community"  project  were  noted 
however.  First,  the  students  benefiting  from 
this  experience  did  not  often  remain  in  the 
community’  after  graduation.  Secondly’,  local 
financing  was  purposely"  used.  Though  the 
response  from  the  organizations  was  en- 
thusiastic the  grant  source  was  not  consid- 
ered stable  enough  to  provide  continuing 
support  indefinitely".  Their  role  as  a “pump- 
primer”  further  illustrates  the  importance 
of  the  early  integration  of  a new  program 
into  the  operating  budget  of  the  university 
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before  the  resources  of  the  local  agency  have 
been  exhausted. 

Summary 

The  purpose  of  this  paper  has  been  to  pre- 
sent a point  of  view  concerning  the  manage- 
ment of  problems  in  speech  and  hearing  in 
the  medically  oriented  setting.  It  has  been 
shown  that  a need  exists  which  is  not  current- 
ly being  met.  It  has  also  been  indicated  that 
the  presence  of  the  hospital  speech-and-hear- 
ing  unit  in  a community  may  be  one  solution 
to  this  problem.  Finally,  we  have  suggested 
a method  of  implementing  the  center-con- 


cept through  inauguration  of  an  educational 
program  in  speech  and  hearing.  It  is  hoped 
that  the  basic  concepts  expressed  here  may 
be  modified  to  the  needs  and  facilities  of 
many  communities  where  speech-and-hear- 
ing  services  are  not  as  yet  available. 
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RESPONSIBILITIES  OF  A DEAN 
A dean  is,  I suppose,  like  all  others  charged  with  authonty 
over  academic  institutions.  The  list  of  qualities  demanded  of  him 
by  his  colleagues  will  be  varied  and  quite  remarkably  compre- 
hensive. He  will  be  fortunate  if  colleagues  expect  as  the  absolute 
minimum  qualities  something  between  the  wisdom  of  Solomon,  the 
patience  of  Job,  the  character  of  a saint,  and  the  questionable 
knowledge  of  a sea  lawyer.  He  will  be  unfortunate  if  he  does  not 
possess  also  the  hide  of  a rhinoceros.  He  will  be  expected  to  swallow 
all  the  advice  given  to  him  by  anybody  at  any  time  and  yet  make 
bold  decisions  with  which  nobody  will  disagree,  and  while  being 
required  to  meet  other  conditions  he  must  also  act  speedily  and 
decisively.  I sometimes  think  he  is  rather  like  the  description  of 
the  Almighty  by  a Scottish  preacher,  who  said,  “The  Almighty  is 
compelled  to  do  many  things  in  his  official  capacity  which  he 
would  scorn  to  do  as  an  invidual.” 

— Sir  John  Lockwood,  Inaugural  address,  104th  session, 
1962-63,  Royal  Dental  Hospital  of  London  School  of 
Dental  Surgery,  British  Medical  Journal,  1:100,  1963. 
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POISON  CONTROL  OUTLINES: 

Toxicity  of  Insecticides 

and  Herbicides 


Despite  the  current  concern 
over  the  long  term,  deleterious 
effect  of  large-scale  use  of  in- 
secticides, exposure  to  these  products  is 
ever  on  the  increase  and  the  practicing 
physician  and  poison  control  center  face 
the  more  immediate  problem  of  acute  toxi- 
city. Since  it  seems  almost  impossible  to 
develop  an  organic  poison  that  is  not  also 
toxic  for  man,  almost  all  of  the  agents  em- 
ployed carry  the  risk  of  acute  or  chronic 
toxicity.  Even  the  “inert  ingredients,”  the 
usual  petroleum  vehicles,  cause  lipoid  pneu- 
monia if  ingested.  This  brief  report  omits 
references  to  older  compounds  such  as  nico- 
tine and  lead  arsenate,  and  outlines  the 
toxicity  of  the  cholinesterase  inhibitors, 
which  are  all  highly  toxic,  and  the  chlorin- 
ated hydrocarbons  in  which  there  is  almost 
as  much  variance  in  their  toxicity  as  there 
is  in  their  trade  names. 

Cholinesterase  Inhibitors 

Two  major  groups  of  insecticides,  the  or- 
ganic phosphates  and  the  carbaynates,  (the 
latter  being  neostigmine  analogues),  have 
the  property  of  inhibition  of  cholinesterase 
leading  to  accumulation  of  acetyl  choline. 

Organic  Phosphate  Insecticides:  mala- 

thion,  parathion*,  TEPP*,  chlorthion,  deme- 
ton  (systox),  DFP,  diazinon,  dibrom,  dicap- 
thon,  dipterex,  EPN,  guthion,  HETP,  methyl 
pai-athion,  methyl  trithion,  OMPA,  para- 
oxon*,  phosdrin,  thimet,  sarin,  TEPP*. 
(*highest  toxicity). 

Carbamate  Insecticides:  dimetan,  isolan, 
pyrolan,  sevin. 

Onset  of  Toxicity  — Usually  within  one 
hour  of  acute  exposure.  Following  acute  or 
chronic  exposure,  cholinesterase  activity  of 
whole  blood  or  serum  may  be  depressed  for 
many  weeks. 

Signs  and  Symptoms  — Headache,  giddi- 
ness, convulsions,  pinpoint  pupils,  blurred 


CAROL  R.  ANGLE,  MD 
Nebraska  Master  Poison  Control  Center, 
Childrens  Memorial  Hospital 
Omaha,  Nebraska 


vision,  increased  sweating,  salivation  and 
lacrimation,  bradycardia,  urinary  frequency, 
vomiting,  diarrhea,  abdominal  cramps, 
wheezing,  tightness  in  chest,  pulmonary 
edema,  hypertension,  muscle  cramps,  fasicu- 
lation  and  weakness.  In  fatal  cases,  death 
occurs  about  ten  hours  after  last  exposure. 

Recognition  — Typical  muscarine  and 
nicotine  toxicity;  history  of  exposure. 

Cholinesterase  Assay  — Whole  blood,  sep- 
arated red  cells  or  plasma,  may  be  used.  A 
micro  adaptation^  is  available  of  the  Hes- 
trin^  method  which  is  most  widely  used.  It 
is  imperative  that  the  blood  be  refrigerated 
at  0-5°  C until  assay  since  cholinesterase  ac- 
tivity declines  at  higher  temperatures.^  The 
carbamate  insecticides  form  an  inhibitor 
enzyme  complex  which  readily  dissociates 
with  regeneration  of  cholinesterase.  The 
usual  methods  of  analysis  will  yield  falsely 
elevated  levels  of  cholinesterase.® 

Treatment 

1.  Eliminate  continued  contact  by  re- 
moving clothing  and  washing  skin 
thoroughly.  Gastric  lavage  as  indi- 
cated. 

2.  IMaintenance  of  air  w a y : postural 
drainage,  suction,  artificial  respira- 
tion and  traceostomy  as  indicated. 

3.  Atropine  1.0  mg/M®  (average  adult: 
2.0  mg)  intravenously  every  3-20  min- 
utes until  relief  of  muscarinic  symp- 
toms. Continue  mild  atropinization 
for  24-48  hours.  Atropine  does  not 
relieve  muscle  weakness. 
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4.  Pyridine-2-aldoxime  (2-PAM)  600- 

1200  mg/M^  intravenously  at  500  mg 
per  minute  (average  adult;  1-2  gms) 
in  severe  poisoning.  If  muscle  vreak- 
ness  recurs,  give  300  mg/M^  intra- 
venously 30  minutes  later.  Initial  dose 
of  300  mg/M2  intravenously  or  I.M. 
in  moderately  severe. 

5.  Control  convulsions  with  tridione  in- 
travenously 600  mg/M^  every  15  min- 
utes as  needed,  or  sodium  thiopento- 
thal,  2.5  per  cent  solution  intraven- 
ously. 

6.  Contraindicated:  morphine,  amino- 

phylline,  long  acting  barbiturates, 
phenothiazine. 

The  Chlorinated  Hydrocarbon 
Insecticides 

The  chlorinated  organic  pesticides,  DDT, 
chlordane  and  7'elated  compounds,  function 
as  protoplasmic  poisons  with  a particular  af- 
finity for  lipid,  primarily  affecting  the  cen- 
tral nervous  system  but  also  the  liver,  lungs, 
kidneys  and  blood  vessels.  Death  is  usually 
due  to  respiratory  depression  but  also  to  as- 
phyxia during  a convulsion,  ventricular  fi- 
brillation or  renal  failure.  Unlike  the  or- 
ganic phosphates,  toxic  absorption  infre- 
quently occurs  through  inhalation  since  the 
particles  in  the  sprays  are  usually  too  large 
for  absorption  by  the  respiratory  tract.  Ab- 
sorption from  the  skin  and  intestine  is  mark- 
edly facilitated  by  an  oily  vehicle. 

There  is  considerable  variation  in  the  toxi- 
city of  chlorinated  hydrocarbons,  only  cas- 
trix  being  considered  as  toxic  as  parathion 
(lethal  dose  in  man  less  than  5 mg/kg).  Of 
extreme  toxicity  (5-50  mg/kg)  are  aldrin, 
dieldrin  and  endrin.  Compounds  thought  to 
be  lethal  to  man  in  doses  of  50-500  mg/kg 
include:  benzene  hydy'ochlonde,  chlordane, 
DDT  (chlorophenothane),  heptachlor,  lin- 
dane, toxaphene  and  strobane.  Our  own  ex- 
periences concur  with  data  showing  that 
DDT  is  less  toxic  than  the  others  in  this 
general  classification.  DDT  is  unlike  the 
other  compounds  in  that  there  is  little  ab- 
sorption through  the  intact  skin  if  the  DDT 
is  in  powder  form  or  aqueous  solution. 

Compounds  of  moderate  to  low  toxicity 


include:  DCPM  (neotran),  DDD,  DFDT, 
methoxychlor,  dimite,  chlorobenzilate. 

Onset  of  toxicity  — One  to  12  hours  after 
exposure. 

Signs  and  symptoms  — Paresthesia  and 
hyperaesthesia,  dizziness,  ataxia,  tremor  and 
convulsions.  Chronic  exposure  may  lead  to 
malaise,  headache,  peripheral  neuritis.  Re- 
mission of  symptoms  occurs  within  1-3  days ; 
all  deaths  seem  to  have  occurred  in  the  first 
24  hours. 

Chemical  analyses  — Qualitative  tests 
are  available  for  the  chlorinated  hydrocar- 
bons as  food  and  surface  contaminants®  but 
laboratory  assay  of  body  fluids  is  not  avail- 
ble  except  for  measurement  of  the  acetic 
acid  metabolite  of  DDT  in  the  urine.® 

Treatment 

1.  Elimination  of  continued  contact  by 
thorough  washing  of  skin  with  soap 
and  water.  Immediate  induction  of 
emesis  if  ingested.  Avoid  giving  fats 
or  oils  since  these  enhance  absorption. 

2.  Barbiturates  at  sufficient  dosage  to 
control  convulsions. 

Insecticides  — Miscellaneous  Types 

The  dinitro  pesticides  include  alpha-dini- 
trophenol,  dinitrocresol,  dinitro-orthocresol, 
DN-111,  dinex.  They  are  highly  toxic  and 
are  rapidly  absorbed  from  skin,  lungs,  and 
intestinal  tract  with  from  1-3  gm  of  the  par- 
ent compound,  dinitrophenol,  being  fatal  to 
an  adult.  The  dinitrophenols  produce  acute 
poisoning  characterized  by  sweating,  flush- 
ing, thirst,  hyperpyrexia,  excitement,  con- 
vulsions, tachycardia,  vomiting.  Chronic 
toxicity  includes  damage  to  liver  and  kidney. 

Aliphatic  thiocyanates  are  widely  used  as 
contact  insecticides,  livestock  sprays  and  de- 
lousing  washes.  The  methyl,  ethyl,  and  iso- 
propyl thiocyanates  are  of  highest  toxicity 
(fatal:  under  5 mg/kg),  liberating  cyanide 
ion  and  producing  symptoms  typical  of  cya- 
nide poisoning  and  treated  as  such.  Acetoni- 
trile and  acrylonitrile  also  produce  cyanide- 
like poisoning  in  animals.  All  the  other  or- 
ganic thiocyanates  act  through  another 
mechanism  and  are  somewhat  less  toxic. 
Lethane  38U  has  been  fatal  in  a dose  of  3.5 
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gm.  Lethane  60  and  thanite  (isobornyl  thio- 
cyanoacetate)  are  of  intermediate  toxicity 
and  laurel  thiocyanate  of  lower  toxicity. 
They  are  managed  by  support  of  the  central 
neiwous  system  and  respiratory  depression 
and  use  of  only  short  acting  barbiturates  to 
control  convulsions. 

Herbicides 

The  most  widely  used  herbicides  are  the 
chlorophenoxy acetic  acid  compounds:  2,  4-D, 
(fatal  dose  50-500  mg/kg),  2-4-5T 
(fatal  dose  0.5  gm.  1 gm/kg),  trichloroacetic 
acid  and  hexachloracetone : In  addition  to 
central  nervous  sjTnptoms,  these  also  can 
cause  weakness  and  myotonia,  the  latter  be- 
ing relieved  by  quinidine  sulfate.  Death  has 
been  reported  from  ventricular  fibrillation. 
Other  related  herbicides,  dalapton,  oktone, 
triazine,  randox,  chlormethyl  urea  (CMU) 
phenyl  dimethyl  urea  (PDU),  are  of  mod- 
erate (fatal:  0. 5-5.0  gm/kg)  to  low  (fatal: 
5-15  gm/kg)  toxicity.  There  are  many  re- 
ports or  irritation  of  the  conjunctivae  and 
skin  as  a result  of  continued  contact  with 
the  herbicides.  Maleic  hydrazide,  a gi'owth 
inhibitor,  causes  tremors  and  muscle  spasms 


in  animals  but,  except  for  skin  eruptions, 
toxicity  for  man  seems  to  be  low. 

Fungicides 

Most  of  the  current  fungicides  are  dithio- 
carbamates.  These  include  folpet  (phaltan), 
captan,  nabam,  ferbam,  zineb,  and  maneb. 
These  are  generally  of  low  toxicity  although 
irritation  of  the  skin  and  mucous  mem- 
branes is  reported.  Cyprex  depresses  the 
central  neiwous  system  and  is  probably  of 
moderate  toxicity  (fatal:  0.5-5. 0 gm/kg). 
Ziram  and  thiram  are  related  to  disulfram 
and  their  toxicity  may  be  potentiated  by 
alcohol  leading  to  the  thought  that  not  even 
alcohol  and  agriculture  are  to  be  mixed. 
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DRUGS  TO  EMPTY  BEDS 

When  I edited  Handbook  of  Therapy  in  1914,  I found  that  some 
30  or  40  remedies  were  being  used  in  the  treatment  of  tuberculosis, 
none  of  which  were  of  much  avail;  then  eventually  a specific  remedy 
was  discovered,  namely  sti'eptomycin,  discovered  by  Selman  Waks- 
man,  and  immediately  tuberculosis  began  to  come  under  conti’ol. 
Still  later  came  another  pharmaceutical  discovery,  paramino  sali- 
cylic acid,  and  following  that,  isoniazide;  and  now  by  the  combina- 
tion of  these  remedies  a vast  majority  of  sanatoriums  find  them- 
selves with  empty  beds.  (From  CMD  for  August  1963). 

— Morris  Fishbein,  MD 
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ROLE  of 

Radiotherapy  in  Cancer 

of  the 

Head  and  Neck* 


During  recent  years  the  role 
of  radiotherapy  in  cancer  of 
the  head  and  neck  has  been  ex- 
tended through  a better  understanding  of 
radiobiologic  principles,  the  availability  of 
more  versatile  radiotherapeutic  agents  and 
the  more  effective  application  of  both  in 
clinical  practice.  Radiotherapeutic  agents 
consist  of  a broad  selection  of  radioisotopes 
from  radiostrontium  through  radiophos- 
phorus, radioiodine,  radiogold  and  particu- 
larly radiocobalt,  radium,  in  plaques,  intra- 
cavitary tubes  or  interstitial  needles,  as  well 
as  X rays  of  variable  penetration  and  tele- 
cobalt units.  Telecobalt  therapy  has  some- 
what extended  the  application  of  external 
radiotherapy  in  cancer  of  the  head  and  neck 
because  of  the  lessened  reaction  of  the  skin 
and  some  reduced  injury  to  bony  structures. 
X-ray  therapy  is  applicable  to  nearly  all  va- 
rieties of  cancer  of  the  skin  and  accessible 
mucosa  and  is  generally  applicable  to  deeper 
lesions  through  multiportal  or  rotational 
therapy.  The  prospects  of  cure  are  definite- 
ly increased  and  probabilities  of  sequelae  re- 
duced by  fractionation  and  protraction  of 
therapy  over  a period  of  three  to  six  weeks 
or  more. 

Radiotherapy  may  be  applied  as  the  sole  or 
primary  cancer  therapy  or  it  may  be  used 
preoperatively  or  postoperatively.  Suitabil- 
ity of  cancer  for  primary  radiotherapy  de- 
pends upon  the  accessibility,  radiosponsive- 
ness  of  the  tumor,  and  radiosensitivity  of 
the  adjacent  normal  tissue.  Lesions  of  the 
head  and  neck  which  present  unusual  radio- 
sensitivity are  malignant  lymphomas,  Hodg- 
kin’s disease,  carcinoma  of  the  nasopharynx 
and  tonsils.  Accessibility  for  radiotherapy 
permits  effective  treatment  of  carcinoma  of 
the  skin,  lips,  eyelids,  buccal  mucosa,  floor 
of  the  mouth  and  anterior  tongue.  Radio- 
therapy is  advantageous  over  surgical  resec- 
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tion  in  some  areas  because  of  relatively 
good  preservation  of  function  due  to  a mini- 
mal loss  of  normal  tissues  — carcinoma  of 
the  eyelid,  lips,  vocal  cords,  soft  palate  and 
tongue.  Delimitation  of  cancer  makes  it 
more  favorable  for  control  whether  treated 
by  radiotherapy  or  by  surgery.  For  exam- 
ple, carcinoma  of  the  vocal  cords  limited  to 
one  side  without  fixation  is  controlled  for 
five  years  and  more  in  about  90  per  cent  of 
cases  as  compared  with  70  per  cent  control 
in  cases  with  fixation  of  a cord  due  to  re- 
gional invasion.  The  carcinomas  of  the  head 
and  neck  most  suitable  for  treatment  by  ra- 
diotherapy are  carcinoma  of  the  skin,  eye- 
lids, lip,  buccal  mucosa,  floor  of  the  mouth, 
tonsil,  nasopharynx,  soft  palate,  hypo- 
pharynx,  early  carcinoma  of  the  larynx,  up- 
per third  of  the  esophagus,  selected  car- 
cinomas of  thyroid,  Hodgkin’s  disease  and 
malignant  lymphomas  generally.  Certain  in- 
tracranial lesions  such  as  selected  pituitary 
adenomas,  medulloblastomas  and  ependy- 
momas, although  suitable  for  radiotherapy 
are  outside  the  scope  of  this  presentation. 

Radiotherapy  and  surgery  are  used  in  va- 
rious combinations.  Preoperative  radio- 
therapy reduces  the  bulk  of  a large  tumor 
thus  facilitating  the  operative  procedure  and 
devitalizes  the  cancer  cells  reducing  poten- 
tial seeding  of  tumor  cells  in  the  operative 
site.  Carcinoma  of  the  antrum  of  marginal 
operability  may  be  managed  through  such 

♦Presented  before  Omaha  Mid-West  Clinical  Society  30th 
Annual  Session,  Noveniber  1,  1962. 
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combined  therapy  planned  in  advance.  On 
the  other  hand  carcinoma  of  the  laiynx, 
which  persists  beyond  eight  weeks  after  a 
full  course  of  radiotherapy,  warrants  con- 
sideration of  laryngectomy  whereas  if  the 
lesion  has  fully  resolved  at  that  time  such 
surgeiy  would  not  be  required.  Occasional 
postirradiation  sequestrectomy  or  even  man- 
dibulectomy  may  warrant  consideration  in 
case  osteomyelitis  of  the  jaw  develops  follow- 
ing radiotherapy  to  cancer  of  the  tongue, 
floor  of  the  mouth  or  cheek.  Usually  such  se- 
questra will  separate  spontaneously  within 
six  months  to  two  years  in  case  the  cancer 
has  been  locally  controlled.  Likewise,  chon- 
dritis associated  with  carcinoma  of  the  ear 
and  nose  will  benefit  from  prompt  excision 
of  such  devitalized  tissue  to  permit  healing. 
Carious  and  diseased  teeth  in  the  region  of 
disease  treated  by  intensive  radiotherapy 
should  be  extracted  prior  to  irradiation 
since  intractable  alveolitis  and  osteomyelitis 
may  follow  extractions  subsequent  to  irradi- 
ation. In  case  postirradiation  dental  extrac- 
tions are  requested,  the  patient  should  be 
covered  by  antibiotics  in  advance  and  for 
about  ten  days  after  the  operative  proce- 
dure ; all  bone  fragments  should  be  carefully 
removed  and  primary  closure  of  gums  at- 
tempted. 

Postoperative  radiotherapy  is  warranted 
only  in  case  the  surgeon  believes  that  can- 
cerous tissue  probably  remains  in  the  region, 
the  lesion  is  highly  radioresponsive  such  as 
a malignant  lymphoma  or  metastatic  semi- 
noma, or  in  case  of  definite  postoperative 
recurrence.  In  the  case  of  highly  radio- 
responsive  lesions  of  regional  extent  such  as 
Hodgkin’s  disease  involving  the  supraclav- 
icular nodes,  the  surgery  is  best  limited  to  a 
biopsy.  Cases  of  borderline  resectability  or 
in  which  alternate  surgery  or  radiotherapy  is 
considered  are  advantageously  submitted  for 
preoperative  consultation  between  the  sur- 
geon and  radiotherapist  in  order  that  the 
patient  may  benefit  from  their  combined 
opinion  and  resources.  Occasionally  inter- 
stitial radium  needles  may  be  inserted  di- 
rectly into  the  residue  of  nonresectable  neo- 


plastic tisue  at  the  time  of  surgery  or  ob- 
servations made  at  the  time  may  permit  sub- 
sequent radiotherapy  to  be  more  precisely 
beamed  into  the  proper  area.  Postoperative 
recurrences  may  be  managed  by  interstitial 
radium  needles,  telecobalt,  or  by  convergent 
X-ray  therapy. 

Surgery  is  considered  preferable  to  radio- 
therapy in  carcinoma  of  the  salivary  glands, 
oral  cancer  invading  bone,  carcinoma  of  the 
nose  and  ears  invading  cartilage,  carcinoma 
of  the  paranasal  sinuses,  readily  resectable 
carcinoma  of  the  tongue,  carcinoma  of  the 
larynx  showing  invasion  of  cartilage  or  fix- 
ation of  the  cords,  primary  neoplasms  of  the 
eye,  carcinoma  of  the  thyroid,  and  resectable 
metastatic  carcinoma  involving  the  lymph 
nodes.  Many  cases  of  carcinoma  of  the 
skin,  lip,  buccal  mucosa,  tongue  and  laiynx 
may  be  effectively  treated  either  by  sur- 
gical resection  or  radiotherapy.  Choice  of 
method  will  depend  on  the  age  and  general 
condition  of  the  patient,  the  convenience 
and  prejudice  of  the  patient,  the  relative 
enthusiasm  of  the  radiotherapist  and  of  the 
surgeon  as  well  as  the  various  factors  enu- 
merated previously.  Leukoplakia  is  best 
treated  by  surgical  removal  either  by  exci- 
sion or  by  electrocauteiy,  since  avascularity 
renders  it  relatively  unresponsive  to  radia- 
tion. We  frequently  remove  superficial  car- 
cinomas of  the  skin,  ear,  nose,  lips  and  even 
eyelids  by  electrocautery  rather  than  by 
fractionated  X-ray  therapy.  Electrocautery 
offers  the  advantage  of  a single  office  visit 
which  is  favored  by  the  out-of-town  patient. 
To  be  properly  effective,  electrocautery  must 
be  applied  as  a meticulous  dissection  done 
under  observation  through  a binocular  loup. 
Serial  cautery,  curettement  and  inspection 
is  repeated  until  eventually  all  cancerous  tis- 
sue has  been  removed  and  normal  tissue  ex- 
posed over  the  entire  base.  Chemocautery  of 
the  base  lends  some  additional  assurance  to 
the  elimination  of  any  residual  viable  cancer 
cells.  Electrocautery  is  not  utilized  for 
deeply  invasive  lesions;  rather,  such  fixed 
lesions  are  better  treated  by  resection  or  by 
radiotherapy. 


You  are  showing  your  age  when  you  feel  your  corns  more  than 
you  feel  your  oats. 
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The 

Early  Detection  of  Phenylketonuria 

In  NEBRASKA 


The  purpose  of  this  paper  is  to 
stress  the  importance  of  early 
diagnosis  in  infants  with  phenyl- 
ketonuria, because  it  heralds  one  form  of 
mental  retardation,  which,  if  diagnosed  very 
early  in  life  and  the  proper  diet  is  instituted, 
can  be  prevented.  Phenylketonuria,  an  “in- 
born error  of  metabolism”  and  a familial  dis- 
order, is  the  result  of  a lack  or  deficiency  of 
the  enzyme  phenylalanine  hydroxylase  in 
the  liver.  This  enzyme  normally  converts 
the  essential  amino  acid  phenylalanine  to 
tyrosine.  In  spite  of  the  fact  that  the  moth- 
er is  a carrier,  nonnal  amounts  of  phenyla- 
lanine can  be  metabolized  by  her  and  pre- 
sumably the  developing  fetus  is  protected. 
On  the  other  hand,  when  the  ingestion  of 
milk  is  instituted  in  the  newborn  child  who 
lacks  phenylalanine  hydroxylase,  high  blood 
levels  of  the  amino  acid  result.  Between 
three  and  six  weeks  of  age  abnormal  by- 
products, mainly  phenylpyruvic  acid,  appear 
in  the  urine.  The  continued  high  serum 
phenylalanine  or  its  related  metabolites  are 
thought  either  directly  or  indirectly  to  cause 
the  mental  retardation. 

The  clinical  course  is  usually  that  an  ap- 
parently normal  infant  at  birth  who  then 
develops  signs  of  delayed  development  in  the 
first  few  months  of  life  and,  if  untreated, 
progresses  to  a severe  state  of  mental  re- 
tardation, neuromuscular  dysfunction,  con- 
vulsive disorders,  and  behavioral  changes. 
Feeding  difficulties,  severe  eczema,  blond 
hair,  and  blue  eyes  are  frequently  seen  in 
these  children.  They  also  have  a persistent 
odor  because  of  phenylacetic  acid  in  the 
urine,  which  smells  like  dirty  sneakers. 
When  these  infants  are  placed  on  special 
diets  low  in  phenylalanine  very  early  in  life, 
encouraging  results  can  be  expected  in  the 
majority  of  cases. 

The  incidence  of  phenylketonuria  is  one  in 
every  20,000  to  40,000  live  births. ^ Thus, 
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in  Nebraska,  with  approximately  34,000 
births  a year,  one  to  two  cases  will  occur. 
Phenylketonuria  is  inherited  as  an  autosomal 
recessive  gene.  One  person  in  70  is  estimat- 
ed to  be  a carrier,  and,  thus,  when  both  par- 
ents are  carriers,  the  children  can  inherit 
the  disease.  Garfield  and  Carveri  surveyed 
the  inmates  of  the  Beatrice  State  Home  in 
1956,  surveying  2000  resident  patients  by 
the  Ferric  Chloride  Method  and  found  15 
cases,  only  one  of  which  was  diagnosed  as 
phenylketonuria  upon  admission.  The  oth- 
ers were  admitted  as  mentally  defective  with 
various  diagnoses.  In  1960,  another  survey 
was  made  of  patients  admitted  since  1956 
revealing  six  additional  cases.^  The  age 
range  at  admission  to  the  Beatrice  State 
Home  ranged  from  three  years  to  64  years. 
The  Mental  Retardation  Project  of  the  Ne- 
braska Psychiatric  Institute*  has  seen  five 
children  with  phenylketonuria,  referred  or 
diagnosed  as  such,  between  one  year  and  six 
years  of  age,  all  of  whom  are  mentally  re- 
tarded with  varying  degrees  of  neuromus- 
cular and  neurological  disorders.  These  pa- 
tients were  not  diagnosed  early  enough  to 
prevent  the  development  of  mental  retarda- 
tion. 

The  pertinent  question  is  how  can  this 
form  of  mental  retardation  be  prevented. 

♦Presented  before  Annual  Session  of  Nebraska  State  Medical 
Association.  May,  1963. 

♦Grant  No.  M-5075  ^Cl)  National  Institute  of  Mental  Health, 
U.  S.  Public  Health  Service. 
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The  only  way  to  detect  phenylketonuric  in- 
fants in  previously  unidentified  families  is  to 
check  the  urine  of  all  infants  routinely.  As 
phenylpyruvic  acid  is  not  excreted  in  sig- 
nificant amounts  until  three  to  four  weeks 
of  age,  it  is  recommended  that  a urine  test 
be  done  at  one,  two,  and  three  months  of  age. 

Laboratory  test  for  phenylketonuria  in  the 
urine  is  as  follows : 

a.  Ferric  Chloride  test.  — Place  3-6 
drops  of  acidified  FeClg  in  1 ml  of 
freshly  voided  urine  or  on  a freshly 
wet  diaper.  A characteristic  bluish- 
green  color  will  appear  at  once  in  a 
positive  reaction.  False  positives  may 
be  seen  in  the  presence  of  diacetic  acid, 
salicylate,  and  bilirubin. 

b.  Phenistix  (Ames  Company,  Elkhart, 
Indiana).  — The  test  end  of  the  Pheni- 
stix is  dipped  into  urine  or  pressed  in- 
to a wet  diaper.  The  resulting  color 
is  compared  with  a color  chart  on  the 
label  of  the  bottle.  A word  of  cau- 
tion — if  the  test  end  is  wet,  a color 
may  be  seen  which  is  somewhere  be- 
tween positive  and  negative  (0-15 
mg  phneylpyruvic  acid  per  100  ml 
urine).  This  is  usually  negative  and 
further  tests  should  be  obtained  if  the 
physician  is  in  doubt.  All  positive 
urine  tests  require  a blood  test 
for  phenylalanine  before  definite  di- 
agnosis is  made.  Postive  samples  can 
be  verified  by  submitting  another 
sample  to  the  Biochemical  Division, 
Nebraska  Psychiatric  Institute. 
(Acidified  FeClj  for  office  use  can  be 
obtained  by  writing  the  Mental  Re- 
tardation Clinical  Research  Center, 
Nebraska  Psychiatric  Institute). 

It  is  hoped  that  ultimately  a simple  reliable 
blood  test  can  be  developed  to  be  used  in  the 
newborn  nursery ; however,  until  this  type  of 
blood  test  is  routinely  available,  urine  test- 
ing can  easily  be  done. 

In  1962,  the  Nebraska  State  Department 
of  Health  added  a new  service  through  the 
Maternal  and  Child  Health  Division.  “To 
needy  patients  for  whom  a PKU  diet  is  pre- 


scribed it  can  be  provided.  The  policies  for 
the  progi-am  are  as  follows: 

1.  The  child  shall  not  be  more  than  5 
years  old. 

2.  The  child  shall  be  under  the  care  of  a 
qualified  physician. 

3.  The  diagnosis  of  Phenylketonuria  shall 
be  confirmed  by  the  serum  determina- 
tion of  Phenylalanine. 

4.  A developmental  evaluation  of  the 
child’s  current  status  shall  be  an  eligi- 
bility requirement. 

5.  A statement  by  family  physician  of 
the  financial  need  of  the  parents  shall 
be  used  in  determining  eligibility  of 
child  for  program.” 

A child  for  whose  diet  the  Maternal  and 
Child  Health  Division  is  providing  shall  be 
under  continuing  supervision  by  a qualified 
physician  for  six  months  following  comple- 
tion of  the  diet.  During  the  time  of  the  spe- 
cial diet  there  shall  be  periodic  determina- 
tions of  serum  phenylalanine.  Also,  an  an- 
nual developmental  and  psychological  evalu- 
ation of  the  child  shall  be  made.^ 

As  of  Januaiy,  1963,  the  Beatrice  State 
Home  has  had  a total  of  twenty-three  pa- 
tients known  to  have  phenylketonuria,  five 
of  whom  have  died.  These  patients,  both  liv- 
ing and  dead,  to  date,  have  lived  a total  of 
306  years  in  the  Beatrice  State  Home.  These 
306  years  of  patient  care  have  cost  the  State 
of  Nebraska  approximately  $1,018.35  per 
year,  or  a total  of  $311,615.10.  The  cost  of 
chemicals  for  the  Ferric  Chloride  test  for 
approximately  34,000  births  per  year  at  most 
is  a penny  per  test  or  $340 ; however  dollars 
alone  cannot  measure  the  loss  of  productive 
lives,  or  the  tragedy  in  these  families. 

It  is  hoped  that  we  may  see  the  prevention 
of  this  form  of  mental  retardation  by  routine 
urine  testing  comparable  to  eradication  of 
ophthalmia  neonatorium  by  prophylactic 
measures.  Routine  preventive  measures  pre- 
scribed by  law  in  1915,  have  obliterated  this 
form  of  blindness.  The  last  year  ophthalmia 
neonatorium  was  reported  to  the  Nebraska 
State  Department  of  Health  was  1929,  and 
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during  the  decade  of  the  20’s  a total  of  only 
five  cases  were  reported. 

Routine  urine  testing  of  all  infants  in  the 
first  weeks  of  life  will  detect  phenylketonuria 
before  central  nervous  system  damage  has 
occurred.  It  is  the  responsibility  of  the 
medical  profession  to  see  that  this  is  ac- 
complished. 
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NO  UNEMPLOYMENT  BY  YEAR  2000 

The  most  striking  feature  about  the  U.  S.  Federal  Government 
today  is  its  size.  The  number  of  Federal  employees  has  reached  a 
peace-time  high  of  2.5  million.  The  cost  of  the  Federal  civilian 
payroll  rose  to  $15  billion  in  1962  and  is  expected  to  total  $15.6 
billion  by  June  30,  1964.  Thirty  states  have  more  Federal  em- 
ployees than  state  employees.  It  is  estimated  that  if  present  trends 
continue,  every  one  of  us  will  be  working  for  the  government  by 
the  year  2000. 

— -Austin  Smith,  MD 
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SPECIAL  ARTICLE 


Rest 

As  a CONCEPT  OF  TREATMENT 
for  the 

Emotionally  Disturbed 


A Historical  Treatise 

From  the  beginning  of  recorded 
medical  knowledge,  the  concept 
of  rest  in  the  treatment  of  or- 
ganic disease  has  been  a basic  one.  The 
concept  of  bed  rest  per  se  for  emotional 
disorders  was  followed  and  practiced  vigor- 
ously by  S.  Weir  Mitchell  at  the  end  of  the 
last  century.  A broader  concept  of  rest  in 
emotional  disturbances  was  practiced  in  an- 
cient times.  The  early  Greeks  and  Romans 
considered  rest  as  a respite  from  the  pres- 
sures of  a stressful  environment.  In  an- 
cient Egypt,  temples  were  dedicated  to  Sat- 
urn where  ‘melancholics’  went  in  great  num- 
bers in  search  of  relief. 

Whatever  there  was  in  nature  or  in  art 
that  was  calculated  to  stimulate  the  imagin- 
ation were  united  with  the  solemnities  of  a 
splendid  and  imposing  superstition.  Games 
and  recreations  were  instituted  in  the  tem- 
ples. The  most  voluptuous  productions  of 
the  painter  and  sculptor  were  exposed  to 
public  view.  Groves  and  gardens  surround- 
ed these  temples  and  invited  the  distracted 
devotee  to  refreshing  and  healthful  exer- 
cise. Gaily  decorated  boats  sometimes  trans- 
ported him  down  the  Nile,  with  music,  to  a 
rural  setting  and  fresh  air.  In  short,  all  his 
time  was  taken  up  by  some  pleasurable  oc- 
cupation, or  by  a system  of  diversified 
amusements,  enhanced  and  sanctioned  by 
superstition. 

To  obtain  sleep  and  alleviate  pain  the  an- 
cient Greeks  and  Romans  used  the  waimi 
bath,  massage,  suspended  beds,  monotonous 
music  and  other  methods  designed  to  soothe 
the  feelings  and  the  senses.  They  did  not 
employ  any  form  of  therapy  whereby  the 
patient  was  given  an  opportunity  to  ven- 
tilate his  feelings  such  as  we  now  employ. 
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For  centuries  following  this  enlightened 
period,  the  mentally  ill  were  cruelly  treated. 
In  1792,  Daniel  Hack  Tuke  organized  The 
York  Retreat  in  England  where  patients 
were  treated  kindly  and  without  coercion 
except  in  the  most  gentle  manner  where 
their  welfare  was  at  stake.  The  term  “Re- 
treat” was  intended  to  convey  a place  in 
which  the  unhappy  might  obtain  refuge;  a 
quiet  haven  in  which  “The  shattered  bark 
might  find  a means  of  reparation  or  of 
safety.”  For  the  first  time  in  centuries 
the  shackles  were  struck  from  the  emo- 
tionally ill,  and  humane  treatment  in  pleas- 
ant and  healthful  surroundings,  with  kind- 
ly keepers  was  instituted.  These  patients 
then  were  given  a rest  from  the  stresses  of 
life.  It  was  found  that  this  was  the  best 
means  to  promote  recovery.  Concomitant- 
ly, moral  treatment  was  also  used  where  it 
seemed  it  might  be  helpful. 

About  the  same  period  Phillipe  Pinel, 
working  at  the  Saltpetriere  in  France,  was 
utilizing  the  same  method  of  treatment.  He 
believed  that  “insanity”  was  much  more  cer- 
tainly and  effectually  cured  in  places  adapt- 
ed for  their  reception  and  treatment,  than 
at  home  amidst  the  various  influences  of 
family  interests  and  intercourse.  Confine- 
ment, he  believed,  was  always  necessary  in 
cases  of  “insanity,”  and  should  be  enforced 
as  early  in  the  disease  as  possible. 

By  confinement,  was  understood,  that  the 
patient  be  removed  from  his  home.  During 
his  continued  stay  at  home,  he  could  not  be 
expected  to  remain  tranquil.  The  interrup- 
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!j  tions  of  his  family,  the  loss  of  the  accustomed 
|j  obedience  of  his  sei-vants,  and  the  idea  of 
I being  under  restraint  in  a place,  where  he 
) considered  himself  master,  would  be  a con- 
jj  stant  source  of  irritation.  Pinel  believed, 
1!  from  considerable  experience,  that  few  of 
il  those  patients  who  remained  under  the  im- 
l|  mediate  care  of  their  relatives  and  friends 
I ever  recovered.  Even  visits  from  their 
friends,  when  they  were  violently  disorgan- 
ized, were  productive  of  much  inconvenience 
as  thej^  were  always  more  disturbed  after- 
wards. He  felt  that  they  were  less  disposed 
to  acquire  a dislike  to  those  who  were  strang- 
ers, than  to  those  with  whom  they  had  been 
intimately  acquainted.  They  became,  there- 
fore, less  dangerous  and  more  easily  re- 
strained. It  frequently  happened  that  pa- 
tients, who  had  been  brought  immediately 
from  their  families,  and  who  had  been  in  a 
violent  and  ferocious  state,  became  calm 
and  tractable  when  placed  in  hospital.  On 
the  other  hand,  it  was  equally  certain  that 
there  were  patients  who  had,  for  a length  of 
time,  been  orderly  under  confinement  and 
who  rapidly  became  disorganized  after  re- 
turning to  their  families.  When  they  were 
on  a convalescent  state,  the  occasional  visit 
of  friends  was  attended  with  manifest  im- 
provement. Such  social  intercourse  impart- 
ed consolation  and  presented  visions  of  fu- 
ture happiness  to  them. 

At  the  Saltpetriere,  shackles  were  not  used 
and  a humane  form  of  treatment  was  em- 
ployed. Psychotherapy  in  the  form  of  moral 
treatment  was  utilized  to  a variable  degree. 

About  1875,  the  idea  of  treating  “Neuro- 
pathic” disorders  by  rest  was  considered, 
and  the  method  was  employed  vigorously  by 
S.  Weir  Mitchell.  He  went  so  far  as  to 
forbid  spontaneous  activities  and  the  per- 
formance of  the  elementary  functions  of 
daily  life  such  as  taking  food  and  going  to 
the  toilet.  EverjThing  was  done  for  the  pa- 
tient by  nurses,  who  were  to  speak  to  them 
as  little  as  possible.  They  were  fed,  washed, 
and  cared  for  like  little  children.  To  prevent 
muscular  atrophy,  daily  massage  was  pre- 
scribed. The  diet  was  large  and  the  amount 
of  milk  consumed  was  great  with  the  conse- 
quence that  some  patients  gained  as  much 
as  fifty  to  seventy  pounds  within  six  weeks. 


The  idea  first  started  in  the  United  States 
and  eventually  spread  to  Britain  and  France. 
It  was  considered  that  the  best  place  for  the 
patient  to  be  for  such  treatment  was  in  a san- 
atorium. Mitchell  carefully  selected  his  pa- 
tients and  found  that  those  amenable  to 
this  form  of  therapy  were  hysterical  women 
who  had  run  the  gauntlet  of  many  different 
doctors  and  treatment  methods.  He  believed 
that  the  influence  of  their  habitual  surround- 
ings was  deleterious  to  their  recovery  and 
hence  hospitalization  was  mandatory.  He 
forbade  visitors,  believing  that  this  was 
too  much  for  them  to  bear.  Patients  who 
were  unable  to  divest  themselves  of  their 
worries  and  anxieties,  he  found,  could  not 
benefit  from  this  treatment.  The  treatment 
of  nervous  and  mental  disorders  by  simple 
rest  in  bed  had  excellent  results  in  a great 
number  of  cases.  However,  many  cases  had 
relapses  shortly  afterward.  The  time  ele- 
ment for  the  rest  cure  varied  from  a few 
hours  to  several  years  in  some  cases.  Even- 
tually, Wier  Mitchell  concluded  that  abso- 
lute rest  in  bed  was  of  no  use  per  se,  and 
that  its  only  value  was  that  it  offered  a pre- 
text for  the  doctor’s  conversations. 

About  this  time  a method  similar  to  the 
Weir  Mitchell  treatment  began,  which  was 
based  on  the  induction  of  prolonged  sleep. 
This  was  supposed  to  be  good  for  hysterics. 
The  method  was  tried  on  many  cases  and 
hysterics  suffering  from  paraplegia  were 
reported  cured  by  the  method.  Some  cases 
of  obsession  and  melancholia  in  hysterics 
were  treated  by  prolonged  rest  and  sleep, 
under  hjqDnosis,  sometimes  for  as  long  as 
three  weeks  or  more.  During  these  hypnotic 
slumbers,  the  patient  was  amenable  to  sug- 
gestion, would  eat  and  drink,  pass  urine  and 
go  to  stool  upon  direction  from  the  hypnotist. 
At  other  times  the  patient  remained  motion- 
less and  in  deep  sleep.  There  was  no  diffi- 
culty in  awakening  the  patient  when  the 
time  was  ripe. 

The  results  of  the  method  are  said  to  have 
been  extraordinarily  good.  However,  the 
times  were  not  propitious  for  this  type  of 
treatment.  Doctors  were  disgusted  with  hys- 
terics, hypnotism,  and  suggestion.  When 
they  found  that  these  matters  could  not  be 
understood  without  a little  study  of  psychol- 
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ogy,  they  preferred  to  ignore  the  whole  sub- 
ject, Thus  the  method  of  treatment  by  pro- 
longed sleep  passed  unnoticed.  The  idea  pre- 
vailed that  the  causation  of  nervous  diseases 
was  fatigue  and  that  the  proper  way  to  treat 
them  was  by  rest.  However,  it  soon  dawned 
on  many  physicians  that  mental  aberrations 
and  emotional  disturbances  were  due  to  psy- 
chological causes  and  personality  defects 
much  as  we  view  the  field  today.  It  was 
beginning  to  be  seen  that  the  mental  mech- 
anisms being  used  had  to  be  unraveled  by 
psychotherapy. 

Recently  Erik  Eriksen  has  coined  the  con- 
cept of  the  Mental  Hospital  as  a moratorium. 
This  moratorium  shields  the  patient  from 
outside  challenges  and  responsibilities  for 
which  he  is  neither  able  nor  I’eady.  It  takes 
him  away  from  the  destructive  influences  of 
the  family  field,  from  all  those  relentless 
operating  pressures  that  block  his  growth  and 
reinforce  and  continue  his  withdrawal,  his 
reality  distortions,  his  alienation  from  his 
own  needs  and  feelings.  Helm  Stierlin  adds 
that  this  moratorium  optimally  fosters  a 
relatively  harmless  expression  of  all  those 
previously  tabooed  and  covered-up  feelings, 
needs,  and  strivings,  which,  getting  such  a 
chance  for  expression,  often  erupt  with  ex- 
plosive and  disturbing  vehemence.  The  hos- 


pital becomes  an  institutionalized  buffer  for 
this  vehemence,  absorbing  it  without 
squelching  it  completely.  Impulsive  aggi’es- 
siveness,  the  “acting  out”  of  seemingly  bi- 
zaare  and  crazy  behavior  and  primitive  de- 
pendent needs  all  find  much  more  tolerance 
in  the  hospital  than  they  would  usually  en- 
counter in  the  outside  world. 

How  similar  in  viewpoint  is  this  to  that 
of  Daniel  Hack  Tuke  and  his  York  Retreat 
of  1792  and  of  Phillipe  Pinel  at  the  Salt- 
petriere  at  about  the  same  time. 
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“Some  of  our  labor  leaders  would  do  well  to  listen  to  the 
words  of  Samuel  Gompers,  founder  and  President  of  the  American 
Federation  of  Labor,  who  said: 

‘Look  over  all  the  world  where  you  will  and  see  those  goveim- 
ments  where  the  featm’es  of  compulsory  benevolence  have  been 
established  and  you  will  find  the  initiative  taken  from  the  hearts 
of  the  people’.”  (From  inaugural  address,  Edward  R.  Annis,  Presi- 
dent of  AMA,  June  18,  1963). 
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SPECIAL  CONTRIBUTION 


Poisoning  by 

IMPORTANT 

Chemicals 

USED  IN  NEBRASKA  AGRICULTURE 


Time  was  when  arsenic  was  the 
classic  poison ; so  states  the 
forensic  pathologist  Doctor 
Sidney  Smith  in  his  engrossing  auto- 
biography Mostly  Murder.^  The  chemical 
could  be  slipped  in  small  cumulative  doses 
into  the  intended  victim’s  food,  often  no 
one  but  the  poison-artist  the  wiser.  Other 
poisons  were  known  even  in  earliest  record- 
ed times,  and  the  art  of  poisoning  was 
studied  both  as  a hobby  and  for  vocational 
purposes.  Many  rulers  have  employed  so- 
called  poison  experts,  not  alone  for  protec- 
tion. Chemical  warfare  on  an  individual 
basis  commenced  in  ancient  times. 

Today  everyone  in  the  nation  is  under 
some  risk  of  being  poisoned,  and  the  route 
of  entrance  is  not  only  by  ingestion  in  the 
food  and  drink  but  also  through  inhalation 
and  through  the  skin  and  mucous  membrane. 
A communique  states  that  about  250,000  po- 
tentially toxic  products  are  used  in  our 
homes  — a risk,  the  magnitude  of  which 
increases  yearly  results  from  the  ever  more 
extensive  use  of  toxic  chemicals  in  agricul- 
ture. Some  of  these  chemicals  are  relatively 
safe  to  handle.  All,  including  the  most 
toxic  of  those  that  have  been  licensed  for 
interstate  commercial  distribution,  can  be 
handled  safely  if  authoritative  regulations 
and  precautions  are  observed.  But  if  there 
is  a shortcoming  in  their  handling,  if  they 
are  taken  accidentally  by  children,  or  if 
containers  leak  and  thus  contaminate  other 
products  in  human  use,  lethal  poisoning  may 
result.  A small  amount  of  parathion  spilled 
upon  the  skin  or  an  even  smaller  amount 
taken  orally  can  result  in  convulsions  within 
a matter  of  minutes  and  in  death  soon 
after.  Now  an  even  more  toxic  chemical, 
phorate  (Thimet®),  is  finding  increased  use 
because  it  evidently  is  effective  against  corn 
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rootworms  that  have  become  resistant  to  al- 
drin  and  heptachlor.  It  can  be  used  safely, 
as  has  been  shown  in  its  several  years  of 
distribution,  but  the  user  had  best  not  argue 
even  lightly  with  the  precautions. 

During  the  tumult  engendered  by  pub- 
lication of  Rachel  Carson’s  book.  Silent 
Spring,  one  aspect  of  the  problems  posed  by 
widespread  use  of  pesticides  and  insecticides 
has  received  scant  publicity,  namely  the  dif- 
ficulties placed  upon  physicians  who  must 
be  prepared  to  act  speedily  and  with  preci- 
sion in  urgent  cases  of  poisoning.  To  keep 
abreast  for  medical  purposes  of  develop- 
ments in  this  field,  to  have  understanding 
about  the  hundreds  of  chemical  agents,  their 
clinical  syndromes,  and  the  therapeutic  pro- 
cedures to  be  followed  is  no  small  task.  Al- 
ready a large  number  of  different  agents  are 
being  used  extensively,  and  each  year  many 
new  ones  come  under  investigation  or  into 
commercial  distribution.  During  1963,  to 
illustrate,  twenty  different  chemicals  were 
under  study  and  use  at  the  Fort  Robinson, 
Nebraska,  Experimental  Station.  A re- 
port from  California^  states  that  1211  manu- 
facturers and  distributors  were  registered 
there  during  1960-61  to  sell  15,347  brands  of 
insecticides  and  pesticides  made  up  of  ap- 
proximatey  200  different  chemicals. 

A specific  economic  poison  may  have  sev- 
eral brand  names.  A stricken  person  may 
have  been  handling  more  than  one  kind  of 
chemical.  He  may  or  may  not  be  able  to 
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identify  by  any  name  what  he  has  been  us- 
ing. Commonly,  he  does  not  know  that  he 
has  been  poisoned,  and  the  physician  first 
must  conclude  whether,  in  fact,  the  clinical 
syndrome  is  one  of  poisoning.  It  often  is 
worthwhile  to  consult  by  telephone,  in  per- 
plexing cases,  with  specialists,  such  as  those 
of  the  Public  Health  Service,  mentioned 
later,  or  the  personnel  of  a poison  control 
center  or,  regarding  agents,  with  pertinent- 
ly-knowledgeable  people  of  agriculture.  The 
larger  chemical  manufacturing  companies 
employ  physicians  and  chemists  who  can 
give  information  about  their  products  and, 
probably,  about  clinical  manifestations  and 
treatment.  But  physicians  need  a growing 
nucleus  of  knowledge.  There  always  is  de- 
lay and  sometimes  disappointment  associat- 
ed with  telephoned  communication.  They 
also  need,  and  probably  already  have,  a read- 
ily available  poison  literature  kit  in  offices 
and  hospitals. 

Now  an  excellent,  concise  booklet  on  eco- 
nomic poisons  has  become  available.  This 
Clinical  Handbook  on  Economic  Poisons'^  is 
fashioned  for  practical  use,  much  accord- 
ing to  the  plan  followed  in  the  red  book  on 
communicable  diseases  of  the  Academy  of 
Pediatrics,  ^'aluable  addenda  include  a list 
of  leading  manufacturers  and  their  addresses 
and,  on  pages  135-44,  a list  of  chemical  and 
brand  names.  The  booklet  should  be  in  the 
poison  literature  kits  of  private  offices  and 
of  hospitals.  Since  poisoning  by  organic 
phosphorus  agents  may  require  urgent 
therapy  that  has  its  pitfalls  and  complexities, 
several  helpful  publications  containing  bib- 
liographies and  case  reports  are  listed  at  the 
end  of  this  article.  Reprints  doubtless  are 
available  upon  request  from  the  authors,  and 
might  well  be  included  with  ready-reference 
literature  on  poisons. 

Categories  of  Economic  Poisons 

Hayes®  groups  as  follows  those  economic 
poisons  that  are  manufactured  in  large 
amount,  are  known  to  have  caused  poisoning 
relatively  often,  or  are  of  some  special  in- 
terest : 1 . the  organic  phosphorus  insecti- 
cides; 2.  the  carbamate  insecticides;  3.  the 
chlorinated  hydrocarbon  insecticides;  4.  the 
botanical  insecticides  pyrethrum  and  al- 


lethrin;  5.  the  rodenticides  phosphorus,  so- 
dium fluoroacetate,  thallium,  and  warfarin; 

6.  the  fungicides  dithiocarbamates,  organic 
mercury  compounds,  and  pentachlorophenol ; 

7.  the  herbicides  arsenic,  dinitrophenols  and 
the  chlorophenoxy  or  2-4-D  and  related  her- 
bicides; and  8.  the  solvents  kerosene  and 
xylene.  As  stated  above,  the  list  does  not 
embrace  some  of  the  many  chemicals  used 
in  agriculture  that  occasionally  cause  mor- 
bidity. For  example,  the  fertilizer  anhy- 
drous ammonia  may  cause  burns  and  con- 
junctivitis. 

Chlorinated  hydrocarbons.  Important 
chlorinated  hydrocarbon  insecticides  are 
BHC,  chlordane,  DDT,  dieldrin,  dilan,  en- 
drin,  heptachlor,  and  toxaphene.  Com- 
mercial BHC  consists  of  several  isomers; 
lindane  is  a common  name  for  the  gamma 
isomer  of  benzene  hexachloride.  All  of  these 
may  be  absorbed  in  toxic  amounts  through 
the  skin  except  that  dilan  is  not  readily  so- 
absorbed  and  DDT  only  appreciably  when  in 
solutions  and  emulsions.  They  all  may  be 
inhaled  or  ingested  in  toxic  amounts.  The 
principal  manifestations  of  toxicity  asso- 
ciated with  the  chlorinated  hydrocarbons 
result  from  effects  upon  the  central  nervous 
system,  and  range  from  stimulation  to  de- 
pression. Depending  importantly  upon  the 
route  of  entrance,  there  may  be  dermatitis, 
pneumonitis,  and  irritant  effects  upon  the 
gastrointestinal  tract ; solvents  such  as  kero- 
sene and  xylene  may  contribute  to  or  be  pri- 
marily responsible  for  these  effects  in  many 
cases. 

Treatment  of  poisoning  due  to  the  chlo- 
rinated hydrocarbons  consists  basically  of 
removal  of  the  agent  to  the  extent  possible 
and  sedation.  Hayes  suggests  phenobarbital, 
in  doses  possibly  as  high  as  0.7  grams  per 
day  and  pentobarbital  in  doses  of  0.25  to 
0.5  grams  “not  to  induce  sleep  but  to  restore 
a relative  calm.”  Calcium  gluconate  also 
may  help  control  convulsions.  Epinephrine 
is  contraindicated.  Poison  may  be  removed 
from  the  skin  by  use  of  soap  and  water,  and 
from  the  gastrointestinal  tract  by  adminis- 
tation  of  syrup  of  ipecac  (not  advisedly  the 
fluid  extract),  by  gastric  lavage,  and  by  the 
administratiion  of  saline  laxatives. 
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Cholinesterase-inhibiting  Agents.  These 
include  the  organic  phosphorus  compounds 
and  the  carbamates.  These  agents  may  en- 
ter the  body  by  all  three  avenues.  Many  of 
the  phosphorus  group  are  extremely  toxic. 
Therapy,  emphasizing  atropinization  and 
adequate  oxygenation,  is  broadly  similar 
against  all  these  ag  e n t s.  Additionally, 
oximes  such  as  2-PAM  may  be  life-saving 
when  organic  phosphates  are  involved,  but 
are  not  currently  recommended  against  car- 
bamate poisoning. 

Among  the  more  important  organic  phos- 
phorus compounds,  as  listed  by  Hayes,  are 
the  following: 

Chlorthion 

Co-Ral 

DDVP 

Demeton 

Diazinon 

Guthion 

Malathion 

Methyl  parathion 

Parathion 

Phorate 

Phosdrin 

Schradan 

TEPP 

Trichlorofon 

Others  are  carbophenothion,  delnav,  dicap- 
thon,  dimethoate,  di-syston,  EPN,  ethion, 
fenthion,  methyl  trithion,  phosphamidon,  and 
ronnel. 

In  the  presence  of  sufficient  cholinester- 
ase, the  acetylcholine  that  mediates  the  ac- 
tion of  cholinergic  nerve  impulses  is  hydro- 
lyzed almost  immediately  after  formation. 
The  organic  phosphates,  directly  in  some 
cases  and  indirectly  through  metabolic  prod- 
ucts, combine  with  the  cholinesterase,  and 
thus  permit  acetylcholine  to  accumulate.  A 
small  excess  of  acetycholine  at  the  synapse 
or  myoneural  junction  produces  an  abnormal 
increase  in  function,  but  a large  excess  re- 
sults in  decrease  in  function.'*  The  morbid 
manifestations  of  poisoning  resemble  those 
due  to  over-stimulation  of  the  paras^mipa- 
thetic  nervous  system.  The  muscarine-like 
effects  include  anorexia,  nausea,  abdominal 


cramps,  vomiting,  diarrhea,  dyspnea,  saliva- 
tion, lacrimation  and  sweating.®  The  nico- 
tine-like effects  include  muscle  twitching, 
fasciculations,  cramps,  and  weakness.  The 
central  nervous  effects  include  anxiety  and 
tension,  giddiness,  insomnia,  headache, 
speech  difficulties,  confusion,  ataxia,  coma, 
and,  finally,  respiratory  arrest.  Miosis  is 
often  but  not  invariably  present.  Edema  of 
the  respiratory  passages  may  be  overwhelm- 
ing. 

Testing  for  Cholinesterase  in  Blood 

Athough  medical  action  against  poisoning 
commonly  must  commence  without  benefit 
of  cholinesterase  determinations,  physicians 
may  wish  tests  run  by  way  of  confirmation 
or  to  obtain  clues  regarding  chronic  expo- 
sure. Both  socalled  true  cholinesterase  and 
so-called  pseudocholinesterase  are  distribut- 
ed widely  in  the  body.  The  action  of  the 
former  is  confined  naturally  to  acetylcholine, 
whereas  the  latter  acts  on  a wide  range  of 
esters  as  well  as  upon  acetylcholine.  Both 
hydrolyze  acetylcholine,  and  laboratory  re- 
ports reflect  their  combined  levels.  Labora- 
tories may  run  tests  on  plasma  only,  or  on 
plasma  and  erythrocytes  separately.  Plasma 
levels  usually  are  the  lower  of  the  two. 
It  probably  suffices  most  often  to  have  only 
the  plasma  determination  made.  Erythro- 
cytes have  true  cholinesterase,  whereas  that 
of  plasma  is  largelj^  pseudocholinesterase. 
Both  screening  and  more  precise  tests  are 
available,  and  the  significance  of  any  range 
of  values  depends  upon  the  test  employed. 
Using  the  Michel  method,  a cholinesterase 
value  of  0.5  or  less  (delta  pH/hr)  either  cells 
or  plasma  reflects  an  abnormal  depression 
for  most  people,  Hayes  states.  People  un- 
der low-level  chronic  exposure  may  have 
levels  below  0.2  without  clinical  illness.  Con- 
sidering people  free  of  serious  liver  disease, 
the  only  cause  of  marked  reduction  of  cho- 
linesterase activity  is  exposure  to  organic 
phosphorus  or  carbamate  insecticides. 

According  to  replies  received  to  a ques- 
tionnaire sent  to  Nebraska  pathologists, 
cholinesterase  determinations  will  be  made 
upon  request  from  physicians  if  the  blood 
specimens  are  mailed  to  any  of  the  follow- 
ing: 
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W.  D.  Brown,  MD 

1801  Broadway,  Scottsbluff,  Nebraska 

Drs.  Tanner,  Miller,  Papenfuss  and  Brooks 
4848  Sumner  Street,  Lincoln,  Nebraska 

E.  D.  Zeman,  MD 

St.  Elizabeth’s  Hospital, 

1145  South  Street,  Lincoln  2,  Nebraska 

Clinical  Laboratory 

Good  Samaritan  Hospital,  Kearney,  Nebraska 

Dr.  0.  S.  Moran 
St.  Catherine’s  Hospital, 

9th  and  Forest,  Omaha,  Nebraska  (probably) 

To  draw  blood  for  sending  to  these  labora- 
tories, first  wet  the  inside  of  a syringe  with 
a minimal  amount  of  heparin.  Draw  ten 
cc  of  venous  blood,  centrifuge  it  immediate- 
ly, and  remove  the  plasma.  Re-suspend  the 
erythrocytes  in  an  equal  volume  of  normal 
saline.  Then,  if  possible,  make  a hemocrit 
determination  and  enclose  the  data  with  the 
specimen.  Send  the  plasma  and  erythrocjTes 
in  separate  tubes  to  the  laboratory,  in  ice, 
but  not  frozen.  The  laboratory  of  the  Ne- 
braska State  Department  of  Health  is  not 
equipped  now,  because  of  limited  funds,  to 
run  these  tests.  Several  laboratories  of  the 
Public  Health  Service  will  make  determina- 
tions from  samples  submitted  by  physicians. 
Instructions  for  taking  and  mailing  samples 
are  contained  in  the  Clinical  Handbook. 

Treatment 

In  critical  cases  of  poisoning  due  to  or- 
ganic phosphates,  the  order  of  treatment® 
should  be  as  follows:  1.  control  of  hypoxia; 
2.  atropinization  of  the  patient;  3.  intra- 
venous injection  of  2-PAM  if  available; 
4.  decontamination  of  skin,  stomach,  and 
eyes  as  indicated ; 5.  symptomatic  treat- 

ment. These  agents  cause  bronchoconstric- 
tion,  excessive  respiratory  secretion,  failure 
of  the  muscles  of  respiration,  and  depres- 
sion of  the  respiratory  center.  When  need- 
ed, artificial  respiration  should  be  admin- 
istered by  the  mouth-to-mouth  method  or, 
preferably  when  available,  by  use  of  a posi- 
tive-pressure resuscitator.  Oxygen  should 
be  administered  until  respiratory  difficulties 
are  overcome.  If,  through  telephone  com- 
munication, the  physician  first  learns  of  the 
poisoning,  he  should  inquire  about  the 
breathing  and  color  and,  if  indicated  give 
careful  advice  concerning  mouth-to-mouth 
resuscitation,  and  possibly  direct  that  at- 
tendants also  remove  contaminated  clothing 


and  sponge  away  the  agent.  A tr  opine 
should  not  be  administered  until  cyanosis  is 
controlled,  lest  ventricular  fibrillation  occur. 
Atropine  is  contraindicated  in  poisoning  due 
to  some  agents  used  in  agriculture,  that  is, 
the  dinitrophenols  and  pentochlorophenol. 

Atropine  sulfate  is  needed  and  tolerated 
in  much  larger  doses  than  are  indicated  or- 
dinarily for  medical  purposes.  First  dose  in 
critical  cases  is  2 to  4 mg  intravenously.  Ef- 
fects begin  in  one  to  a few  minutes  and 
reach  their  height  in  eight  minutes.  The 
same  dose  is  repeated  at  five  to  ten  minute 
intervals  until  signs  of  atropinization  ap- 
pear. These  include  dry,  flushed  skin  and 
tachycardia  as  high  as  140  per  minute;  pu- 
pillary size  should  not  be  relied  upon  as  a 
guide.  Thereafter  the  patient  must  be  ob- 
served; he  may  need  additional  atropine 
later.  Reported  doses  the  first  24  hours 
have  been  as  high  as  48  mg  in  total. 

Oximes  have  been  life-saving,  apparently, 
in  some  cases  that  did  not  respond  to  atro- 
pine alone.  They  possibly  act  to  release 
and  thus  reactivate  the  cholinesterase.  These 
drugs  are  now  investigational,  but  Nebraska 
clinics  and  hospitals  may  be  able  to  receive 
a supply,  as  has  Children’s  Hospital,  Omaha, 
by  writing  any  of  these: 

Campbell  Pharmaceuticals,  Inc. 

(which  distributes  2-PAM) 

i21  East  24th  Street,  New  York  10,  New  York 

Dr.  Wayland  J.  Hayes,  Jr. 

Toxicology  Program 
Communicable  Disease  Center 
Public  Health  Seiwice 
Atlanta,  George  (AC:404) 

Dr.  Griffith  E.  Quinby 
Toxicolo^  Section 
Communicable  Disease  Center 
Public  Health  Service 
Wenatchee,  Washington  (AC:509) 

2-PAM  should  be  administered  slowly, 
one  gram  for  adults  and  0.25  for  infants. 
A single  dose  may  be  sufficient,  improve- 
ment usually  being  evident  within  30  min- 
utes. 

Decontamination  is  accomplished  by  ad- 
ministration of  syrup  of  ipecac  or  by  gastric 
lavage  and  by  administration  of  saline  laxa- 
tive; by  sponging  the  skin  with  water  and 
soap  or  detergent  and  then  with  alcohol; 
and  by  irrigating  the  eyes  with  isotonic 
saline  if  they  have  had  exposure.  These  pa- 
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tients  should  no  have  morphine,  theophyl- 
line, aminophylline,  succinyl  choline,  nor 
epinephrine.  Large  amounts  of  intra- 
venous fluids  are  contraindicated  when 
there  is  excessive  fluid  in  the  respiratory 
tract. 

In  the  milder,  more  usual  case  of  poison- 
ing by  an  organic  phosphorus  compound, 
less  attention  need  be  given  to  the  oxygen- 
ation problem;  the  initial  dose  of  atropine 
should  be  one  to  2 mg,  with  repeat  doses 
each  hour  until  the  patient  is  satisfactory. 
The  treatment  for  poisoning  due  to  car- 
bamate insecticides  follows  the  same  plan 
as  that  for  organic  phosphorus  poisoning 
except  that  the  administration  of  oximes  is 
not  currently  advised. 

Variability  in  manner  of  exposure.  Since 
each  year  millions  of  tons  of  toxic  agricul- 
tural chemicals  come  into  the  control  of 
probably  millions  of  people,  poisoning  can 
occur  in  many  ways  that  are  not  obvious. 
In  cases  of  illness,  medical  attention  will  be 
turned  readily  to  the  chance  of  poisoning 
if  it  becomes  known  that  the  patient  has 
been  manufacturing , distributing,  ivare- 
housing,  formulating  and  mixing,  or  apply- 
ing one  of  these  agents.  If  acute  exposure 
to  organophosphates  is  sufficient  to  cause 
clinical  illness,  onset  of  manifestations  seems 
to  occur  within  twelve  hours.  Failure  to 
wash  off  chemical  that  has  spilled  upon  the 
body,  to  remove  contaminated  clothing  at 
once,  and  to  wash  the  hands  before  eating 
have  resulted  in  serious  poisoning.  In  one 
reported  instance,®  a worker  suddenly  be- 
came critically  ill  promptly  after  contamin- 
ating a candy  bar  with  his  hands  and  eating 
it  during  an  afternoon  of  work  in  spray- 
ing parathion.  Dusting  crops  by  airplane 
takes  its  toll.  Seventeen  per  cent  of  the 
licensed  agricultural  aircraft  operators  of 
California  had  employees  who  incurred  ill- 
ness attributed  to  economic  poisons  during 
1960-61 ; a substantial  share  of  the  toxic 
exposure  occurred  during  formulating,  load- 
ing, and  unloading.  Residuals  left  in  con- 
tainers may  poison  the  unwary. 

A 2-year-old  child  became  critically  ill 
after  eating  dirt  upon  which  parathion  had 
been  spilled.  A number  of  children  have 


died  as  a result  of  crawling  into  sacks  that 
earlier  had  contained  parathion.  A Ne- 
braska boy  became  poisoned  when  he  crawled 
about  on  a farm  truck  that  had  been  used 
to  transport  an  insecticide.  Perhaps  there 
had  been  leakage  from  the  container.  Ac- 
cording to  news  reports,  when  a fire  oc- 
curred in  a warehouse  in  which  organo- 
phosphates were  stored,  eleven  people  in- 
cluding five  firemen  were  hospitalized  be- 
cause of  poisoning.  An  outbreak  that  in- 
volved many  people  was  attributed  to  con- 
tamination of  a railroad  car  by  leakage  of 
endrin,  a toxic  chlorinated  hydrocarbon, 
upon  the  floor  during  transport.  Evidence 
suggests  that  two  months  later  this  endrin 
contaminated  some  sacked  flour  that  was 
shipped  in  the  same  car.  About  30  people 
who  ate  bread  prepared  from  the  flour  in- 
gested enough  poison  to  produce  convulsions. 
Based  upon  reports  already  in  the  literature, 
not  to  be  overlooked  is  the  possibility  that 
the  poison  syndrome  may  reflect  an  attempt 
at  suicide  or  homicide. 

Preschool  children  and  these  chemicals 
should  be  kept  separated.  A physician’s  3- 
year-old  son  located  an  aerosol  bomb  con- 
taining malathion  that  was  stored  in  the 
basement  of  the  home,  evidently  sprayed 
some  into  his  mouth  and  may  have  ingested 
some.'^  This  case  is  interesting  in  showing 
tolerance  to  atropine.  About  90  minutes 
later,  the  boy  vomited,  developed  fascicula- 
tions  of  ocular,  facial,  ceiwical,  and  deltoid 
muscles,  salivated  profusely,  went  into  con- 
vulsions, and  became  delirious.  He  was 
given  0.4  mg  of  atropine  intramuscularly 
and  0.2  mg  intravenously.  He  again  went 
into  a convulsion  that  lasted  eight  minutes, 
relieved  by  administration  of  sedative  intra- 
venously. He  received  atropine  at  intervals 
thereafter  in  doses  of  0.2  mg,  a total  of  1.4 
mg  within  45  minutes  of  admission,  and  a 
total  of  about  5 mg  over  a period  of  30  hours. 
He  regained  consciousness  8 hours  after  ad- 
mission. Recovery  was  rapid,  and  he  was 
discharged  at  48  hours.  No  neurologic  se- 
quelae were  evident  later.  Malathion  is 
much  less  toxic  than  such  other  organophos- 
phates as  phorate,  parathion,  TEPP,  phos- 
drin,  and  schraden.  A lethal  oral  dose  of 
parathion  in  one  case  was  less  than  50  mg. 
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The  physician’s  child  might  have  needed 
and  tolerated  an  even  larger  total  dosage  of 
atropine  if  he  had  been  poisoned  by  the  more 
toxic  drugs,  and,  as  stated  above,  seriously 
affected  adults  have  been  given  treatment 
to  a total  of  more  than  40  mg.  People  need 
information  about  the  dangers  from  eco- 
nomic poisoning,  and  about  how  poisoning 
may  occur.  Because  physicians  command  re- 
spect and  teach  with  force,  they  are  a prime 
resource  for  the  prevention  of  poisoning  due 
to  agricultural  chemicals. 

There  is  pressing  need  to  assemble  case 
reports  and  medical  findings  derived  from 
the  experiences  of  clinicians.  We  simply  do 
not  have  sufficient  information  concerning 
poisoning  in  human  beings  due  to  these  agri- 
cultural chemicals.  The  toxicology  program 
of  the  Communicable  Disease  Center  of  the 
Public  Health  Service  is  endeavoring  to  ob- 
tain needed  information,  and  it  seems  highly 
desirable  that  Nebraska  physicians  cooper- 
ate by  reporting  the  cases  that  they  see,  to- 
gether with  selected  data.  The  Clinical  Hand- 
book lists  what  information  is  desired.  Ad- 
ditional information  can  be  obtained  by 
writing  Dr.  Wayland  J.  Hayes.  Addition- 
ally both  Dr.  Hayes  and  Dr.  Quinby,  who 
also  is  a Public  Health  Service  officer,  may 
be  consulted  regarding  critical  cases  of  poi- 
soning by  these  agents.  Their  addresses 
were  given  above.  Dr.  Hayes’  office  tele- 


phone number  in  Atlanta  is  634-5131  and  his 
home  number  is  373-7158.  The  office  tele- 
phone number  of  Dr.  Quinby  in  Wenatchee, 
Washington,  is  662-5506  and  the  home  num- 
ber is  663-6175. 
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“.  . . These  are  times  which  demand  a reappraisal  of  values  so 
as  to  re-emphasize  those  things  which  are  truly  and  vitally  important. 
Today  we  live  in  a vibrant  peiiod  when  the  mainstream  of  progress 
is  being  muddied  by  cross-currents  representing  various  ideologies 
and  conflicting  viewpoints.  We  are  living  a chapter  of  history  which 
requires  critical  decisions  affecting  all  aspects  of  our  future  — indi- 
vidual, national,  and  global.”  From  inaugural  address  by  Dr.  Ed- 
ward R.  Annis,  President  of  AMA,  June  18,  1963). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
December  7 — Falls  City,  Elks  Lodge 
January  4 — Lexington,  High  School 
Building 

January  11  — Wayne,  Wayne  State  Col- 
lege 

FIRST  ANNUAL  POSTGRADUATE  SEM- 
INAR IN  ANESTHESIOLOGY  — By 
University  of  Miami  and  University  of 
Florida;  at  Miami  Beach,  January  5-8, 
1964;  theme:  “The  Cardiovascular  Sys- 
tem.” For  additional  information  write 
Frank  Moya,  MD,  Professor  and  Chair- 
man of  Department  of  Anesthesiology, 
University  of  Miami  School  of  Medicine, 
Jackson  Memorial  Hospital,  Miami  36. 

THE  MIAMI  HEART  INSTITUTE  — An- 
nounces the  first  international  symposium 
on  the  use  of  anticoagulants  in  coronary 
artery  heart  disease;  January  9-11;  Fon- 
tainebleau Hotel,  Miami  Beach,  Florida. 
Registration  fee,  $45. 

GENERAL  PRACTICE  REVIEW  — The 
Tenth  Annual  General  Practice  Review  to 
be  held  January  12  to  18,  1964,  at  the 
University  of  Colorado  School  of  Medi- 
cine. 

SYMPOSIUM  ON  EVALUATION  OF 
CARDIOVASCULAR  DRUG  THERAPY 
— By  Hahnemann  Medical  College  and 
Hospital;  Marriott  Motor  Hotel,  Phila- 
delphia, January  20-23,  1964. 

BOARD  OF  COUNCILORS  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Sunday,  Februaiy  9,  1964,  Fort 
Kearney  Hotel,  Kearney. 


AMERICAN  COLLEGE  OF  ALLERGISTS 
— Gi’aduate  Instructional  Course  and 
Twentieth  Annual  Congress;  March  1-6, 
1964;  The  Americana  Hotel,  Bal  Harbour, 
Miami  Beach,  Florida.  For  further  infor- 
mation write:  John  D.  Gillaspie,  MD,  2141 
14th  Street,  Boulder,  Colorado. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

AMERICAN  COLLEGE  OF  PHYSICIANS, 
Postgraduate  Course  No.  8;  Nuclear  Med- 
icine and  Radiation  Biology  — January  6- 
10,  at  University  of  Caifornia  at  Los 
Angeles,  School  of  Medicine,  Department 
of  Biology  and  Medicine;  Meeting  place. 
Auditorium,  Laboratory  of  Nuclear  Medi- 
cine and  Radiation  Biology.  Fees,  ACP 
members,  $60;  non-members,  $100.  Write 
Executive  Director,  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia 
for  registration  forms  or  information. 


The  entire  staff  of  your  Journal 
join  in  wishing  each  and  every 
member  of  fhe  Nebraska  Sfate  Med- 
ical Association  and  his  family  a 
very  merry  Christmas.  May  the 
spirit  of  fhis  holy  day  turn  the  heart 
of  each  of  us  fo  brotherly  love. 


AMERICAN  COLLEGE  OF  SURGEONS— 
Three-day  scientific  meeting;  February 
17-19,  1964,  Denver  Hilton  Hotel,  Denver. 

HOUSE  OF  DELEGATES  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Saturday  and  Sunday,  February 
22  and  23,  1964,  Fort  Kearney  Hotel, 
Kearney. 


THE  MONTH  IN  WASHINGTON 

President  Kennedy  signed  into  law  two 
bills  providing  for  a five-year,  $594.2  million 
federal  program  to  combat  mental  illness 
and  mental  retardation  through  expanded 
research  and  community  treatment  centers. 

A key  feature  of  the  legislation  is  a $150 
million  program  of  grants  to  the  states  for 
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construction  of  community  mental  health 
centers  for  inpatient  and  outpatient  treat- 
ment of  the  mentally-ill.  Administration  of- 
ficials said  they  hoped  that  such  centers 
eventually  would  be  able  to  take  care  of  as 
much  as  50  per  cent  of  the  mentally  ill 
persons  now  in  state  mental  institutions. 
One  aim  of  the  centers  is  to  have  the  fam- 
ily physician  play  a larger  role  in  the  treat- 
ment of  the  mentally  ill. 

The  new  law  contains  no  authority  for 
federal  funds  for  staffing  these  centers,  most 
controversial  aspect  of  the  legislation  in  con- 
gress. The  American  Medical  Association 
opposed  the  staffing  provision. 

In  signing  the  bill,  President  Kennedy  an- 
nounced that  Robert  Aldrich,  Director  of 
the  National  Institute  of  Child  Health  and 
Human  Development,  will  soon  call  together 
50  scientists  from  this  country  and  abroad  to 
plan  research  on  premature  births. 

He  also  announced  that  the  office  of  edu- 
cation was  setting  up  a new  division  for 
handicapped  children  and  youth  to  admin- 
ister the  teaching  and  research  program 
under  the  new  law.  It  will  be  headed  by 
Samuel  Kirk,  Professor  of  Education  and 
Psychology"  at  the  University  of  Illinois. 

The  new  law  also  provides  $179  million 
over  three  years  for  construction  of  treat- 
ment and  research  facilities  for  the  mental- 
ly retarded  and  for  training  of  teachers  for 
mentally-retarded  children. 

Earlier,  President  Kennedy  had  signed 
into  law  another  part  of  the  mental  re- 
tardation program  that  was  approved  in 
separate  legislation  by  Congress.  This  calls 
for  $355  million  to  increase  Federal  aid  in 
fighting  mental  retardation  through  im- 
proved maternal  and  child  care.  The  five- 
to-seven-year  program  includes  a plan  to 
provide  preventative  medical  care  for  low- 
income  mothers  with  a high  risk  of  giving 
birth  to  retarded  children. 

The  Food  and  Drug  Administration  is- 
sued the  final  orders  on  how  it  will  carry 
out  the  new  drug  law’s  provisions  covering 
ethical  drug  advertising.  The  federal  agency 
agreed  to  modify  most  of  the  proposed  regu- 


ations  that  the  drug  companies  had  protest- 
ed. 

One  previously-disputed  section  of  the 
regulations  was  felt  by  the  companies  pos- 
sibly to  require  the  prepublication  submis- 
sion to  FDA  of  advertising  for  virtually  all 
important  new  drugs.  The  FDA  revised 
the  regulation  to  require  “prior  approval’’ 
of  advertisements  by  the  FDA  only  if  the 
agency  or  the  sponsor  of  the  drug  receives 
information  not  widely  publicized  in  medical 
literature  that  use  of  the  drug  may  cause  fa- 
talities or  serious  damage. 

Another  issue  raised  concerned  sections 
of  the  regulations  relating  to  “fair  balance’’ 
and  “relative  prominence”  of  information 
on  effectiveness  and  precautions  in  use  of 
prescription  drugs  in  advertising  copy  and 
layouts. 

FDA  assured  the  industry  that  the  regu- 
lations will  not  prohibit  use  of  graphic  pre- 
sentations, headlines  or  other  “advertising 
techniques.”  The  regulations,  as  now  clari- 
fied by  the  agency,  will  not  require  equal 
divisions  of  space,  word  counts,  headlines, 
illustrations  and  so  forth.  On  the  other 
hand,  the  regulation  will  require  that  state- 
ments about  precautions  for  use  of  drugs  be 
presented  in  type  and  format  to  insure  ade- 
quate prominence  and  readability. 

An  additional  question  concerned  an  ap- 
parent requirement  that  advertisements 
must  list  side  effects  and  contra-indications 
for  all  common  uses  of  a given  drug,  even 
if  some  of  the  uses  are  not  referred  to  in  the 
advertisement.  In  a clarifying  statement, 
FDA  said,  in  effect,  that  the  non-recom- 
mended  uses  need  not  be  mentioned  in  most 
instances  — that  since  side  effects  depend 
for  the  most  part  on  duration  of  use,  size 
of  dosages  or  class  of  patients,  it  is  appro- 
priate that  the  side  effects  be  disclosed  only 
as  related  to  these  factors.  The  drug  firms 
said  this  served  to  remove  their  principal 
concern  on  this  point. 

Another  issue  involved  in  the  new  drug 
law  is  a section  of  the  regulations  which 
would  require  that  the  established  or  generic 
name  of  a drug  must  accompany  each  sep- 
arate mention  of  the  drug’s  proprietary  or 
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brand  name  in  an  advertisement  and  in 
labeling.  The  drug  firms  maintained  in  a 
federal  court  suit  that  these  regulations  go 
beyond  the  FDA’s  statutory  authority,  since 
the  statute  requires  only  that  established 
names  of  prescription  drugs  be  printed  in 
labeling  and  advertising  “prominently  and 
in  type  at  least  half  as  large  as  that  used  for 
any  proprietary  name.” 

The  Food  and  Drug  Administration  was 
reorganized  to  upgrade  the  scientific  as- 
pects of  the  agency’s  work. 

The  new  setup  adopts  major  features  from 
recommendations  of  a citizens  advisory  com- 
mittee report  in  October,  1962. 

HEW  Secretary  Anthony  Celebrezze  said 
that  “an  important  feature  of  the  reorgan- 
ization is  the  upgrading  of  the  scientific 
functions.  I expect  the  reorganization  to  im- 
prove FDA  operations  all  along  the  line  . . .” 

An  important  feature  of  the  reorganiza- 
tion will  be  the  appointment  of  a National 
Advisory  Council  to  FDA.  It  will  advise 
the  Administration  on  national  needs  and 
the  effectiveness  of  program  policies. 

A new  Associate  Commissioner,  who  will 
be  a scientist,  will  give  leadership  from  the 
Office  of  the  Commissioner  to  the  programs 
and  functions  having  to  do  with  medicine, 
science  and  research. 

Two  new  bureaus  with  scientific  activi- 
ties were  established  — a Bureau  of  Scien- 
tific Research,  supporting  FDA’s  basic  mis- 
sion of  consumer  protection,  and  a Bureau 
of  Scientific  Standards  and  Evaluation, 
which  will  handle  safety  clearance  functions. 
(From  AMA  Washington  Office). 


WOMEN,  BIRTH  CONTROL  vs. 
GLOBAL  WAR 

DR.  HENRY  J.  KLAUNBERG,  President 

Human  Factors  Research  Bureau,  Inc. 

Coral  Gables,  Florida 

More  than  100  years  ago  William  Ross 
Wallace  wrote  “The  Hand  That  Rocks  the 
Cradle  Is  the  Hand  That  Rules  the  World.” 
The  prophetic  significance  of  this  statement 
has  been  increasingly  emphasized  during 


each  decade,  until  now  when  demographers, 
biometricians,  sociologists,  economists,  and 
others  with  a professional  interest  in  human 
welfare  are  confronted  with  the  global  popu- 
lation explosion  that  is  so  disproportionate 
to  the  worlds  agricultural  and  industrial  de- 
velopment. 

Through  the  ages  history  records  that 
over-populated  areas,  with  inadequate  agri- 
cultural and  industrial  development  have 
been  the  basic  causes  for  the  carnage,  slaugh- 
ter and  desolation  of  wars  that  have  deci- 
mated or  wiped  out  entire  nations. 

At  the  recent  Readers  Digest  Forum  — 
“What  Women  Can  Do  For  Peace”  held  in 
Washington,  D.C.  for  more  than  500  dele- 
gates, from  47  countries,  attending  the  75th 
Anniversary  Meeting  of  the  International 
Council  of  Women,  it  was  the  consensus  of 
recognized  authorities  that  the  women  of  the 
world,  not  nuclear  power  or  other  factors, 
control  the  destinies  of  mankind. 

John  Fischer  (Reader’s  Digest,  6-63)  — 
states  that  “We  have  only  about  one  acre  of 
food-producing  land  for  each  person  on  the 
globe  — and  we  are  adding  more  than  55 
million  hungry  mouths  each  year.  We  can’t 
possibly  add  farmland  that  fast.  A third 
or  more  of  the  world’s  people  are  now  hun- 
gry most  of  the  time  — but  not  as  hungry 
as  they  are  going  to  be.”  When  a hungry 
man  has  to  choose  between  staiwation  and 
grabbing  his  neighbor’s  garden,  he  is  likely 
to  grab. 

China,  now  containing  one-fifth  of  the 
world’s  population  and  increasing  20%  each 
decade  is  unquestionably  the  most  dangerous 
nation  in  the  world. 

Arnold  J.  Toynbee,  world  famous  scholar 
and  historian,  reemphasized  at  the  World 
Food  Congress  (Washington,  D.C.,  June  4- 
18,  1963)  the  vital  importance  of  a planned 
program  to  bring  world  population  growth 
into  a somewhat  realistic,  relative  ratio  to 
the  world’s  food  supply  and  economic  de- 
velopment, when  he  said  “In  the  long  run 
the  (Freedom  from  Hunger)  campaign  can- 
not be  won  unless  the  planet’s  hundreds  of 
millions  of  wives  and  husbands  voluntarily 
decide  to  regulate  the  number  of  human 
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births.  This  is,  I believe  one  of  the  major 
challenges  that  confront  mankind  in  our 
time.” 

W’herever  a national  birth  rate  has 
dropped  significantly  in  the  past,  it  has 
happened  because  the  majority  of  fertile 
couples  have  chosen  to  control  their  fer- 
tility. Yet  onlj’  one-third  of  the  world’s 
adults  now  enjoy  a freedom  of  choice  in  the 
matter,  and  they  have  small  families. 

A statement  indorsing  artificial  birth  con- 
trol as  a moral  method  of  family  planning 
was  approved  by  the  general  board  of  the 
National  Council  of  Churches  at  their  an- 
nual meeting  in  Syracuse,  New  York.  This 
was  the  first  time  that  Council,  representing 
25  Protestant  and  8 Orthodox  church  bodies, 
had  taken  a stand  on  the  subject. 

The  statement  held  that  society  had  an 
obligation  to  help  parents  by  giving  them 
“access  to  appropriate  medical  information 
and  counsel”  for  family  planning.  It  said 
“Legal  prohibition  against  impartation  of 
such  information  and  counsel  violate  the  civil 
and  religious  liberties  of  all  citizens.  It 
pointed  out  that  “public  health  programs  in 
economically  less  developed  countries,  often 
with  substantial  assistance  from  our  gov- 
ernment have  helped  to  create  new  popula- 
tion pressures.” 

Dr.  Clement  Markert,  Bio-Medical  special- 
ist of  Johns  Hopkins  University  and  repre- 
sentative of  the  National  Academy  of  Sci- 
ence, a Forum  participant  said  “Those  of 
us  interested  in  biology  and  medicine  are 
responsible  for  the  ‘technology’  of  birth 
control.  We  have  a long  way  to  go  but  the 
path  is  fairly  clear  and  the  goals,  I believe, 
certain  of  attainment.  I want  to  make  it 
clear,  however,  that  the  final  responsibility 
for  birth  control  rests  primarily  upon  indi- 
vidual women  who  decide  to  limit  their  off- 
spring to  two,  not  some  larger  number. 

Dr.  Irene  Taeuber,  Senior  Demographer, 
Office  of  Population  Research,  Princeton 
University,  a Forum  participant  said:  “The 
equal  education  of  boys  and  girls  is  not  only 
morally  right,  it  is  an  essential  first  step  in 
halting  the  population  explosion  that  threat- 
ens war  and  lowered  living  standards  all 
over  the  world.” 


“All  over  the  world  — in  the  United 
States,  in  Japan  over  the  last  three  quar- 
ters of  a century,  throughout  the  Phillipine 
Islands  in  1939  and  among  the  Chinese  in 
Taiwan  in  1956  and  in  Hong  Kong  in  1961 
— the  education  of  girls  is  the  single  vari- 
able most  closely  related  to  lowered  birth 
rates.  Girls  with  schooling  usually  marry 
boys  with  schooling,  and  so  the  forces  for 
family  limitation  and  the  drives  for  educa- 
tion are  alike  accentuated  in  successive  gen- 
erations. 

Mr.  James  Monahan,  Senior  Editor  of 
Reader’s  Digest,  presided  at  the  Forum. 
The  Forum  Moderator  was  Frederick  Os- 
born, Trustee  of  the  Population  Council  and 
author  of  “Dynamics  of  Population,”  and 
“Population,  an  International  Dilemma.” 
Other  authorities  taking  part  in  the  Forum 
included  Dr.  John  Rock,  Emeritus  Profes- 
sor of  Gynecologj^  Harvard  University  IMed- 
ical  School  and  author  of  “The  Time  Has 
Come”  — a Catholic  Doctor’s  proposal  to 
end  the  battle  over  birth  control ; Dr.  John 
Durand,  Director  of  the  Population  Branch 
of  the  United  Nations,  and  Richard  N. 
Gardner,  Deputy  Assistant  Secretary  of 
State,  and  author  of  the  United  States  policy 
statement  on  population  growth. 

Reprints  of  “What  Women  Can  Do  for 
Peace,”  and  other  reprints,  etc.,  represent- 
ing the  many  facets  of  this  vital  subject  are 
available  without  cost  from  The  Human 
Factors  Research  Bureau,  Inc.,  P.O.  Box  429, 
Coral  Gables  34,  Florida. 


LETTERS  TO  THE  EDITOR 

.More  on  Anaphylactic  Reaction  to 
Aqueou.s  Chymotrypsin — 

The  following  letter  bearing  on  the  sub- 
ject of  sensitivity  to  trypsin  was  prompted 
by  the  letters  of  Drs.  Dewey  and  Jaros  on 
the  one  hand,  and  Dr.  Dunlap  on  the  other. 
These  were  published  on  pages  627  and  628 
of  the  November  issue  of  the  Jownal.  This 
letter  from  Dr.  Kenneth  D.  Rose  seems  im- 
portant in  this  exchange  of  opinions  all  of 
which  refer  to  an  article  by  Dr.  Dunlap 
published  in  this  Journal  in  September  and 
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entitled  “Anaphylactic  Response  to  Tryp- 
sin.” The  letter  from  Dr.  Rose  follows. 

— Editor. 

November  7,  1963 

George  W.  Covey,  MD 
2900  Jackson  Drive 
Lincoln,  Nebraska 

Dear  Dr.  Covey: 

I have  read  with  interest  the  exchange  of 
letters  by  Doctors  Dewey  and  Jerros  and 
Dr.  Dunlap  concerning  reaction  to  aqueous 
chymotrypsin.  I am  enclosing  for  your  in- 
formation and  for  transmittal  to  Doctors 
Dewey  and  Jerros  a report  published  by 
me  in  the  Journal  of  the  American  Medical 
Association  (173:796,  No.  7)  concerning 
just  such  a reaction  and  one  which  I think 
was  well  controlled  in  point  of  the  inciting 
agent  to  anaphylaxis.  I can  assure  both 
Doctors  Dewey  and  Jerros  that  this  patient 
did  have  a reaction  to  aqueous  chymotrypsin, 
it  was  a serious  reaction  and  that,  because 
of  the  circumstances  peculiar  to  this  given 
case,  intravenous  soluble  corticosteroids 
were,  in  our  opinion,  life  giving.  I think  if 
they  read  this  publication  closely,  they  will 
see  why  it  is  that  we  felt  this  medication 
was  life  saving.  I am  fully  aware  of  the 
fact  there  are  reports  in  the  literature  stat- 
ing that  corticosteroids  are  of  no  value,  but 
I would  argue  strongly  against  that. 

There  has  been  another  publication  rela- 
tively recently  in  the  American  Medical  As- 
sociation Journal  concerning  a very  similar 
anaphylactic  reaction  to  chymotrypsin  suf- 
fered by  a patient  in  Colorado.  I have  had 
personal  contact  with  the  doctor  that  at- 
tended this  case  in  Colorado,  and  I can 
assure  you  that  he  feels  as  I do  that 
aqueous  chymotrypsin  is  a medication  capa- 
ble of  potentially  serious  and  possibly  fatal 
side  reactions  of  an  anaphylactic  nature. 

I have  given  many  doses  of  penicillin  with- 
out witnessing  an  anaphylactic  reaction.  I 
have  given  very  few  doses  of  chymotrypsin 
and  have  witnessed  an  extremely  serious 
anaphylactic  reaction  bordering  on  death. 
With  the  currently  available  oral  tissue 


edema  mobilizers  1 see  absolutely  no  valid 
reason  for  using  an  injectable  chymotrypsin, 
and  staunchly  support  Dr.  Dunlap  in  his  con- 
tention that  extreme  caution  should  be  exer- 
cised in  the  use  of  this  medication. 

Sincerely  yours, 

Kenneth  D.  Rose,  MD,  Chief 
Laboratory  and  Medical 
Research 


Doctors  and  Medicine  in  the  News 

We  Learn  From — 

— The  Norfolk  Daily  News  that  Dr.  C. 
Edwin  Rodgers  of  Osmond  was  honored  by 
the  Nebraska  Library  Association  for  meri- 
torious service.  Dr.  Rodgers  gave  his  com- 
munity a building  for  a library,  in  memory 
of  his  wife,  Christina.  The  award  was  be- 
stowed at  a recent  meeting  of  the  Associa- 
tion held  at  Hastings,  and  was  accepted  by 
his  daughter,  Mrs.  Woodrow  Freeman. 

— The  Hastings  Tribune  that  Dr.  G.  R. 
Holcomb,  president  of  the  Adams  County 
Medical  Society,  pointed  out  nine  actions 
that  thoughtful  citizens  can  take  to  improve 
the  health  and  safety  of  their  communities. 
His  statement  was  issued  in  connection  with 
celebration  of  Community  Health  Week. 
During  this  same  week  the  Woman’s  Aux- 
iliary to  the  medical  society  sponsored  a 
paramedical  career  day  for  all  high  school 
students  of  the  area. 

— Lincoln  Evening  Journal  — “A  long- 
time public  health  official,  the  late  Ernest 
T.  Manning,  will  be  commemorated  by  a 
scholarship  fund  established  at  the  Univer- 
sity of  Nebraska  Foundation.”  Family 
members  are  establishing  the  fund  from 
which  the  income  (initially  $200  per  year) 
will  be  awarded  an  undergraduate  in  the 
College  of  Medicine  who  plans  to  enter  the 
field  of  public  health,  pathology,  or  preven- 
tive medicine. 

— Omaha  Evening  World-Herald  that  Dr. 
Richard  E.  Ogborn,  chief  of  the  Radioiso- 
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tope  Service  at  the  Omaha  Veterans  Hos- 
pital will  receive  an  awai’d  for  outstanding 
contributions  to  medicine.  This  was  an- 
nounced by  the  Association  of  Militarj'  Sur- 
geons. 

Dr.  Ogborn  has  made  notable  contribu- 
tions to  training  involved  in  use  of  nuclear 
reactors;  has  developed  courses  for  medical 
personnel  and  technicians  using  reactors, 
electric  computers,  and  radioisotopes. 

Dr.  Ogborn  is  on  the  staffs  of  the  Uni- 
versity of  Nebraska  College  of  Medicine 
and  Creighton  University  School  of  Medi- 
cine and  is  consultant  at  Immanuel  and 
Douglas  County  Hospitals.  The  award  is 
sponsored  by  the  Pfizer  Laboratories. 

— From  the  Lincoln  Morning  Star  that  the 
U.  S.  Public  Health  Service  has  announced 
two  gi'ants  to  Creighton  University  faculty 
members  — Dr.  Julian  J.  Baumel  and  Dr. 
Allen  B.  Schlesinger.  The  first  is  $7260 
to  prepare  an  atlas  on  the  anatomy  of  the 
pigeon,  and  the  second  $10,000  for  research 
on  cellular  metabolism  and  growth  control. 

— From  the  Sunday  World-Herald  point- 
ing out  tests  demanded  by  government  \\’ill 
slow  the  making  and  marketing  of  new 
drugs,  no  matter  how  useful  they  may  be. 
Strict  regulations  inhibit  both  making  and 
marketing  ”to  the  point  where  years  may 
pass  before  a new  drug  can  be  put  to  use.” 

— From  Lincoln  Evening  Joutyial  that  a 
recent  study  of  doctor-distribution  in  Ne- 
braska has  induced  the  University  College 
of  Medicine  to  return  to  the  use  of  precep- 
torships  for  all  medical  students  in  junior 
or  senior  years.  The  survey  of  doctor-dis- 
tribution was  made  by  the  Nebraska  State 
Medical  Association. 

— From  the  Sunday  World-Herald  that 
educational  messages  taped  during  the  re- 
cent Omaha  Mid-West  Clinical  Society  meet- 
ing will  be  distributed  throughout  the  world 
by  the  Audio-Digest  Foundation. 


Announcemen+s 

Medical  Students  Sought  for 
E.  V.  Allen  Scholarships — 

Applications  are  now  being  accepted  for 
the  E.  V.  Allen  Memorial  Scholarship,  Ralph 
E.  Smith,  MD,  president  of  the  Minnesota 
Heart  Association,  announced  recently.  The 
Mayo  Foundation  and  the  Minnesota  and 
American  Heart  Association  are  co-sponsors 
of  this  scholarship  program. 

Pre-doctoral  and  post-doctoral  students 
interested  in  three  months’  cardiovascular 
study  at  the  Mayo  Clinic,  where  the  late  Dr. 
Allen  was  senior  consultant  in  medicine,  may 
obtain  further  information  from  the  Minne- 
sota Heart  Association,  1821  University 
Avenue,  St.  Paul,  Minnesota. 

Medical  Librarianship  Scholarship  Available — 

The  shoi*tage  of  well-trained  librarians 
and  information  specialists  in  the  biomedical 
sciences  is  acute.  Medical  schools,  hospitals, 
pharmaceutical  firms,  medical  societies,  and 
researach  institutes  must  have  qualified  per- 
sonnel to  organize,  administer,  and  make 
readily  available  the  literature  and  informa- 
tion resources  in  the  field. 

In  1964,  the  Medical  Library  Association 
will  offer  the  Marion  Dondale  Scholarship 
in  the  amount  of  $1,000  to  assist  a student 
showing  promise  for  medical  librarianship 
to  attend  any  American  Library  Association 
accredited  libraiy  school.  Funds  are  avail- 
able for  a student  entering  library  school  in 
either  the  summer  or  fall  terms. 

The  applicant  must  be  under  30  years  of 
age,  and  hold  a bachelor’s  degree,  prefer- 
ably in  one  of  the  life  sciences,  or  chemistiy, 
anthropology',  psychology,  geology',  mathe- 
matics, or  phy^sics.  A minimum  requirement 
is  15  semester  units  or  their  equivalent 
drawn  from  the  above  fields.  In  addition, 
applicants  will  be  considered  on  the  basis 
of  strong  foreign  language  background,  high 
scholastic  record,  and  the  intent  to  enter 
the  medical  library  field. 

Selection  will  be  made  by'  the  Medical  Li- 
brary Association’s  Committee  on  Stand- 
ards. Unless  distance  is  prohibitive,  schol- 
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arship  candidates  will  be  asked  to  have  a 
personal  interview  with  a medical  librarian 
in  his  area.  The  dead-line  for  accepting  ap- 
plications is  March  1,  1964.  Application 
forms  are  available  from  any  A.L.A.  ac- 
credited library  school. 

Symposium  on  Hypertension  and 
Coronary  Disease — 

Hypertension  and  coronary  artery  dis- 
ease will  be  the  subject  of  a two  day  sym- 
posium January  17  and  18,  1964  at  the 
Radisson  Hotel,  Minneapolis,  Minnesota. 
The  program  will  be  co-sponsored  by  the 
American  Therapeutic  Society  and  the  Min- 
nesota Heart  Association. 

Main  emphasis  of  the  sessions,  to  which 
all  midwest  physicians  will  be  invited,  will 
be  the  therapeutic  aspects  of  the  two  health 
problems.  Those  attending  will  have  the 
opportunity  to  question  nationally  known 
authorities  and  to  discuss  their  own  experi- 
ences in  the  clinical  management  of  the  dis- 
eases. The  program  will  be  keyed  to  the 
significant  interests  of  both  general  practi- 
tioners and  specialists. 

Nine  hours  of  American  Academy  of  Gen- 
eral Practice  Category  II  credit  have  been 
authorized  for  attendance  at  the  symposium. 

Arrangements  have  been  made  to  make 
available  a special  block  of  tickets  to  the 
Minneapolis  performance  of  the  Broadway 
success,  “Who’s  Afraid  of  Virginia  Woolf” 
the  evening  of  January  17.  In  addition,  spe- 
cial events  are  being  planned  for  the  enter- 
tainment of  wives  of  the  attendees. 

Retarded  Child  Needs  Planned  Program  of 
Home  Teaching  During  Pre-School  Years — 

There  is  much  that  the  mentally  retarded 
child  can  learn.  But  to  enable  him  to  do  so, 
parents  and  teachers  must  help  teach  him 
what  most  normal  children  absorb  or  figure 
out  by  themselves. 

This  is  one  of  the  major  points  made  in 
The  Retarded  Child  Gets  Ready  for  School, 
by  Margaret  Hill,  a new  Public  Affairs 
Pamphlet  issued  recently.  Mrs.  Hill,  edu- 
cation chairman  of  the  Wyoming  branch  of 
the  National  Association  for  Retarded  Chil- 


dren, has  written  many  articles  on  mental 
health,  child-rearing,  and  education.  Her 
new  pamphlet  is  available  for  25  cents  from 
the  Public  Affairs  Committee,  22  East  38th 
Street,  New  York,  N.Y.  10016. 

Mrs.  Hill  believes  that  “retarded  children 
are  more  like  normal  children  than  unlike 
them,”  particularly  in  their  physical  and 
emotional  needs.  She  outlines  very  clearly, 
however,  the  differences  between  the  learn- 
ing processes  of  the  normal  and  those  of  the 
mentally  handicapped  child,  and  what  kind 
of  teaching  the  latter  requires.  She  is  par- 
ticularly concerned  with  education  because 
it  determines  to  a great  extent  how  success- 
ful the  retarded  child  will  be  in  leading  as 
normal  a life  as  possible. 

The  Retarded  Child  Gets  Ready  for  School 
is  No.  349  in  the  Public  Affairs  Pamphlet 
series,  now  in  its  28th  year.  The  series  in- 
cludes many  other  distinguished  titles  cover- 
ing health  and  science,  family  relations,  so- 
cial and  economic  problems,  and  intergroup 
relations.  All  pamphlets  sell  for  25  cents 
each;  a list  is  available  upon  request. 

Medical  Officer  Wanted — 

Postmaster  Cleve  R.  Austin  has  announced 
a vacancy  for  the  position  of  Medical  Officer 
in  the  Minneapolis  Post  Office. 

Duties  are  to  operate  the  Medical  Facility 
and  to  provide  employee  health  services  in 
the  Minneapolis  Post  Office. 

Hours  of  work  are  from  8 :30  a.m.  to  5 :00 
p.m.,  on  a 40-hour  a week  basis. 

Beginning  salary  is  $10,610  a year. 

Applicants  must  be  citizens  of  the  United 
States  and  graduates  of  an  approved  medi- 
cal school,  with  a degree  of  doctor  of  medi- 
cine. 

Application  forms  may  be  obtained  from 
the  Board  of  Examiners,  U.S.  Civil  Service 
Commission,  Room  454,  Main  Post  Office, 
Minneapolis,  Minnesota  55401. 

Announce  Change  in  Postgraduate 
Course  Details — 

Philadelphia  — The  American  College  of 
Physicians  has  announced  changes  in  ar- 
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rangements  affecting  t \v  o of  its  1963-64 
Postgraduate  Courses. 

— Two  Courses  have  been  redesignated  in 
number  (due  to  a change  in  dates  for  one 
Course).  Recent  Advances  in  Clinical  Nu- 
trition, which  will  be  held  at  Lemuel  Shat- 
tuck  Hospital,  Boston,  Mass.,  June  1-5,  1964, 
is  now  Course  No.  17.  Recent  Progress  in 
Endocrinology  is  now  Course  No.  18. 

— Dates  for  Recent  Progress  in  Endocrin- 
ology have  been  changed  from  May  25-29, 
1964,  to  June  8-12,  1964.  The  newly-desig- 
nated Course  No.  18  will  be  held  at  the  same 
location  — University  of  Washington  School 
of  Medicine,  Seattle,  Wash. 

The  1963-64  Postgraduate  Courses  are 
part  of  the  continuing  postgraduate  educa- 
tion activities  of  the  American  College  of 
Physicians,  which  represents  more  than  11,- 
600  internists  and  specialists  in  related 
fields. 


News  and  Views 

Air  Pollutants,  Including^  Cigarette 
Smoke,  and  Disease — 

Atlantic  City  — The  epidemiological  ap- 
proach to  the  subject  of  mortality  among 
smokers  and  non-smokers  includes  critical 
observation,  laboratory  determination  of  all 
types,  and  statistical  analysis,  W.  Harding 
le  Riche,  MD,  Professor  and  Head  of  the 
Department  of  Epidemiology’  and  Biometrics, 
School  of  Hygiene,  University  of  Toronto, 
said  here  recently.  The  epidemiologist  spe- 
cializes in  the  study  of  group  manifestations 
of  diseases. 

Dr.  le  Riche  listed  the  organizations  which 
have  clearly  stated  that  cigarette  smoking 
is  harmful  but  would  not  state  that  “no  one 
claims  that  cigarette  smoking  is  the  one  and 
only  cause  of  pathology.  There  must  be 
other  associated  causes  as  well.’’ 

The  epidemiologist  must  be  interested  in 
the  total  ecological  picture  and  tries  to  see 
a dynamic  interaction  between  the  host,  the 
agent  or  agents,  and  the  total  environment, 
he  said. 


Dr.  le  Riche  called  for  “a  concerted  move- 
ment against  cigarette  smoking,  and  air 
pollution  of  all  types,  including  industrial 
processes  and  internal  combustion  engine 
fumes,”  as  a member  of  a panel  discussing 
“Mortality  of  Smokers  and  Non-Smokers” 
in  Atlantic  City,  before  the  annual  meeting 
of  the  Society  of  Actuaries. 

Dr.  le  Riche  cited  the  findings  of  the 
Royal  College  of  Physicians,  of  London, 
England,  which  noted  excess  in  smokers’ 
death  from  lung  cancer,  chronic  bronchitis, 
coronary  heart  disease,  evidence  in  regard 
to  gastric  or  duodenal  ulcer,  cancer  of  the 
mouth,  larynx  and  esophagus.  It  was  noted 
that  their  studies  also  appeared  to  show  an 
association  between  smoking  and  cancer  of 
the  bladder  in  men,  and  in  some  cases  with 
cancer  of  the  prostate. 

Dr.  le  Riche  said  that  “on  the  other  hand, 
there  are  very  many  questions  about  the 
production  of  disease  due  to  lung  cancer 
which  need  further  and  continuing  investi- 
gation.” 

He  further  stated  that  evidence  is  ac- 
cumulating that  there  is  a great  increase  in 
chronic  non-specific  respiratory  diseases  in 
many  parts  of  the  world.  This  chronic  res- 
piratory disease,  which  does  not  include  tu- 
berculosis, is  apparently  related  to  air  pollu- 
tion and  cigarette  smoking.  Both  experi- 
mental evidence  in  animals  and  more  recent 
observations  in  humans  suggest  strongly 
that  there  is  a biological  gradient  to  lung 
disease  leading  through  symptoms  like 
cough,  shortness  of  breath,  to  chronic  bron- 
chitis, emphysema,  and  in  some  cases  to 
lung  cancer. 

There  also  appears  to  be  little  doubt  that 
cigarette  smoking  is  associated  with  excess 
deaths  from  coronary  disease,  he  said.  This 
apparently  is  related  to  the  fact  that  lung 
damage  produced  by  smoking  and  air  pollu- 
tion leads  to  pathological  change  which,  in 
general,  results  in  decreased  oxygen  con- 
sumption. It  seems  reasonable  that  when 
this  type  of  situation  is  superimposed  upon 
already-diseased  hearts,  damage  by  athero- 
sclerosis, hypertension,  or  cardiac  infarcts. 
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this  lack  of  oxygen  precipitates  more  serious 
cardiac  damage  and  death. 

Dr.  le  Riche  concluded  by  stating  “our  im- 
mediate need,  therefore,  is  to  clean  our 
air  by  eliminating  industrial  contaminations, 
automobile  fumes,  and  by  developing  some 
less  harmful  vices  than  cigarette  smoking. 
I do  not  see  why  we,  as  adults,  should  play 
at  being  smoke-breathing  dragons.” 


Frontier  Doctor’s  Life  Filled  With 
Usual,  Difficult  Challenges — 

Radnor,  Pa.  — Practicing  medicine  in 
Frontier  America  was  a far  cry  from  the 
physician’s  role  today. 

When  Dr.  Samuel  J.  Crumbine  practiced 
in  Dodge  City,  Kan.,  78  years  ago,  TV  Guide 
magazine  reports  in  its  current  (Nov.  2) 
issue,  he  carried  a Colt  Peacemaker  along 
with  his  black  bag  on  house  calls.  His  sad- 
dle pack  also  included  a carpenter’s  hammer 
and  wire  cutter  for  cutting  fences,  a kerosene 
lantern  for  night  visits  and  dimly  lit  homes, 
a scoop  shovel,  water  bag  and  blanket  roll. 

Among  his  basic  remedies  were  ipecac, 
used  as  an  emetic;  calomel  for  a cathartic; 
opium  to  allay  “irritation  of  the  internal 
organs.”  His  “tonics”  contained  mercury, 
iron,  copper,  arsenic  and  nitric  acid. 

Dr.  Crumbine,  a native  of  Venango  Coun- 
ty, Pa.,  had  studied  at  the  Cincinnati  College 
of  Medicine  and  Surgery.  During  summer 
vacations  he  worked  in  a drug  store  in 
Spearville,  Kan.,  and  established  his  Dodge 
City  practice  in  1885. 

The  doctor’s  role  was  not  always  easy. 
He  once  accompanied  a ranch  hand  35  miles 
to  fix  his  “boss’s”  leg.  After  he  set  and 
splinted  the  ranch  owner’s  leg,  the  man  kept 
him  overnight  at  gunpoint  “just  in  case  any 
complications  set  in.”  Dr.  Crumbine  was 
released  the  next  morning.  When  he  re- 
turned to  his  office  he  found  a sizeable  cash 
fee  awaiting  him. 

Dr.  Crumbine  later  left  Dodge  City  to 
join  the  Public  Health  Service  in  Topeka. 
He  became  famous  for  his  campaigns  for 
hygiene  and  cleanliness  and  helped  publicize 


such  slogans  as  “Swat  the  Fly,”  “Don’t  Spit 
on  the  Walk”  and  “Ban  the  Public  Drink- 
ing Cup.” 


Medical  Fellowships  Established  for 
Football  Scholar-Athletes — 

The  Medical  Economics  Foundation, 
founded  and  supported  by  The  Medical  Eco- 
nomics Magazine,  has  established  special 
fellowships  for  scholar-athletes  who  indicate 
their  intention  of  entering  medical  school. 
These  fellowships,  produced  from  a trust 
fund  of  $50,000  donated  by  the  medical 
foundation,  are  in  addition  to  the  $500  Earl 
Blaik  Fellowships  for  scholar-athletes  from 
the  NCAA  districts  of  the  nation. 

The  medical  scholarship  is  geared  to  pro- 
vide $2500  annually,  which  will  be  divided 
among  any  of  the  eight  football  scholar- 
athletes  who  have  elected  to  attend  medical 
school  within  one  year  after  graduation  from 
college. 

The  Football  Foundation’s  Scholar-Ath- 
lete  Awards  are  based  on  outstanding  schol- 
astic achievement,  outstanding  football  tal- 
ent, and  outstanding  citizenship  on  and 
off  the  campus. 

A Medical-Television  First — 

Pattern:  Two  satellites  were  used  for 

the  first  time  in  interspace  educational  tele- 
vision history,  with  each  making  a pass  over 
the  Atlantic  to  relay  an  exchange  of  infor- 
mation for  a total  of  40  minutes.  The  event 
marked  a first  in  medicine,  with  a simul- 
taneous exchange  of  inforfmation  to  hun- 
dreds of  physicians  and  anesthesiologists, 
and  a first  in  educational  TV  because  of  the 
global  space  interchange. 

Sequence:  On  November  6,  two  groups 
of  medical  professionals  met  in  Chicago  and 
London  for  symposia  and  for  the  satellite 
exchange,  which  was  seen  in  six  cities  via 
closed  circuit  TV.  From  9 to  10  a.m.  Lon- 
don time,  the  British  group  meeting  at  the 
Royal  College  of  Surgeons  in  London  saw 
a full  hour  videotape  reel  of  pre-prepared 
information  filmed  with  American  physi- 
cians. From  10:10  to  10:30,  the  British 


December,  1963 


669 


doctors  asked  live  questions  of  the  American 
doctors  as  Telstar  made  its  pass  over  the 
Atlantic  from  America  to  Europe. 

That  afternoon  in  England  was  morning 
time  in  the  U.S.  From  9 to  10  a.m.  Chicago 
time,  the  roles  and  reels  were  reversed. 
The  English-European  videotape  reel  was 
shown  to  the  U.S.,  after  which  Americans 
asked  questions  of  the  Britishers  on  the 
second  satellite  pass  by  Relay.  The  Ameri- 
can Society  of  Anesthesiologists  met  at  Chi- 
cago’s Palmer  House  hotel.  Symposia  and 
panels  took  place  before  and  after  the  Tel- 
star demonstrations.  The  American  group 
met  in  Chicago  for  one  day  only ; the  British 
group,  for  three  days. 

Content:  The  two  hour-long  taped  reels 

were  directed  and  produced  by  Dr.  Frank 
Z.  Warren  in  the  U.S.  and  England  this  past 
summer.  Cooperating  networks  for  the 
closed  circuit  telecasts  were  the  British 
Broadcasting  Corp.  and  the  American  Broad- 
casting Co. 


Eradication-Buff  Bites  Again — 

In  an  October  issue  of  NT  A Newsletter 
appears  an  interesting  item  headlined 
“Florida  Coordinating  Council  on  TB  Eradi- 
cation.” The  item  is  quoted  as  follows: 

“Florida’s  state-wide  Coordinating  Coun- 
cil on  Tuberculosis  . . . decided  at  a recent 
meeting  in  Jacksonville 

1.  That  its  name  be  changed  to  the  Flor- 
ida Coordinating  Council  on  Tubercu- 
losis Eradication ; 

2.  That  the  Council’s  objectives  be  broad- 
ened to  include  the  goal  of  tuberculosis 
eradication ; 

3.  That  membership  on  the  Council  be 
expanded  to  include  other  allied  pro- 
fessional organizations  and  groups  not 
presently  represented.” 

They  will  do  good.  Morbidity  and  mor- 
tality from  tuberculosis  will  be  decreased. 
But,  the  disease  will  not  be  eradicated,  if  his- 
tory does  not  mislead  us. 


News  from  Our  Medical  Schools 

Seminar  on  Cancer  Detection — 

A Seminar  on  Progress  in  Cancer  Detec- 
tion and  Treatment  will  be  held  in  the  Sem- 
inar Room,  Eppley  Cancer  Research  Insti- 
tute, University  of  Nebraska  College  of 
Medicine,  December  13-14,  1963.  This  sem- 
inar is  in  cooperation  with  the  Nebraska  Di- 
vision, American  Cancer  Society  and  the 
Donna  Canar  Bernstein  Memorial  Fund. 

In  addition  to  the  College  of  Medicine 
faculty,  a group  of  distinguished  guests 
will  add  materially  to  the  value  of  the  pres- 
entations. The  Guest  Faculty  is  as  follows: 
Howard  R.  Bierman,  MD,  FACP,  Loma 
Linda  College  of  Medicine ; Gilbert  H. 
Friedell,  MD,  New  England  Deaconess  Hos- 
pital and  Harvard  Medical  School;  Howard 
F.  Raskin,  MD,  University  of  Maryland; 
Fletcher  A.  Miller,  MD,  PhD,  FACS,  Creigh- 
ton University  School  of  Medicine,  and 
Claude  H.  Organ,  MD,  FACS,  Creighton 
University  School  of  Medicine. 

Appointments  to  Creighton  Medical  Faculty — 

Appointment  of  four  men  to  the  faculty  of 
the  Creighton  University  School  of  Medicine 
has  been  announced  by  Dr.  Richard  L. 
Egan,  Dean. 

The  new  faculty  members  are: 

Dr.  John  L.  Blodig,  Clinical  Instructor 
in  Psychiatry  and  Neurology;  Dr.  Henry 
T.  Grinvalsky,  Assistant  Professor  of  Path- 
ology; Dr.  Demetrios  G.  Halkias,  Instruc- 
tor in  Microbiology,  and  Dr.  Edward  L.  Ron- 
gone,  Associate  Professor  of  Biochemistry. 

Dr.  Heaney  Consultant  in  Space  Medicine — 

Dr.  Robert  P.  Heaney,  Chairman  of  the 
Department  of  Medicine  at  the  Creighton 
University  School  of  Medicine,  has  been 
named  as  a consultant  at  the  Space  Medi- 
cine Branch  of  the  National  Aeronautics  and 
Space  Agency  Manned  Spacecraft  Center, 
Houston,  Tex. 

He  will  evaluate  NASA  programs  in  the 
field  of  musculo-skeletal  physiology,  par- 
ticularly as  they  relate  to  space  flight. 

Other  recognition  has  also  come  to  Dr. 
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Heaney  in  the  field  of  research.  He  has 
been  elected  to  the  Central  Society  for  Clin- 
ical Research. 

Dr.  Barrett  to  Maay  Meetings  in  October — 

The  chairman  of  the  Department  of  Pre- 
ventive Medicine  and  Public  Health  at  the 
Creighton  University  School  of  Medicine  at- 
tended a series  of  meetings  in  the  eastern 
half  of  the  nation  the  latter  half  of  October. 

Dr.  Harle  V.  Barret  was  in  New  York  City 
for  a Cancer  Coordinators’  meeting  Oct.  19- 
20  and  for  a meeting  of  the  American  Can- 
cer Society  Oct.  21-22. 

He  was  invited  to  visit  the  Department  of 
Preventive  Medicine  and  Rehabilitation  at 
the  University  of  Maryland  School  of  Medi- 
cine in  Baltimore  Oct.  23-24. 

Concluding  the  series  of  meetings  was  a 
session  in  Cleveland,  Ohio,  Oct.  29-31  con- 
cerning venereal  disease. 


Human  Interest  Tales 

Doctor  E.  N.  Heiser,  Columbus,  has  been 
appointed  Platte  County  Coroner’s  Physi- 
cian. 

Doctor  Bowen  E.  Taylor,  Lincoln,  has  been 
elected  President  of  the  Nebraska  Heart  As- 
sociation. 

Doctor  Harry  Henderson,  Omaha,  ad- 
dressed the  Platte  County  Nurses  Club  in 
September. 

Dr.  W.  G.  Tomhave  has  joined  the  staff 
of  the  Lincoln  Clinic,  in  the  Department  of 
Internal  Medicine. 

Doctor  and  Mrs.  R.  Russell  Best,  Omaha, 
enjoyed  a six-week  trip  to  Europe  in  Sep- 
tember and  October. 

Doctor  Warren  Pearse,  Omaha,  spoke  be- 
fore the  N.  F.  Miller  Gynecology  Society  in 
Cleveland,  in  October. 

Doctor  Albert  B.  Lorincz,  Omaha,  present- 
ed a paper  before  the  Hungarian  Gynecologi- 
cal Society  in  October. 

Doctor  John  McCammond  has  returned 
from  military  service  and  re-associated  with 
Doctor  S.  0.  Staley  at  Kearney. 


Dr.  Robert  G.  Faier  has  opened  his  office 
for  the  practice  of  ophthalmology  at  1528 
Medical  Arts  Building,  Omaha  2. 

Doctor  Francis  Martin,  Norfolk,  ad- 
dressed the  Citizenship  Department  of  the 
Norfolk  Woman’s  Club,  in  October. 

Doctor  S.  H.  Brauer,  Norfolk,  was  elect- 
ed president  and  chief  of  staff  of  the  Luther- 
an Community  Hospital  in  Norfolk. 

Dr.  James  R.  Scott-Miller  has  opened  an 
office  at  3929  Harney  Street,  Omaha,  for 
the  practice  of  orthopedic  surgery. 

Doctor  F.  M.  Karrer,  McCook,  received  one 
of  the  volunteer  awards  from  the  Nebraska 
Division,  American  Cancer  Society. 

Doctor  Calvin  Oba,  Scottsbluff,  was  a 
speaker  at  a meeting  of  the  Licensed  Prac- 
tical Nurses  Division  5,  in  October. 

Doctor  Henry  M.  Lemon,  Omaha,  spoke  at 
an  evening  dinner  meeting  of  the  Buffalo 
County  Medical  Society  in  September. 

Doctors  Abe  Greenberg  and  Beatrice 
Adams  were  honored  by  the  Omaha  City- 
County  Health  Board  for  30  years  of  service. 

Doctor  Carl  Potthoff,  Omaha,  was  pre- 
sented this  year’s  citizens’  award  from  the 
Nebraska  Public  Health  Association,  in  Sep- 
tember. 

Doctor  D.  W.  Kingsley,  Hastings,  has 
been  elected  president  of  the  medical  staff 
of  Mary  Banning  Memorial  Hospital  in 
Hastings. 

Drs.  John  S.  Thompson  and  Wesley  G. 
Tomhave  of  Lincoln  were  admitted  as  mem- 
bers of  the  American  College  of  Physicians 
November  7,  1963. 

Doctor  Richard  J.  Schain,  Omaha,  has 
been  awarded  a two-year  continuation  grant 
from  the  National  Institute  of  Neurological 
Diseases  and  Blindness. 

Doctor  and  Mrs.  Wayne  Zlomke,  Ord, 
were  hosts  to  the  Four  County  Medical  So- 
ciety members  at  their  home  before  the 
monthly  meeting  in  October. 

New  Members  of  the  Nebraska  State 
Medical  Association  are  as  follows;  James 
E.  Mabie,  Bassett;  John  C.  Sage,  Omaha,  Ne- 
braska, and  Edwin  L.  Laurnen,  Lincoln,  Ne- 
braska. 
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Doctor  B.  J.  Koszewski,  Omaha,  and  Doc- 
tor J.  R.  Schenken,  Omaha,  participated  in 
a scientific  and  educational  program  on  ane- 
mia at  Mercy  Hospital  in  Des  Moines,  dur- 
ing October. 

Doctor  Max  Raines  and  Doctor  and  Mrs. 
Robert  Getty,  North  Platte,  were  guest 
speakers  at  the  October  meeting  of  the  Daw- 
son County  Medical  Society  and  Auxiliary 
at  Gothenburg. 

Drs.  Robert  P.  Heaney  and  Bohdan  J. 
Koszewski  of  Omaha  were  admitted,  as  mem- 
bers, to  the  American  College  of  Physicians, 
and  Drs.  Richard  W.  Booth,  George  W. 
Loomis,  and  James  F.  Sullivan  of  Omaha 
were  advanced  to  the  grade  of  Fellow. 

Dr.  Jerry  R.  Haskin  recently  became  as- 
sociated with  Dr.  P.  B.  Olsson  of  Lexington. 
Dr.  Haskin  graduated  from  the  University 
of  Nebraska  in  1962  and  finished  his  in- 
ternship at  University  Hospital  in  1963.  He 
is  married  and  has  a four-year-old  daughter. 

The  following  Nebraska  Doctors  served 
in  the  135-member  House  of  Delegates  of 
the  American  Society  of  Anesthesiologists  at 
its  annual  meeting  November  2-6,  1963: 
Dr.  R.  C.  Brauer,  Lincoln,  delegate;  Robert 
Therien,  Omaha,  as  alternate  director;  John 
Robert  Jones,  Omaha,  alternate  delegate. 


Deaths 

SHER  — Philip  Sher,  MD,  Omaha.  A 
resident  of  Omaha  since  1903,  Dr.  Sher  died 
October  22,  1963  at  the  age  of  89.  He  re- 
ceived his  medical  degree  from  Baltimore 
University  in  1902.  Founder  of  the  Jewish 
Welfare  Federation,  the  home  built  by  this 
organization  in  1948  was  named  the  Dr. 
Philip  Sher  Jewish  Home  for  the  Aged. 

IMacQUIDDY  — Ernest  Lynn  MacQuiddy, 
Sr.,  ]\ID,  Omaha  — A graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  and 
an  emeritus  professor  of  internal  medicine. 
Dr.  MacQuiddy  died  October  9,  1963  in 
Omaha.  He  was  a past  president  of  the 
Omaha-Douglas  County  Medical  Society. 

MERCER  — Nelson  S.  Mercer,  MD,  Oma- 
ha — Dr.  Mercer  died  October  17,  1963  at 
the  age  of  90,  in  Omaha,  where  he  resided. 


Licensed  in  1899,  he  had  retired  from  prac- 
tice some  years  prior  to  his  death. 

Woman's  Auxiliary 

Lincoln  County  Medical  Auxiliary — 

Mrs.  C.  F.  Heider,  Jr.,  and  Mrs.  W.  B. 
Niehus  were  co-hostesses  at  a morning 
coffee  on  Wednesday,  October  16th,  for  the 
Lincoln  County  Medical  Auxiliary  at  the 
Heider  home.  Mrs.  Jack  Wisman  presided. 

Mrs.  Sam  Perry  of  Gothenburg  and  Mrs. 
Dean  McGee  of  Lexington  were  guests.  Mrs. 
Perry  is  Legislative  Chairman  of  the  Ne- 
braska State  Medical  Auxiliary  and  Mrs. 
McGee  is  President  of  the  Dawson  County 
Medical  Auxiliary.  They  led  a discussion 
on  legislative  problems  before  Congress  on 
the  King-Anderson  bill  and  on  “Operation 
Hometown,”  which  is  a campaign  to  bring 
before  the  public  a study  of  the  proposed 
Medicare  legislation. 

A dinner  party  and  social  evening  for  the 
Lincoln  County  doctors  and  wives  is  planned 
by  the  Auxiliary  for  Wednesday,  November 
20. 

Adams  County  Medical  Auxiliary — 

Members  of  the  Adams  County  Medical 
Auxiliary  met  for  dinner  at  the  Clarke  Ho- 
tel with  their  husbands  on  October  9th. 
Mrs.  Basheer  Anjam  was  the  guest  speaker 
at  the  Auxiliary  meeting  which  followed 
dinner.  Mrs.  Anjam,  a native  of  East 
India,  discussed  the  culture  and  customs  of 
her  native  land.  Her  husband  is  a Psychol- 
ogist at  the  Hastings  State  Hospital. 

Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Auxiliary 
held  its  September  meeting  at  the  home  of 
Mrs.  D.  A.  McGee,  Auxiliary  President.  Mrs. 
S.  H.  Perry,  State  Legislative  Chairman, 
assigned  committees  for  the  alerting  of 
county  auxiliaries  to  Federal  health  care 
plans. 

Dawson  County — 

Dr.  Max  Rains  and  Dr.  and  Mrs.  Robert 
Getty,  of  North  Platte,  were  guest  speakers 
at  the  October  dinner  of  the  Dawson  County 
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Medical  Society  and  Auxiliary  in  Gothen- 
burg. Society  President,  Dr.  John  Finegan, 
presided. 

Dr.  Raines,  AMPAC  chairman  for  the 
area  composed  of  Nebraska’s  Third  Congres- 
sional District,  spoke  about  “creeping  so- 
cialism” in  the  government  and  the  field  of 
medicine  and  reviewed  materials  available 
for  reading  on  the  subject.  AMPAC  is  the 
American  Political  Action  Committee. 

Dr.  Getty,  Lincoln  County  Medical  So- 
ciety president,  introduced  Mrs.  Getty,  who 
explained  the  basic  differences  between  in- 
surance and  social  security  programs. 

Both  groups  held  a social  hour  at  the 
home  of  Dr.  and  Mrs.  B.  W.  Pyle,  follow- 
ing their  respective  dinner  meetings. 

Present  were : Dr.  M.  J.  Ayres,  Drs.  and 
Mesdames  B.  W.  Pyle,  S.  H.  Perry,  D.  0. 
Inslee,  Gothenburg;  Chas.  Hranac,  J.  V. 
Scholz,  R.  A.  Siterius,  Cozad ; J.  C.  Finegan, 
W.  B.  Long,  V.  D.  Norall,  D.  A.  McGee,  Lex- 
ington. 


Know  Your 
Blue  Shield  Plan 


Nebraska  Blue  Cross  - Blue  Shield  Installs 
New  Data  Processing  System — 

On  Friday,  October  25,  1963,  Nebraska 
Blue  Cross-Blue  Shield  took  another  giant 
step  forward  in  its  constant  endeavor  to 
keep  abreast  of  the  fast  changing  panorama 
in  this  modern  electronic  age. 

On  this  date  the  Data  Processing  Depart- 
ment began  feeding  approximately  one  mil- 
lion status  cards  with  approximately  seven- 
ty-five million  characters  into  a new  IBM 
1401  Data  Processing  Magnetic  Tape  Sys- 
tem. 

Five  days  later,  on  Wednesday,  October  30, 
after  having  worked  in  shifts  continuously 
twenty-four  hours  a day,  the  entire  status 
file  had  been  loaded  onto  magnetic  tape  and 
the  new  system  was  ready  to  be  tested  and 
culled  of  any  remaining  faults  and  imperfec- 


tions. Only  through  trial  and  correction  by 
actual  usage  can  such  a complex,  intricate 
and  involved  system  such  as  used  by  Blue 
Cross-Blue  Shield  which  pays  primarily  for 
actual  services  and  procedures  be  perfected. 

Two  data  processing  men  spent  eleven 
months  full  time  studying  and  program- 
ming, to  prepare  the  IBM  1401  Data  Pro- 
cessing Magnetic  Tape  System  to  receive  all 
the  names,  towns,  histories,  codes,  numbers, 
etc.,  contained  on  the  cards. 

The  new  system  replaces  the  RAMAC  305 
Disk  System  previously  used.  It  will  read 
up  to  eight  hundred  cards  per  minute,  punch 
up  to  250  cards  per  minute  and  print  up 
to  six  hundred  lines  per  minute.  It  affords 
volumnious  data  storage  with  fast  random 
access  to  stored  records.  It  occupies  less 
space  and  requires  less  temperature  con- 
trol than  the  305. 

When  the  system  is  in  full  operation  it 
will  process  each  case  individually  as  re- 
ceived, write  a check  for  each  individual 
case  for  the  dcotor,  and  print  an  exact  copy 
of  the  check  for  the  member. 

At  the  present  time  — if  the  Doctors’ 
Medical  Report  Form  is  completely  and  cor- 
rectly filled  out,  and  no  additional  informa- 
tion is  required  — it  takes  from  ten  to 
twelve  days  to  process  a case  from  the  time 
it  is  received  in  the  Mail  Room,  sent  to  the 
Benefits  Department,  necessary  information 
received  from  the  Status  File  Department, 
forwarded  to  Data  Processing,  and  the  check 
made  out  and  finally  mailed  to  the  doctor. 
Under  the  new  system,  it  is  expected  to  cut 
this  time  in  half  — or,  allowing  for  the  time 
actually  spent  enroute  in  the  mail,  and  if  the 
Report  Form  is  complete  and  no  additional 
information  is  required,  a doctor  should  re- 
ceive a check  for  a particular  case  seven  to 
eight  days  after  mailing  in  the  “Form.” 

Thus  Nebraska  Blue  Cross-Blue  Shield 
has  initiated  another  substantial  program 
to  provide  up-to-date  service  to  its  members, 
its  physicians  and  its  hospitals. 

It  is  only  through  constant  upgrading  and 
updating  that  the  Voluntary  System  of  Pre- 
paid Health  Care  can  continue  to  provide 
the  answers  for  adequate  health  coverage 
to  the  American  Public. 
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“Diseases  of  the  Skin”  — (5th  edition),  by  George 
Clinton  Andrews,  MD  and  Anthony  N.  Domonkos, 
MD.  Published  in  September,  1963  by  W.  B. 
Saunders  Company  of  Philadelphia.  749  pages 
with  605  illustrations.  Price  not  given  but  prob- 
ably about  §14.00. 

Many  of  our  Nebraska  doctors  probably  already 
own  and  use  in  their  daily  practice  the  previous 
(4th)  edition  of  Andrews’  textbook.  However,  dy- 
namic developments  in  demiatology  have  made 
necessary  this  new  and  cuiTent  edition.  Electron 
microscopy  has  added  to  our  knowledge  of  anatomy 
and  physiology.  New  infonnation  has  been  gained 
concerning  autosensitization,  auto-immunity,  DNA 
and  RNA  as  particles  of  heredity  in  relation  to  the 
genetic  code  — and  as  substances  capable  of  trans- 
formation into  infective  vinises.  Leprosy  in  hu- 
mans has  been  transmitted  to  mice.  Rapid  strides 
are  being  made  in  the  study  of  the  intricate  en- 
zyme systems  in  the  skin  and  in  inborn  eiTors  of 
metabolism,  the  genodermatoses. 

Argininosuccinic  aciduria  in  trichorrhexis  nodosa 
and  acatalasia  in  recurring  oral  ulcerations  are 
isolated  instances  in  which  recent  discoveries  give 
hope  that  such  problems  as  alopecia  totalis  and 
malignant  midline  granuloma  will  someday  be 
solved. 

Discussed  in  the  present  text  are  the  following: 

a.  Hemolysis  and  cholestatic  hepatitis  due  to 
drugs 

b.  The  hydralazine  lupus  ei-ythematosus  syn- 
drome 

c.  The  more  recently  described  skin  diseases, 
such  as  gammaloidosis,  mastocytosis,  cytome- 
galic inclusion  disease,  “H”  disease,  kwashi- 
orkor, pachydennoperiostosis  with  pulmonary 
tuberculosis  or  carcinoma,  the  Melkersson- 
Rosenthal  syndrome,  and  Miescher’s  granulo- 
matous cheilitis 

This  book  is  intended  for  the  general  practitioner, 
the  internist,  the  pediatrician,  and  the  medical  stu- 
dent. However,  it  is  comprehensive  enough  in  its 
coverage  to  be  useful  to  the  dennatologist  because 
it  contains  current  information  about  all  cutaneous 
diseases,  and  an  extensive  list  of  selected  references. 
The  authors  have  pui^posely  included  subjects  pre- 
paratory for  Board  examinations.  265  new  illustra- 
tions have  been  added  to  this  edition,  and  the  page 
size  of  the  book  has  been  increased  to  accommo- 
date the  additional  chapters  and  infonnation. 

The  authors  are  prominent  dennatologists  in  New 
York  City,  and  both  are  Professors  of  Dennatology 
at  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University. 

“.Automation  in  Clinical  Chemistry”  by  Walton  H. 
-Marsh,  PhD.  Published  in  September  1963  by 
the  Charles  C.  Thomas  Company  of  Springfield. 
Illinois.  132  pages.  $6.00. 

Until  now  there  has  been  no  compilation  of  avail- 


able equipment  capable  of  partial  or  complete  auto- 
matic analysis  in  clinical  chemistry.  Dr.  Marsh, 
who  teaches  in  the  Department  of  Pathology  in 
the  State  University  of  New  York,  and  who  is  the 
Biochemist-in-Charge  of  the  Clinical  Chemistry 
Laboratory  of  the  Kings  County  Hospital  Center  in 
Brooklyn,  New  York,  has  written  a book  that  is 
a must  for  individuals  concerned  with  the  diffi- 
cult problem  of  the  selection  of  equipment  for  auto- 
mated chemical  analysis.  The  author  discusses  the 
following: 

a.  Automated  Instruments  of  Multi-test  Func- 
tion 

Technicon’s  AutoAnalyzer;  Research  Special- 
ties’ Robot  Chemist;  Coleman’s  Chem-matic; 
Milton  Roy’s  Quantichem;  Baird  - Tatlock’s 
Analmatic 

b.  Automated  Instruments  of  Unit-test  Func- 
tion 

Fisher  Scientific’s  Automatic  Titrator;  Polarad 
Electronics’  Automatic  Recording  Potentio- 
metric  Titrator;  Coleman’s  Nitrometer;  the 
Radiometer;  Aminco’s  Refractometer;  Bausch 
and  Lomb’s  Refractometer;  Waters’  Differen- 
tial Refractometer;  Recording  Spectrophoto- 
meters (Beckman,  Cai-y,  Optica,  B & L,  etc.); 
Technicon’s  Automatic  Density  Gradient  Elec- 
trophoretic Appliance;  etc. 

c.  Other  Automatic  Aids  to  Analysis 
Pipetting;  Centrifugation;  Filtration;  Weigh- 
ing; Mixing  and  Shaking 

“Reflex  Testing  Alethods  for  Evaluating  C.N.S.  De- 
velopment” by  Alary  R.  Fiorentino,  OTR.  Pub- 
lished in  July  1963  by  the  Charles  C.  Thomas 
Company  of  Springfield,  Illinois.  58  pages  with 
illustrations  on  almost  every  page.  $5.50. 

The  author  is  Director  of  Occupational  Therapy 
at  the  Newington  Hospital  for  Crippled  Children 
at  Newington,  Connecticut.  Requests  for  her 
knowledge  of  the  subject  led  the  author  to  the 
writing  of  this  manual  which  should  provide  a better 
understanding  of  the  reflex  pattems  of  both  normal 
children  and  those  afflicted  with  neurological  dis- 
orders, and  should  aid  medical  and  paramedical  per- 
sons dealing  with  such  children  in  establishment  of 
diagnosis,  programming  and  recording  of  progress 
in  their  rehabilitation. 

The  testing  methods  pictured  and  described  in 
this  manual  will  be  of  special  value  to: 

a.  Pediatricians  — in  the  initial  and  periodic 
examination  of  all  infants  and  children 
through  six  years  of  age 

b.  Neurologists  — in  the  diagnosis  and  evalua- 
tion of  infants  and  children  where  abnormal 
reflex  reactions  are  suspected 

c.  Orthopedists  — for  the  assessment  of  patients 
who  would  lend  themselves  to  a neurophysi- 
ologically  oriented  treatment 
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d.  Physiatrists  — to  serv^e  as  a basis  for  diag- 
nosis and  program  planning  for  rehabilitation. 

e.  Occupational,  Physical,  and  Speech  Therapists 
— to  determine  the  maturational  level  and  ab- 
normal reflexes  to  help  establish  a treatment 
program. 

“Personnel  in  World  War  2”  by  J.  H.  McMinn  and 
Max  Levin.  Prepared  and  published  under  the 
direction  of  Lieutenant  General  Leonard  D. 
Heaton,  The  Surgeon  General,  United  States 
Army;  Editor  in  Chief,  Colonel  John  Boyd  Coates, 
Jr.,  MC;  Editor  for  Personnel,  Charles  M.  Wiltse. 
548  pages  with  40  illustrations,  68  tables,  and  7 
charts.  $6.00  (for  sale  by  the  Superintendent  of 
Documents,  U.S.  Government  Printing  Office, 
Washington  25,  D.C.) 

Another  volume  in  the  administrative  series  of 
the  history  of  the  Medical  Department,  U.S.  Aimiy 
in  World  War  2 has  just  been  published.  This 
volume  discusses  thoroughly  the  gigantic  achieve- 
ments accomplished  in  the  procurement,  classifica- 
tion, assignment,  and  utilization  of  medical  per- 
sonnel during  the  war.  To  briefly  recapitulate,  it 
relates  the  story  of  how  the  enormous  personnel 
expansion  was  achieved;  of  how  requirements  for 
Medical  Department  personnel  were  determined 
and  how  qualified  medical  personnel  were  secured. 
It  discusses  the  difficulties  encountered  and  proce- 
dures undertaken  to  ensure  the  optimal  utiliza- 
tion of  this  personnel  in  developing  and  maintain- 
ing the  highest  standai-ds  of  professional  medi- 
cal care,  both  overseas  and  in  the  United  States; 
and  finally,  of  how  the  wartime  Medical  Depart- 
ment was  redeployed  and  demobilized  to  the  post- 
war, peacetime  level. 

This  volume  is  invaluable  for  future  military 
medical  personnel  planning  and  should  be  read  by 
member's  of  the  medical  profession  who  may  have 
a future  military  responsibility. 

“Current  Medical  Terminology — 1964,”  published  by 
the  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois.  476  pages. 
Price  $2.00. 

This  book  is  a valuable  companion  volume  to 
“Standard  Nomenclature  of  Diseases  and  Opera- 
tions” and  will  be  found  useful  in  standardizing 
terminologies  for  medical  record  librarians,  life 
insurance  and  health  insurance  underwr-iters,  and 
those  concerned  with  computer  analysis  of  medical 
problems. 

“A  Doctor  Discusses  Pregnancy”  by  William  G. 
Birch,  MD.  Published  in  1963  by  The  Budlong 
Press  Company,  5428  North  Virginia  Avenue, 
Chicago,  Illinois.  114  pages.  Patient  Price  $1.50. 

This  is  another  doctor-to-patient  handbook  by 
the  publishers  of  “A  Doctor’s  Marital  Guide  for 
Patients”  and  “A  Doctor  Discusses  the  Menopause.” 

It  is  a well-illustrated  book  that  talks  to  the  pa- 
tient veiy  much  as  a doctor  would  talk  to  her  in  the 
office.  Planned  to  save  hours  of  a doctor’s  time 
and  to  help  the  expectant  mother  cooperate  more 
fully  with  her  physician  and  his  staff,  this  little 
handbook  should  find  a large  and  receptive  audience. 
Readers  will  be  interested  to  learn  that  a compli- 


mentary copy  of  this  book  will  be  sent  to  any 
physician  requesting  same.  Requests  should  be 
made  on  the  doctor’s  professional  stationery  and 
should  be  addressed  to  the  Professional  Seiwice 
Department  of  The  Budlong  Press  Company. 

These  handbooks  (paper-bound)  may  be  ordered 
by  the  physician  at  special  rates.  Distribution  of 
them  is  made  only  through  the  profession.  No 
book  store  sales  are  made  in  keeping  with  com- 
pany policy. 

“Textbook  of  Neuroanatomy”  by  H.  Chandler  El- 
liott, PhD,  Professor  of  Anatomy,  College  of 
Medicine,  University  of  Nebraska.  Published  in 
November  1963,  by  The  J.  B.  Lippincott  Com- 
any  of  Philadelphia.  542  pages,  217  illustra- 
tions, and  an  Atlas  of  50  plates.  Price  not  giv- 
en. 

This  new  book  contains  the  material  “that  a stu- 
dent can  reasonably  encompass  in  a standard  col- 
lege course  and  that  the  practicing  physician  should 
routinely  bear  in  mind.”  Portions  of  this  book  ap- 
peared under  the  title  “Textbook  of  the  Nei-vous 
System,”  published  in  1954.  However,  due  to  the 
many  recent,  almost  explosive,  advances  in  the 
subject,  the  author  has  prepared  a completely  re- 
vised book  with  80  new  illustrations. 

This  excellent  textbook  should  find  ready  ac- 
ceptance in  many  medical  schools  throughout  the 
world. 


“A  History  of  Wine  As  Therapy,”  by  Salvatore  P. 
Lucia,  MD.  Published  in  October,  1963,  by  'The 
J.  B.  Lippincott  Company  of  Philadelphia.  234 
pages.  Price  not  given. 

This  book  traces  the  use  of  wine  in  medicine 
by  delving  into  the  works  of  Hippocrates,  Pliny, 
Galen,  Maimonides,  Anstie,  Yorke-Davies,  and  Sir 
William  Osier.  Other  sources  of  information  have 
been  the  Bible,  the  Rig-Wedas,  the  Tantras,  the 
Iliad  and  the  Odyssey,  Trotula’s  “Diseases  of  Wom- 
en,” and  Bi-unschwdg’s  “The  Tertuose  Boke  of  Dis- 
tyllacyon.’ 

This  book  has  the  adventure  of  histoi-y  and  the 
fascination  of  science.  The  author  is  now  Profes- 
sor of  Medicine,  and  Chairman  of  the  Department 
of  Preventive  Medicine  at  the  University  of  Cali- 
fornia Medical  Center  in  San  Francisco. 

“Choroid  Plexus  Meningiomas  of  the  Lateral  Ven- 
tricle” by  J.  C.  Ladenbeim,  MD.  Published  in 
September,  1963,  by  Charles  C.  Thomas,  Spring- 
field,  Illinois.  153  pages,  with  53  illustrations 
and  16  tables.  Price  $10.50. 

This  book  represents  the  experiences  with  this 
lesion  at  the  Serafimer  Hospital  in  Stockholm, 
Sweden,  and  all  existing  literature  has  been  cor- 
related with  these  findings.  A large  section  of 
the  book  is  devoted  to  Case  Histories  of  patients 
who  undei'went  surgei'y,  and  includes  pictures  of 
X-ray  studies,  photomicrographs  of  tissue  sections, 
surgical  descriptions,  and  post-operative  results. 

Neurosurgeons,  neurologists,  and  all  others  inter- 
ested in  the  clinical  aspects  of  benign  intraven- 
tricular growths  will  welcome  Dr.  Ladenheim’s  con- 
tribution. 
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“High  Molecular  Weight  Substances  in  Human 
Urine”  by  J.  Stanton  King,  Jr.,  PhD,  and  William 

H.  Boyce,  MD.  Published  16  September  1963,  by 
Charles  C.  Thomas,  Springfield,  Illinois.  165 
pages.  Price  $7.50. 

The  author’s  of  this  book  are  members  of  the 
faculty  of  The  Bowman  Gray  School  of  Medicine 
of  Wake  Forest  College,  Winston-Salem,  North 
Carolina.  Dr.  King  is  Research  Assistant  Profes- 
sor of  Biochemistry,  and  Dr.  Boyce  is  Professor  and 
Chair-man  of  Urology  in  the  Department  of  Surger-y. 
They  have  collected,  reviewed,  and  or’ganized  the 
available  literature  and  information  in  order  to  help 
clinicians  and  biologists  in  many  areas  of  research 
appreciate  the  possible  pertinence  and  application 
of  these  findings  to  their  own  research  interests. 
Chapter  headings  include  the  following: 

I.  Total  High  Molecular  Weight  Substance  in 
Urine 

2.  Techniques  for  Fractionation  and  Study  of 
These  Substances 

3.  Macromolecules  Common  to  Plasma  and  Urine 

4.  Enzymes  and  Enzyme  Inhibitors  in  Urine 

5.  High  Molecular  Weight  Hor’mones  in  Urine 

6.  Uromucoid 

7.  Acid  Mucopolysaccarides  in  Urine 

8.  Blood  Group  Substances  in  Urine 

9.  Physiology  of  Urinar-y  Macromolecules 

“Biophysics  of  the  Ear”  by  F.  L.  Dittrich,  PhD,  and 
K.  C.  Extermann,  PhD.  Published  in  October, 
1963,  by  Charles  C.  Thomas,  Springfield,  Illinois. 
189  pages  with  41  illustrations,  pictures,  and 
figures. 

This  book  is  in  four  sections.  Section  One,  intro- 
ductory in  scope,  places  the  subject  in  its  anatomi- 
cal, physiological,  and  historical  context.  Section 
Two  is  devoted  to  the  biophysics  of  hearing  (the 
cochlear  system).  Section  Three  covers  the  bio- 
physics of  orientation ( the  vestibular  system).  Sec- 
tion Four  is  devoted  to  the  previously  unexplored 
domain  of  cochleo-vestibular  cybernetics. 

This  is  a work  which  will  interest  otologists, 
physiologists,  and  others  with  a special  interest  in 
the  ear.  Dr.  Dittrich  is  Physicist  of  the  Otological 
Department,  the  University  of  Geneva,  and  Dr.  Ex- 
termann is  Professor  of  Experimental  Physics  at 
this  same  school. 

“The  Chemistry  of  Death”  by  W.  E.  D.  Evans,  MD. 
Published  in  October,  1963,  by  Charles  C.  Thomas, 
Springfield,  Illinois.  101  pages. 

The  author,  the  Senior  Lecturer  in  Pathology  at 
the  Charing  Cross  Medical  School,  University  of 
London,  has  gathered  relevant  knowledge  about  the 
chemistry  of  death,  knowledge  which  has  previously 
been  scattered  in  historical,  medical  and  scientific 
texts,  and  has  presented  it  in  a readable  manner. 
General  topics  include: 

1.  Cheinical  facets  of  postmortem  change 

2.  Rigor  mortis 

3.  Assessment  of  the  time  of  death  including  the 
dating  of  ancient  remains 

4.  Deduction  of  the  cause  of  death  and  the  agonal 
state  from  postmortem  chemical  findings 


5.  Antemortem  diagnosis  of  tissue  death  (ne- 
crosis and  infarction) 

6.  Spontaneous  and  artificial  chemical  changes 
which  tend  to  retard  postmortem  changes 

“The  Pathogenesis  of  Leprosy”  (Ciba  Foundation 
Study  Group  No.  15).  Published  in  October  1963, 
by  Little,  Brown  and  Company  of  Boston.  101 
pages  with  19  illustrations.  $2.95. 

Twenty-three  eminent  authorities  from  England, 
Brazil,  Switzerland,  U.S.A.,  Ghana,  Scotland,  and 
India  met  on  16  January  1963  in  London  and  dis- 
cussed and  read  the  following  papers: 

a.  Experimental  observations  related  to  the  his- 
topathology  of  leprosy 

b.  Cytopathology  of  the  Virchow  cell  of  human 
leprosy 

c.  Applicability  of  experimental  murine  leprosy 
to  the  study  of  human  leprosy 

d.  Experimental  studies  on  human  leprosy 

e.  Leprosy  bacilli  in  mouse  foot-pads 

This  book  presents  both  the  papers  read  and  the 
discussions  that  followed.  The  importance  of  re- 
search on  this  disease  is  apparent  when  one  con- 
siders that  an  estimated  5,000,000  to  12,000,000 
people  suffer  from  this  disease. 

“Man  and  His  Future,”  a Ciba  International  Sym- 
posium. Edited  by  Gordon  Wolstenholme.  Pub- 
lished by  Little,  Brown  and  Company  of  Boston 
in  November,  1963.  410  pages.  8 illustrations. 

$6.00. 

Twenty-seven  distinguished  scientists  from  all 
over  the  world  participated  in  this  recent  sym- 
posium. This  extraordinary  conference  delved 
deeply  and  intriguingly  into  the  biological,  environ- 
mental and  social  aspects  of  this  vital  question. 
Controversial,  provocative  and  uninhibited,  the  de- 
liberations in  this  book  present  a fascinating  review 
of  current  thinking  among  workers  in  the  research 
field.  Papers  read  and  discussed  included  the  fol- 
lowing: 

a.  Agricultural  productivity  in  relation  to  popu- 
lation 

b.  Sophisticated  diets  and  man’s  health 

c.  World  resources 

d.  Control  of  reproduction  in  mammals 

e.  The  sex-ratio  in  human  populations 

f.  World  population 

g.  Growth  and  development  of  social  groups 

h.  Man’s  relationship  to  his  environment 

i.  Machines  and  societies 

j.  Sociological  aspects 

k.  The  promise  of  medical  science 

l.  Future  of  infectious  and  malignant  diseases 

m.  Longevity  of  man  and  his  tissues 

n.  Health  and  disease 

o.  Genetic  progress  by  voluntarily  conducted 

germinal  choice 

p.  Biological  future  of  man 

q.  Eugenics  and  genetics 

r.  Potentialities  in  the  control  of  behavior 

s.  Future  of  the  mind 

t.  Biological  possibilities  for  the  human  species 
in  the  next  10,000  years 

u.  Ethical  considerations 
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In  Geriatrics... 

METAMUCII!  Provides  Bland  Smoothage 

brand  of  psyllium  hydrophilic  mucilloid 


The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophilic  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  Metamucil  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS,  606S0 

Research  in  the  Service  of  Medicine 
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it’s  a long  walk  from  gate  6 . . . 

It’s  a long  walk  from  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  pruritus  vulvae. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Cm. 

Also  available  in  lb.  jars. 


TOPICAL  CREAM  0.1% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


1 1 


CREAM  0.1%.  AND 
^ OINTMENT  0.1%) 


Neomycin  Sulfate  (0.5%) — Triamcinolone  Acetonide  (0.1%) 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

232-3 


ANNUAL  CLINICAL  CONFENENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  2,  3,  4 and  5,  1964 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Film  Lectures 

Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend 
and  make  your  reservation  at  the  Palmer  House. 


PHYSICIANS'  EXCHANGE 


Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  woid  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build> 
ing,  Lincoln  8. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


RESIDENCIES  in  Physical  Medicine  and  Re- 
habilitation offer  ideal  opportunity  to  general  prac- 
titioner considering  specialization.  Comprehensive 
training  utilizing  Mayo  Clinic  facilities  and  faculty. 
$3,600  - $8,000  stipend.  Attractive  community,  ex- 
cellent school  system,  cultural  advantages.  Con- 
tact E.  C.  Elkins,  M.D.,  Mayo  Foundation,  Rochester, 
Minnesota. 


GENERAL  PRACTITIONER  — To  join  long 
established  group  in  small  progressive  community 
with  new  clinic  and  hospital.  Excellent  schools  and 
churches.  Alternate  every  third  night  and  week- 
end. Month  vacation  in  summer  and  2-4  weeks 
P.G.  in  winter.  Good  fishing  and  hunting.  $12,000 
first  year  with  early  full  partnership.  Write  to 
H.  G.  Steenburg,  M.D.,  Aurora,  Nebraska. 


OFFICE  FOR  SALE  — Physician  going  into 
residence  in  June  1964.  Office  consists  of  two 
buildings  — with  connecting  doonvay;  concrete 
block  and  brick  construction;  four  examining  rooms, 
laboratory,  drug  room,  reception  room,  treatment 
room  for  diathermy,  EKG  and  BMR  room.  X-ray 
room  and  dark  room.  Apartments  above  office 
and  beauty  salon  in  adjoining  building.  Equip- 
ment includes  X-ray,  diathermy,  EKG  and 
BMR  machines,  binocular  microscope  and 
miscellaneous  equipment.  For  further  information 
write:  Box  32,  Nebraska  State  Medical  Journal, 

1315  Sharp  Building,  Lincoln,  Nebraska. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 
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there  is 
nothing 
“new"  about 
Thorazine* 


brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects — are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  sk&f).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 

SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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Meyers,  Russell  

11 

McDermott,  Paul  H.  . 

492 

McGee,  John  A. 

180, 

637 

Mclntire,  Matilda  S. 

. 69, 

382, 

551, 

619 

McLeay,  John  S.  

555 

McWhorter,  C.  A. 

213 
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Mulero,  Ricardo 

Munger,  H.  V.  _ _ 

499 

230 

Murdock,  Daryl  E. 

N 

604 

Neely,  J.  Marshall  _ 

21 

Nesbitt,  Robert  E.  L. 

113 

Neu,  Harold  N. 

173, 

637 

Nve,  William  F. 

0 

367 

Ohlsen,  John  E. 

126 

Offerman,  Arthur  J. 

133 

Organ,  Claude  H. 

. 

492 

Osborn,  Leslie  A. 

P 

609 

Parkinson,  Donald  E. 

331 

Peterson,  Paul  L. 

367 

Potthoff,  Carl  J. 

R 

655 

Rasmussen,  John  A. 

222 

Reynolds,  Fred  C.  _ 

5 

Ritchie,  D.  A.  . 

324 

Rogers,  E.  A. 

562 

Rubin,  Irving 

S 

607 

Schack,  Colin  B.  __ 

386 

Schultz,  Loyd  R.  _ 

489, 

547 

Shelley,  Thomas  F. 

113 

Smith,  Mrs.  Haven 

517 

Smith,  Thomas  Timothy 

180 

Speer,  Frederick 

456 

Stemper,  Jack  M. 

178 

Stevens,  S.  C.  _ . 

T 

169 

Tabor,  James  R. 

593 

Taylor,  W.  H. 

328 

Tbieren,  Robert  C.  

27 

Tibbels,  R.  H. 

322 

Tollman,  J.  Perry 

W 

23 

Watkins,  F.  L. 

169 

Wescoe,  W.  Clarke 

59 

Westfall,  Robert  H. 

489 

Wilkie,  Louis  J. 

315 

DEATHS 

Barta,  F.  A. 152 

Bartels,  Wilbur  W. 45 

Carey,  Blaine  P. 45 

Clark,  George 581 

Des  Jardien  626 

Drasky,  Stanley  S. 358 

Fahnestock,  C.  L 358 

Finley,  W.  F.  104 

Fitzsimmons, 

Joseph  I. 530 

Flanagan,  May  L.  __581 

Hahn,  James  P. 45 

Harris,  R.  S. 200 

Harris,  T.  H. 626 

Hayes,  Charles  B.  — 152 
Hubenbecker, 

John  C. 45 

Levine,  Victor  E. 626 

MacQuiddy, 

Ernest  Lynn Dec. 

Marvel,  Perry  O. 45 
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McGirr,  John  I. 45 

Mercer,  Nelson  S.  — Dec 

Penner,  H.  G. 298 

Reid,  John  D. 45 

Rice,  Clarence  E. 530 

Ruch,  Ralph  0. 45 

Rowe,  Edward  W.  __152 

Shepherd,  William 152 

Sher,  Philip  Dec. 

Shuptar,  Daniel 152 

Smith,  James  J. 152 

Taylor,  Guy  R. 299 

Unsworth, 

Herbert  R.  298 

Trowbridge, 

James  A. 299 

Williams, 

Creighton  D. 298 

Williams,  J.  B. 358 

Whitehead,  E.  I 45 


1963  Membership  Roster  Nebraska  State  Medical  Association 


COl  NCTLOR  DISTRICT  CODES 


COUNTY  CODES 


District  Code  No. 

First  District  1 

Douglas,  Sarpy 

Second  District 2 

Lancaster,  Otoe,  Cass 

Third  District 3 


Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson 


Fourth  District 4 

Knox,  Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne 


Fifth  District 5 

Burt,  Washington,  Dodge,  Platte, 

Colfax,  Boone,  Nance,  Merrick 


Sixth  District  6 

Saunders,  Butler,  Polk,  Seward,  York, 
Hamilton 


Seventh  District 7 

Saline,  Clay,  Fillmore,  Nuckolls, 

Thayer,  Jefferson 


Eighth  District 8 

Cherry,  Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd 


Ninth  District 9 

Hall,  Custer,  Valley,  Greeley,  Shennan, 
Howard,  Dawson,  Buffalo,  Grant, 

Hooker,  Thomas,  Blaine,  Wheeler, 

Loup,  Garfield 


Tenth  District 10 

Gosper,  Phelps,  Adams,  Furnas,  Harlan, 
Webster,  Kearney,  Red  Willow,  Chase, 
Frontier,  Dundy,  Hitchcock 


Eleventh  District  11 

Lincoln,  Perkins,  Keith,  McPherson, 

Garden,  Arthur,  Logan,  Deuel 


Twelfth  District 12 

Scotts  Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyenne,  Sioux,  Dawes 


County 

Adams 

Antelope 

Boone  

Box  Butte 

Buffalo  

Burt 

Butler  

Cass 

Cedar-Dixon-Dakota-Thurston-Wayne 

Cheyenne-Kimball-Deuel  

Clay 

Colfax  

Cuming  

Custer  

Dawson  

Dodge  

Fillmore  

Franklin  

Four  County  

Gage  

Garden-Keith-Perkins  

Hall  

Hamilton 

Harlan  

Holt  & Northwest 

Howard  

Jefferson  

Johnson  

Knox  

Lancaster  

Lincoln  

Madison  

MeiTick  

Nance  

Nemaha 

Northwest  Nebraska 

Nuckolls  

Omaha-Douglas 

Otoe 

Pawnee  

Phelps  

Pierce  

Platte  

Polk  

Richardson  

Saline  

Saunders 

Scotts  Bluff  

Seward  

Southwest  Nebraska  

Stanton  

Thayer  

Washington  

York 

* — No  county  society. 


Code  No. 
1 
2 

3 

4 

- 5 
6 

- 7 
8 
9 

10 

11 

12 

13 

14 

15 

__  16 
__  17 
__  18 
__  19 
__  20 
__  21 
__  22 
__  23 
__  24 
__  25 
__  26 
__  27 
__  28 
__  29 
__  30 
__  31 
__  32 
__  33 


34 

35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

49 


50 

51 

52 
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Nebraska  S.  M.  J 


Dist.  Co. 


Name  Code  Code 

Abts,  A.  W. 1 37 

7906  Dodge,  Omaha 

Adams,  Leo  M.  9 22 

1st  Natl.  Bldg.,  Gr.  Island 

Adams.  Payson  1 37 

415  Doctors  Bldg.,  Omaha 

Adamson,  James  & 33 

Central  City 

Adkins,  Nathan  1 37 

622  Doctors  Bldg.,  Omaha 

Aftonomos,  Lefkos  1 37 

5404  Ames  Ave.,  Omaha 

Ahrens.  Herbert  G. 2 30 

339  N.  Cotner,  Lincoln 

Aita,  John  A. 1 37 

2302  No.  55th.  Omaha 

Albee,  Albert  B.  11  21 

Oshkosh 

Albertson,  L.  C.  1 37 

4118  No.  78th,  Omaha 

Alcorn.  Floyd  2 30 

2201  So.  11th,  Lincoln 

Alderman,  Allen  12  35 

Chadron 

Allely,  John  R.  1 37 

434  Doctors  Bldg.,  Omaha 

Allen,  John  F.  (Life)  1 37 

La  Jolla,  Calif. 

Allen,  James  G.  5 6 

Tekamah 

Alliband,  George  T.  1 37 

234  Doctors  Bldg.,  Omaha 

Allison.  George  J.  1 37 

Ralston 

Amick,  C.  G.  (Life)  9 14 

Loup  City 

Andersen,  Alfred  C.  1 37 

4826  So.  24th,  Omaha 

Andersen,  M.  C.  1 37 

1120  Med.  Arts,  Omaha 

Andersen,  R.  R. 2 8 

Nehawka 

Anderson,  A.  B.,  Jr. 3 39 

Pawnee  City 

Anderson,  Albert  W. 4 13 

West  Point 

Anderson,  Arthur  W.  9 15 

St.  Hospital,  Hastings 

Anderson,  C.  L.  6 43 

Stromsburg 

Anderson.  H.  C.  9 22 

Box  801,  Grand  Island 

Anderson,  H.  F.  10  1 

419  N.  Burlington, 

Hastings 

Anderson,  Harley  E.  1 37 

5002  Davenport,  Omaha 

Anderson,  John  S. 9 22 

1704  W.  2nd,  Grand  Island 

Anderson,  Lawrence  L. 1 37 

1336  Med.  Arts,  Omaha 

Anderson,  Leo  E.  6 52 

York 

Anderson.  R.  C. 5 42 

1359  26th  Ave.,  Columbus 

Anderson,  Robert  C.  8 25 

Ainsworth 

Andrews,  C.  F.  (Life) 2 30 

2626  So.  24th,  Lincoln 

Andrews,  H.  S.  (Life)  10  1 

Minden 

Angle,  Carol  R.  1 37 

418  So.  82nd,  Omaha 

Angle.  E.  E.  2 30 

3705  South  St..  Lincoln 

Angle.  William  D. 1 37 

418  So.  82nd.  Omaha 

Antony,  Arthur  C.  1 37 

5715  Military  Ave.,  Omaha 

Armbrust,  Walter  1 37 

5401  Leavenworth,  Omaha 

Arnholt,  M.  F.  2 30 

3421  “O”  St..  Lincoln 

Arnold,  C.  H.  (Life)  2 30 

2480  Lake  St.,  Lincoln 

Arrasmith,  K.  Don  1 37 

3610  Dodge,  Omaha 

Arrasmith,  W.  J.  9 22 

2020  W.  Charles, 

Grand  Island 

Ashby,  A.  A. 7 17 

Geneva 

Ashby,  Chas.  F.  7 17 

Geneva 

Austria,  G.  O.  1 37 

2321  “M”  St.,  Omaha 

Ayres,  Maurice  J.  9 15 

Gothenburg 

Baca.  D.  E.  1 37 

2580  So.  90th,  Omaha 

Bach,  Stanley  1 37 

625  Doctors  Bldg.,  Omaha 

Baer,  B.  H.  6 46 

Ashland 


Dist.  Co. 


Name  Code  Code 

Baker.  Ellis  E.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Baker.  John  C.  11  31 

Sutherland 

Baker,  Paul  Q.  12  47 

1824  Ave.  “A,”  Scottsbluff 

Baldwin,  John  D.  2 30 

430  Stuart  Bldg.,  Lincoln 

Ballew.  John  W.  2 30 

1701  “K“  St.,  Lincoln 

Bancroft,  B.  R.  9 5 

Kearney  Med.  Arts, 

Keam  ey 

Bancroft,  Paul  2 30 

1431  So.  33rd  Lincoln 

Bantin,  Clarence 1 37 

6858  Minne  Lusa  Blvd., 

Omaha 

Bantin,  Elmer  W.  (Life) — 1 37 

6862  Minne  Lusa  Blvd.,  Omaha 

Bare.  James  E.  1 37 

120  W.  2nd,  Papillion 

Barkey,  V.  S.  2 30 

6320  Havelock,  Lincoln 

Barmore,  John  L.  1 37 

423  Kiewit  Plaza 
Omaha 

Barnwell.  Robt.  B.  12  47 

900  11th  St.,  Gering 

Barr,  Carl  C.  4 32 

Tilden 

Barr,  Robert  E.  4 32 

Tilden 

Barry.  M.  W.  1 37 

1416  Med.  Arts.  Omaha 

Barry,  Richard  V.  1 37 

1519  So.  55th,  Omaha 

Barta,  Frank  R.  1 37 

303  So.  56th  St.,  Omaha 

Bartek.  Julius  G.  1 37 

619  Barker  Bldg.,  Omaha 

Barthell.  John  H.  2 30 

1012  Sharp  Bldg.,  Lincoln 

Bartlett,  W.  C.  (Life)  10  24 

Alma 

Bass.  Robert  L.  5 • 

Genoa 

Batty,  John  L.  10  49 

310  W.  7th,  McCook 

Bauer,  Lawrence  W.  9 5 

211  W.  33rd,  Kearney 

Baum,  Cletus  J.  1 37 

403  Center  Bldg.,  Omaha 

Beber,  Meyer  1 37 

301  Doctors  Bldg.,  Omaha 

Bechtel.  M.  D.  9 22 

1806  N.  Clebum,  Gr.  Island 

Becker,  Wesley  C.  (Life) 2 30 

1501  So.  52nd,  Lincoln 

Becker,  Wm.  F. 8 25 

Lynch 

Beitenman,  Edward  T. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Bell.  C.  D.  2 30 

918  Sharp  Bldg.,  Lincoln 

Bell,  James  D.  6 52 

York 

Bell.  J.  S.  6 52 

York 

Bence,  Jackson  J.  3 34 

Auburn 

Bendorf.  D.  H.  1 37 

5434  No.  42nd,  Omaha 

Bengtson,  John  W.  2 30 

3145  “O”  St..  Lincoln 

Bennett,  Wilbur  Keith  10  1 

Red  Cloud 

Benthack,  Robt.  B.  4 9 

Wayne 

Benthack,  Walter  4 9 

Wayne 

Bcntle>’,  Neil  B.  10  49 

Oxford 

Berrick.  Wm.  H.  4 32 

Madison 

Best,  R.  Russell 1 37 

609  Doctors  Bldg.,  Omaha 

Best.  Robert  10  40 

Holdrege 

Bevilacqua,  Lee  R.  1 37 

4105  Harrison,  Omaha 

Bierbower,  R.  L.  6 43 

Shelby 

Billerbeck,  Henry  J. 4 9 

Randolph 

Bisgard,  J.  Dewey 1 37 

542  Doctors  Bldg.,  Omaha 

Bishop.  Ben  12  35 

Crawford 

Bitner,  Chris  12  10 

Sidney 

Bitner,  Mary  S.  5 42 

State  Capitol,  Lincoln 


Dist.  Co. 

Name  Code  Code 

Bivens,  Wm.  S. 10  40 

Holdrege 

Black,  Albert  S.,  Jr. 1 37 

1414  Med.  Arts,  Omaha 

Black.  Paul  (Life)  2 30 

147  No.  9th,  Lincoln 

Blackstone,  Herbert  12  47 

Bridgeport 

Blair,  Ralph  L.  9 14 

Broken  Bow 

Blattspieler,  S.  F.  11  31 

Mullen 

Bleicher,  Jerome  E.  1 37 

2602  “J”  St.,  Omaha 

Block,  D.  M.  5 16 

Arlington 

Block,  Dean  M.  5 16 

Arlington 

Blodig,  John  L.  1 37 

2908  So.  74th,,  Omaha 

Blum,  Henry  2 30 

Rm.  2,  Nebr.  Theatre, 

Lincoln 

Boelter.  Wm.  C.  1 37 

534  Doctors  Bldg.,  Omaha 

Bogle,  John  H.  9 19 

Loup  City 

Boler,  Thos.  D.  (Life)  1 37 

651  No.  59th,  Omaha 

Bonebrake,  A.  H.  2 38 

Nebraska  City 

Bonniwell.  Chas.  M.  1 37 

8613  No.  30th,  Omaha 

Booth,  Richard  1 37 

St.  Joseph’s  Hosp.,  Omaha 

Borghoff,  Joseph  J.  1 37 

7906  Dodge.  Omaha 

Bosley,  Warren  G.  9 22 

418  W.  Division, 

Grand  Island 

Boykin,  J.  Melvin  2 30 

V.A.  Hospital,  Lincoln 

Bradley.  Warren  Q.  2 30 

924  Sharp  Bldg.,  Lincoln 

Brannen,  CJharles  F.  1 37 

1901  Missouri  Ave.,  Omaha 

Brauer,  Russell  C.  2 30 

4150  South  St.,  Lincoln 

Brauer.  S.  H.  4 32 

1112  Verges,  Norfolk 

Bray,  R.  E.  4 9 

Ponca 

Brazer,  John  G.  1 37 

5114  Lafayette,  Omaha 

Brendel,  Richard  F.  2 8 

Plattsmouth 

Brennan,  L.  V. 3 44 

Falls  City 

Bressman,  Charles  M. 1 37 

8613  No.  30th,  Omaha 

Brett,  Dale  Edward 1 37 

609  Doctors  Bldg.,  Omaha 

Brewster,  Donald  E.  10  40 

Holdrege 

Brewster,  F.  Wayne  10  40 

Holdrege 

Bridges,  James  5 16 

1725  E.  Military,  Fremont 

Brill,  I.  William  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Brillhart.  E.  G.  5 42 

Box  568,  Columbus 

Brinkman.  H.  H.  1 37 

5519  Military  Ave.,  Omaha 

Brodkey.  M.  H.  1 37 

320  Med  Arts,  Omaha 

Brody,  Alfred  W.  1 37 

Creighton  Univ.  School 
Medicine.  Omaha 

Brolsma,  M.  P.  2 30 

435  So.  16th,  Lincoln 

Brooks,  E.  B.  2 30 

939  Stuart  Bldg.  Lincoln 

Brooks,  Robert  2 30 

1403  Sharp  Bldg.,  Lincoln 

Brott,  Clarence  R.  3 20 

109^2  So.  6th,  Beatrice 

Brown.  John  A. 2 30 

412  Lincoln  Liberty  Life, 

Lincoln 

Brown,  R.  3 20 

109  So.  6th,  Beatrice 

Brown,  W.  O.  12  47 

1801  Broadway,  Scottsbluff 

Browne,  Kenneth  M. 1 37 

924  Med.  Arts,  Omaha 

Bingh.  E.  A.  9 22 

323  W.  Koenig, 

Grand  Island 

Brush,  John  H.  1 37 


1329  Medical  Arts,  Omaha 
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Dist.  Co. 


Name  Code  Code 

Bucholz.  Donald 1 37 

3610  Dodge,  Omaha 

Bunting.  L.  G.  7 50 

Hebron 

Bunting.  Richard  1 37 

622  Doctors  Bldg.,  Omaha 

Burbridge,  Glen  E. 2 38 

Nebraska  City 

Burney,  Dwight  1 37 

609  Doctors  Bldg.  Omaha 

Burnham,  Arnold  G.  12  4 

524  Box  Butte  Ave., 

Alliance 

Bui'ns,  B.  C.,  Sr.  1 37 

421  Farm  Credit  Bldg., 

Omaha 

Bums,  B.  C.,  Jr.  1 37 

407  So.  86th,  Omaha 

Bums,  Robert  I.  5 42 

135  E.  Parkway,  Columbus 

Burwell.  J.  R.  11  21 

Ogallala 

Butler.  Robert  E. 9 5 

Minden 

Cain.  Jerome  A.  2 30 

1550  So.  17th,  Lincoln 

Calkins,  Robert  C.  12  10 

Kimball 

Callaghan,  A.  J.  11  31 

719  So.  Dewey  St., 

North  Platte 

Calvert,  John  H.  4 41 

Pierce 

Cameron,  O.  J.  1 37 

1520  Med.  Arts,  Omaha 

Campbell,  Chas.  (Life)  5 42 

C-2  Gerrard  Ct.,  Columbus 

Campbell,  John  5 33 

Central  City 

Campbell,  John  F.  9 22 

702  W.  Koenig,  Gr.  Island 

Campbell,  Louis  S.  1 37 

609  Doctors  Bldg..  Omaha 

Campbell,  Stuart  D.  12  47 

Box  630.  Scottsbluff 

Campbell.  W.  Allen  2 30 

1321  Sharp  Bldg..  Lincoln 

Carignan  Chas.,  Jr.  9 5 

Ravenna 

Carlson.  C.  R.  10  49 

Wauneta 

Carlson.  James  4 29 

Verdigre 

Carlson,  Emery  W. 4 32 

Newman  Grove 

Camazzo.  S.  J.  1 37 

723  Barker  Bldg..  Omaha 

Carp,  Oscar 1 37 

515  Med.  Arts,  Omaha 

Carr  J.  W.  6 48 

Seward 

Carroll,  R.  P.  4 9 

Laurel 

Carson.  Jim  S.  6 43 

Osceola 

Carstens,  George  J.  8 25 

O’Neill 

Carter.  .lames  G.  1 37 

423  Kiewit  Plaza,  Omaha 

Carveth.  W.  W. 2 30 

626  Sharp  Bldg.,  Lincoln 

Cassel,  R.  L.  7 27 

Fairburj- 

Cassidy.  W.  A. 1 37 

234  Doctors  Bldg.,  Omaha 
Catania,  Nancy  1 37 

820  Med.  Arts,  Omaha 

Chadek,  L.  J.  4 13 

West  Point 

Chaloupka,  M.  L. 9 5 

Callaway 

Chapp.  John  D.  3 20 

821  No.  13th,  Beatrice 

Chappell,  E.  R.  9 5 

Minden 

Charlton.  G.  E.  (Life)  4 32 

Colorado  Springs,  Colo. 

Charlton,  George  P.  10  1 

418  N.  Hastings.  Hastings 

Chase.  Robert  C.  11  21 

Ogallala 

Cherry  L.  D.  2 30 

921  Stuart  Bldg.,  Lincoln 

Chick.  Nicholas  11  31 

112  No.  Dewey, 

North  Platte 

Chleborad,  Wm.  J.  5 16 

1501  N.  Hancock,  Fremont 

Christensen,  J.  B.  1 37 

1329  Med.  Arts,  Omaha 

Christlieb,  J.  M.  1 37 

7021  Bellevue  Blvd.,  Omaha 
Clark,  W.  M.  1 37 


1113  Redick  Tower,  Omaha 


Dist.  Co. 


Name  Code  Code 

Claussen,  Bruce  F.  11  31 

321  E.  "B”  St„ 

North  Platte 

Cleaver.  Edgar  M.  10  49 

Ogallala 

Clemens.  Richard  P.  1 37 

2205  Military  Ave.,  Omaha 

Clothier  John  G.  2 30 

V.A.  Hospital,  Lincoln 

Clyne.  John  C.  2 30 

Plaza  Med.  Bldg., 

339  No.  Cotner,  Lincoln 

Cochran,  Robert  M.  1 37 

452  Aquila  Ct.,  Omaha 

Coe.  C.  M.  4 9 

Wakefield 

Coe,  John  D. 1 37 

409  Doctors  Bldg.,  Omaha 

Cole,  Frank  2 30 

2430  Lake.  Lincoln 

Coleman,  F.  D. 2 30 

925  Stuart  Bldg.,  Lincoln 

Colglazier,  Ernest  11  21 

Grant 

Comine.  J.  J.  1 37 

412  Med  Arts.  Omaha 

Connolly,  E.  A.  1 37 

502  Med  Arts.  Omaha 

Connor.  P.  James  1 37 

628  Med.  Arts,  Omaha 

Connors,  E.  K.  1 37 

317  Doctors  Bldg.  Omaha 

Conoan,  Eduardo  A. 1 37 

Canal  Zone 

Conwell,  George  D. 4 32 

509  Norfolk  Ave.,  Norfolk 

Cook.  Hull  A. 12  10 

Sidney 

Cook,  Lyman  J.  (Life) 1 37 

1612  Med.  Arts,  Omaha 

Cooper,  George  11  31 

501  So.  Jeffers,  No.  Platte 

Core,  Edwin  R.  12  10 

Kimball 

Cornelius,  C,  J.  12  10 

Sidney 

Cotton,  Walter  T.  1 37 

834  Doctors  Bldg.,  Omaha 

Courshon,  A.  J.  12  35 

Chadron 

Courtney,  J.  E.  1 37 

730  City  Natl.  Bank, 

Omaha 

Covey,  George  W.  2 30 

290()  Jackson  Dr.,  Lincoln 

Cowan,  S.  D.  3 44 

Falls  City 

Cram,  Roy  S.  9 19 

Burwell 

Crawford,  Mark  E.  2 30 

939  Stuart  Bldg.,  Lincoln 

Crofoot  Michael  1 37 

542  Doctors  Bldg.,  Omaha 

Crotty.  Richard  Q.  1 37 

615  Med.  Arts,  Omaha 

Crum,  H.  V.  8 35 

Rushville 

Curry,  John  R.  2 30 

1033  Stuart  Bldg.,  Lincoln 

Curtis,  E.  E.  (Life)  4 2 

Neligh 

Curtiss,  Charles  P.  9 5 

7 W.  31st,  Kearney 

Dalton.  Kenneth  R. 5 • 

Genoa 

David.  Joseph,  Jr.  8 25 

Omaha 

Davies.  Dale  H.  5 16 

450  E.  23rd,  Fremont 
Davies,  L.  T.  2 30 

816  Sharp  Bldg.,  Lincoln 

Davis,  Allan  1 37 

401  Doctors  Bldg.,  Omaha 

Davis,  Edwin  G.  (Life) 1 37 

800  Doctors  Bldg.  Omaha 
Davis.  Herbert  H.  (Lite)  __  1 37 

112  S.  Elmwood  Rd.,  Omaha 

Davis.  Homer  (Life)  5 • 

Genoa 

Davis,  J.  Calvin  1 37 

425  Aquila  Ct.,  Omaha 

Davis.  J.  Calvin.  HI  1 37 

320  Doctoi-s  Bldg.,  Omaha 

Davis.  John  Byron 1 37 

734  Doctors  Bldg.,  Omaha 

Davis,  Neal  1 37 

416  So.  93rd,  Omaha 

Deakin,  Thos.  W.  8 25 

Valentine 

Dean.  Earl  J.  10  1 

708  Eastside  Blvd.,  Hastings 
Dean  G.  W.  2 30 

817  So.  27th,  Lincoln 


Dist.  Co. 


Name  Code  Code 

DeBacker,  L.  J.  10  1 

201  Gaston  Bldg.,  Hastings 

Decker,  R.  F.  7 50 

Byron 

DeFlon,  Eric  G. 8 35 

Chadron 

DeLanney,  L.  A.  ((Life) 1 37 

Walnut  Creek,  Calif. 

DeMay.  G.  H.  9 22 

721  W.  7th,  Grand  Island 

DeMay.  Richard  F.  9 22 

721  W.  7th,  Grand  Island 

Dendinger,  Wm.  1 37 

402  Aquila  Ct.,  Omaha 

Denker,  John  C.  1 37 

Valley 

Deppen,  E.  N. 2 30 

1500  "P'’  St..  Lincoln 

Deubler,  Keith  F.  2 30 

3145  “O”  St.,  Lincoln 

Devers,  W.  I.  4 41 

Pierce 

DeVol,  Russell  A.  11  31 

Box  738,  North  Platte 

Dewey,  F.  G.  (Life)  4 9 

Coleridge 

Dewey,  John  L.  1 37 

104  So.  39th.  Omaha 

Deyke,  Vem  F.  5 42 

Box  568,  Columbus 

Dickerson,  William  1 37 

3610  Dodge,  Omaha 

Dickinson.  L.  E„  Jr. 10  49 

114  E.  “C”  St..  McCook 

Dietz.  Robert  J.  2 8 

Plattsmouth 

Dinsmore,  James  1 37 

209  So.  42nd,  Omaha 

Doering.  William 10  18 

Franklin 

Donahue.  Francis  D.  1 37 

1204  Med.  Arts.  Omaha 

Donaldson,  J.  H„  Jr. 10  49 

602.604  Norris  Ave., 

McCook 

Donelan,  James  P.  1 37 

Guarantee  Mutual  Life 
Ins.,  Omaha 

Doolittle,  H.  H.  1 37 

828  Med  Arts,  Omaha 

Dorwart,  Clinton  B. 12  10 

Sidney 

Douglas,  R.  R.  5 33 

Clarks 

Dowell.  D.  A.  1 37 

816  Med.  Arts.  Omaha 

Drdla,  Theodore 1 37 

460  Aquila  Ct..  Omaha 

Drozda,  Jos.  P. 1 37 

1315  Deer  Park  Rd., 

Omaha 

Dunlap,  James  1 37 

721  Medical  Arts,  Omaha 

Dunlap,  James  H.  4 32 

1112  Verges.  Norfolk 

Dunn.  F.  Lowell  1 37 

847  Fairacres  Rd.,  Omaha 

Dutch,  Stephen  J..  Jr.  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Dworak,  Henry  L.  1 37 

503  Center  Bldg.  Omaha 

Dyer,  Jasper  L.  5 16 

North  Bend 

Eagle,  Frank  L.  1 37 

1620  Med.  Arts,  Omaha 

Easley,  John  H.  9 22 

220  Hedde  Bldg.,  Gr.  Island 

Eaton,  Louise  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Eaton.  Merrill  T.  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Eaton,  William  B.  5 16 

204  lOOF  Bldg.,  Fremont 

Eberle.  Donald  11  21 

Ogallala 

Ebers,  Dale  W.  2 30 

800  So.  13th,  Lincoln 

Egan,  Richard  L.  1 37 

Creighton  Univ.  School 
of  Medicine,  Omaha 

Egan,  William  J. 1 37 

456  Aquila  Ct.,  Omaha 

Ehrlich.  Robert  W.  2 30 

816  Sharp  Bldg.,  Lincoln 

Ekeler,  Louis  J.  6 7 

David  City 

Eklund,  H.  S.  6 43 

Osceola 
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Nebraska  S.  M,  J. 


Dist. 

Co. 

Name 

Code 

Code 

Elias,  H.  F.  

1200  So.  9th,  Beatrice 

. 3 

20 

Elston.  Harrv  R.  

4930  So.  24th,  Omaha 

- 1 

37 

Emerson,  C.  (Life)  _ 
1700  So.  24th,  Lincoln 

2 

30 

Engdahl.  Wallace  K. 

8613  No.  30th,  Omaha 

. 1 

37 

Epp.  Milford  John 

1108  Sharp  Bldg.,  Lincoln 

2 

30 

Ericson,  L.  L.  - 

West  Point 

- 4 

13 

Ewinsr.  Ren  F. 

220  Med.  Arts,  Omaha 

. 1 

37 

Ewing,  Eugene 
Madison 

4 

32 

Ewing.  .John  D. 

1418  Med.  Arts,  Omaha 

. 1 

37 

Falloon.  Frank 
Fairbury 

- 7 

27 

Fangman.  Richard  J.  

5002  Dodge,  Omaha 

. 1 

37 

Famier.  Wm. 
Falls  City 

3 

44 

Farner.  B.  R. _ 

. 4 

32 

900  Norfolk  Ave.,  Norfolk 

Farner,  John  E. 

Valentine 

. 8 

26 

Farrell.  Chester  H. 

721  Med.  Arts.  Omaha 

. 1 

37 

Farrell.  Robert  F.  (Life) 
San  Francisco.  Calif. 

. 1 

37 

Fellman.  A.  C. 

309  Doctors  Bldg.,  Omaha 

. 1 

37 

Fend,  Howard  

Schuyler 

- 5 

12 

Fenstermacher,  R,  C. 

Nebraska  City 

. 2 

38 

Ferciot,  C.  Fred 

1000  So.  13th,  Lincoln 

. 2 

30 

Fijan,  Kenneth  J.  _ 

3145  “O’*  St.,  Lincoln 

. 2 

30 

Filip,  Alexander  J.  - . 

704  W.  1st,  Grand  Island 

. 9 

22 

Filkins,  John  C.  

521  Doctors  Bldg,,  Omaha 

. 1 

37 

Findley,  Palmer  (Life)  

3325  Fontenelle  Blvd., 
Omaha 

. 1 

37 

Finegan,  James  _ _ 

415  Med.  Arts,  Omaha 

. 1 

37 

Finegan,  John  C.  _ 

Lexington 

. 9 

15 

Finkner.  John  R. 

Minden 

.10 

1 

Finlayson.  Alister  I.  ..  - - 

924  Med  Arts.  Omaha 

. 1 

37 

Finney.  Lawrence  _ 

323  So.  14th,  Lincoln 

. 2 

30 

Fisher,  Eugene 

7310  Maple,  Omaha 

. 1 

37 

Fitch,  Donald  Max 

U.  of  N..  College 
of  Medicine,  Omaha 

. 1 

37 

Fitzgerald,  Thomas  D.  

202  W.  3rd,  Alliance 

.12 

4 

Fitzgibbons.  Robert  J. 

1412  Med.  Arts,  Omaha 

. 1 

37 

Fitzmaurice.  Francis  _ _ _ 

2820  So.  32nd  Ave., 
Omaha 

1 

37 

Fitzpatrick,  John  E.  . 
1429  Med.  Arts,  Omaha 

1 

37 

Flansburg,  H.  E. 

1103  Sharp  Bldg.,  Lincoln 

. 2 

30 

Fleishman,  Max  _ _ _ 

260  Aquila  Ct.,  Omaha 

. 1 

37 

Fleming,  Edward  F. 
3650  Burt  St..  Omaha 

. 1 

37 

Fletcher,  D.  L.  (Life) 
Orchard 

4 

2 

Foote,  C.  M. 

422  No.  Hastings  Ave., 
Hastings 

.10 

1 

Foote,  D.  B.  - - 

422  No.  Hastings  Ave., 
Hastings 

.10 

1 

Foote,  E.  C.  (Life) _ 

422  No.  Hastings  Ave., 
Hastings 

.10 

1 

Formanack,  C.  J.  

Syracuse 

. 2 

38 

Forney,  L.  W.  

Crete 

. 7 

45 

Forster,  Karl  M.  

Soldiers  & Sailors  Home, 
Grand  Island 

.10 

1 

Foster,  Miles  E„  Jr.  

Sycamore  Farm,  Waterloo 

. 1 

37 

Fox,  Robert  J.  

Spalding 

. 9 

19 

Francis,  Gordon  D. 

.10 

49 

Arapahoe 


DIst.  Co. 


Name  C)de  Code 

Francis.  Marvin  G.  I 37 

Bellevue 

Frank,  Carl  L.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Frank,  Muriel  N.  1 37 

Methodist  Hosp.,  Omaha 

Frans,  James  R.  6 48 

Milford 

Frazer,  M.  D.  2 30 

Bryan  Memorial  Hosp., 

Lincoln 

Freed.  Albert  E.  1 37 

5020  Dodge,  Omaha 

French.  Ivan  M.  6 46 

Wahoo 

Frerichs,  C.  T.  3 20 

114  So.  6th,  Beatrice 

Freymann,  J.  J. 1 37 

1113  Med.  Arts.  Omaha 

Friesen  Harold  F.  6 52 

Henderson 

Fritsch,  John  H.  2 30 

3145  “O"  St.,  Lincoln 

Frost.  Dwight  W.  1 37 

4102  Woolworth,  Omaha 

Fuenning.  S.  I.  2 30 

317  No,  18th,  Lincoln 

Gardiner.  J.  F.  1 37 

628  Med.  Arts,  Omaha 

Gardner.  Joseph  H.  12  4 

202  W.  3rd,  Alliance 

Garlinghouse,  R.  E.  2 30 

140  So.  27th,  Lincoln 

Garlinghouse,  R.  O.  2 30 

921  Stuart  Bldg.,  Lincoln 

Gartner,  Lee  D.  2 30 

903  Sharp  Bldg.,  Lincoln 

Gately,  H.  S. 2 38 

Syracuse 

Gatewood.  John  W. 1 37 

326  Med.  Arts,  Omaha 

Gathman,  Leroy  T 4 9 

South  Sioux  City 

Gedgoud,  John  T^.  1 37 

304  So.  42nd.  Omaha 

Geer,  Robert  E.  9 22 

105  N.  Eddy,  Gr.  Island 

Gelber,  M.  R.  2 30 

V.A.  Hospital,  Lincoln 

Gentry,  Harold,  Jr.  12  47 

1720  10th.  Gering 

Gentry,  Richard  D.  3 44 

Falls  City 

Gentry,  W.  Max  12  47 

1720  10th,  Gering 

Gentry,  William  J. 12  47 

1720  10th.  Gering 

George.  John  H.  1 37 

320  Doctors  Bldg.,  Omaha 

Getscher,  Phillip  E.  2 30 

306  Sharp  Bldg.,  Lincoln 

Getty,  Robert  F. 11  31 

501  So.  Jeffers, 

North  Platte 

Gibbs,  Gordon  1 37 

U.  of  N.  College  of 
Med.,  Omaha 

Gibson.  L.  V.  2 30 

915  Terminal  Bldg.,  Lincoln 

Giffen,  Horace  K. 1 37 

Immanuel  Hosp.,  Omaha 

Gifford,  Harold,  Jr.  1 37 

1620  Med.  Arts.  Omaha 

Gilbert,  Louis  W.  2 30 

903  Sharp  Bldg.,  Lincoln 

Giles,  Wm.  F.  1 # 37 

915  Med.  Arts,  Omaha 

Gilg,  A.  Dean 9 15 

Overton 

Gillespie.  Patrick  C. 3 20 

1708  No.  15th,  Beatrice 

Gillespie,  Robert  W.  2 30 

500  So.  17th  St.,  Lincoln 

Gillies,  R.  O.,  Jr.  1 37 

631  Med.  Ait«,  Omaha 

Gilligan,  J.  P.  2 38 

Nebraska  City 

Gillispie,  James  3 44 

Falls  City 

Gilloon.  Allan  G.  9 22 

1802  N.  Clebum, 

Grand  Island 

Gleeson,  John  J.  (Life) 1 37 

2307  So.  33rd,  Omaha 

Glen.  Elmer  E.  10  1 

620  N.  Denver  Ave., 

Hastings 

Glenn.  William  V. 3 44 

Falls  City 

Glow,  Donald  Thomas 1 37 

304  So.  42nd,  Omaha 

Goehring,  Walter  5 51 

Blair 


Dist. 

Co. 

Name 

C'de 

Code 

Goetowski,  Paul 

1000  So.  13th  Lincoln 

. 2 

30 

Gogela,  Louis  J.  

1318  Sharp  Bldg.,  Lincoln 

. 2 

30 

Goodrich,  Guy  W.  

1107  So.  79th,  Omaha 

. 1 

37 

Gordon,  J.  L. 

Valentine 

. 8 

25 

Gorthey,  Russell  L.  

140  So.  27th,  Lincoln 

. 2 

30 

Gouldman.  Carl  

Box  240,  Hastings 
(Ingleside) 

.10 

1 

Grace,  Leslie  I.  

Blair 

. 6 

61 

Graham.  W,  W. 

Elgin 

. 4 

2 

Graham,  William  E.  _ 1 

8721  Shamrock  Rd.,  Omaha 

37 

Grant,  Robert  S.  

Medical  Village,  48th 
& “A,”  St.,  Lincoln 

. 2 

30 

Graupner.  G.  W. 

2171/2  No.  Pine,  Gr.  Island 

. 9 

22 

Graves.  Harris  R 

434  Doctors  Bldg.,  Omaha 

1 

37 

Gray,  Richard  W.  _ 
State  Hosp.,  Lincoln 

. 2 

30 

Green,  Carl  R.  

Creighton 

. 4 

29 

Greenberg,  A. 

320  Med.  Arts,  Omaha 

. 1 

37 

Greenberg,  Ben  

York 

. 6 

52 

Greenberg,  M.  M.  

1421  Dodge.  Omaha 

. 1 

37 

Greenberg,  Richard  S.  _ 
1421  Dodge,  Omaha 

. 1 

37 

Greene.  Arthur  M. 

501  Doctors  Bldg.,  Omaha 

. 1 

37 

Greene.  Earl  G.,  Jr.  

3703  Mormon,  Omaha 

. 1 

37 

Gridley,  L.  J.  12 

214-16  W.  27th,  Scottsbluff 

47 

Grier,  John  J. 

1107  Med  Arts,  Omaha 

1 

37 

Grier,  M.  E. - _ 

828  Med.  Arts,  Omaha 

. 1 

37 

Grier,  Thomas  - _ 

828  Med.  Arts,  Omaha 

. 1 

37 

Griot,  A.  J.  

Chadron 

. 8 

36 

Grissom,  Robert  L.  . 

U.  of  N.  College 
of  Medicine,  Omaha 

. 1 

37 

Gross,  Charles  G.  - 

Cambridge 

10 

49 

Gross,  Joseph  F,  - 

1307  Med.  Arts,  Omaha 

. 1 

37 

Guildner,  C.  Wayne  _ — 

131  N.  Hastings  Ave., 
Hastings 

10 

1 

Gunderson.  Shaun - 

622  Doctors  Bldg.,  Omaha 

. 1 

37 

Gurnett,  Thomas  J.  _ _ 

527  Med.  Arts,  Omaha 

, 1 

37 

Gutch.  C.  F.  - 

V.A.  Hospital,  Lincoln 

3 

20 

Gysin.  Walter  

Box  902.  Norfolk 

. 4 

32 

Hachiya.  Keay  

1950  So.  44th,  Lincoln 

2 

30 

Hahn.  W.  N.  (Life)  _ _ 

Boca  Raton.  Florida 

, 1 

37 

Haller,  Michael  

4105  Harrison 

1 

37 

Hamilton,  Frank  T.  (Life)_ 
Friend 

7 

45 

Hamsa,  W.  R.  

609  Doctors  Bldg.,  Omaha 

1 

37 

Hanigan,  J.  J.  

1700  So.  24th,  Lincoln 

2 

30 

Hanisch,  E.  C.  

St.  Paul 

, 9 

26 

Hanisch.  Louis  E.  

739  Doctors  Bldg.,  Omaha 

1 

37 

Hanisch,  R.  W.  _ — _ 

St.  Paul 

9 

26 

Hankins,  Chas.  R.  

823  Doctors  Bldg.,  Omaha 

1 

37 

Hanna,  Joe  T.  — _ — 

1926  Ave  “A.”  Scottsbluff 

12 

47 

Hansen.  Clifford  H. 

209  Doctors  Bldg.,  Omaha 

. 1 

37 

Hansen,  H.  C.  (Life)  

2206  12th  Ave.,  Kearney 

9 

6 

Hansen.  Hodson  A. 

48th  & "A,”  Sts.,  Lincoln 

2 

SO 

Hansen,  John  E. 
Wahoo 

, 6 

46 

Hansen,  Warren  D. 

Wisner 

, 4 

13 

December,  1963 
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Dist.  Co. 


Name  Code  Code 

Harb,  Fred  9 22 

Cairo 

Hardy,  C.  C.  (Life)  1 37 

Willoughby,  Ohio 

Harley.  Wilbur  J.  1 37 

Western  Electric  Co.,  Omaha 

Harrington,  A.  E. 2 30 

914  Stuart  Bldg.,  Lincoln 

Harris,  Jack  T.  10  49 

Stratton 

Harry,  R.  E.  6 52 

York 

Hartigan,  John  D.  1 37 

527  Med.  Arts,  Omaha 

Hartmann.  Clarence  M. 1 37 

6025  Ogden,  Omaha 

Hartsaw,  John  E.  11  10 

Chappell 

Harvey.  Alexander  T. 5 16 

2195  No.  Broad,  Fremont 

Harvey,  Andrew  5 16 

631  N.  Main,  Fremont 

Hai'vey,  E.  A.  (Life)  11  21 

New  Plymouth.  Idaho 

Harvey,  Harold  E.  2 30  • 

14C  So.  27th.  Lincoln 

Harvey,  Harry  E.  2 30 

140  So.  27th,  Lincoln 

Harvey,  W.  C.,  Jr. 12  47 

1955  10th,  Gering 

Harve>',  W.  C.,  Sr. 12  47 

1955  10th,  Gering 

Hasl,  Robert  F.  1 37 

802  Med.  Arts.  Omaha 

Haslam,  George  A.  5 16 

625  N.  Main.  Fremont 

Haslam.  George  J. 1 37 

618  Doctors  Bldg.,  Omaha 

Hasty,  Robert  C. 2 30 

V.A.  Hospital.  Lincoln 

Hathaway,  Frederick  2 30 

1001  “O"  St.,  Lincoln 

Hatch.  Francis  12  47 

St.  Marys  Hospital. 

Scottsbluff 

Hawkins.  Robert  E.  1 37 

211  Med.  Arts,  Omaha 

Hayes.  O.  R.  9 5 

Clarkson  Hosp.,  Omaha 

Hayhurst,  J.  D.  12  47 

218  W.  27th,  Scottsbluff 

Heaney,  Robert  1 37 

Creighton  Univ.,  Omaha 

Heffron,  John  F. 1 37 

2580  So.  90th  St.,  Omaha 

Heider,  Charles  F..  Jr. 11  31 

501  S.  Jeffers,  No.  Platte 

Heider.  Charles  F..  Sr. 11  31 

501  S.  Jeffers,  No.  Platte 

Heidrick,  Paul  J.  2 30 

739  Stuart  Bldg.,  Lincoln 

Heim.  Harlan  S.  3 44 

Humboldt 

Heine.  Clinton  D.  5 42 

13th  St.  & 31st  Ave., 

Columbus 

Heinke,  John  P. 12  47 

1723  Ave.  “A,”  Scottsbluff 

Heins.  Robert  L.  3 44 

Falls  City 

Heiser,  E.  N.  5 42 

Box  568,  Columbus 

Henderson,  Harry  C. 1 37 

105  So.  49th.  Omaha 

Henn.  Mary  J.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Hepperlen  H.  M.  3 20 

206  Steinmeyer  Bldg.. 

Beatrice 

Herhan,  Frank  T.  12  47 

2122  Broadway.  Scottsbluff 

Herpolsheimer,  Robert  W. 6 48 

Seward 

Herrick,  Howard  D.  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Hervert,  J.  Wm.  2 30 

3145  *‘0*’  St..  Lincoln 

Hession,  John  F.  1 37 

2602  J St.,  Omaha 

Heumann,  J.  M.  F.  (Life) 1 37 

6110  Military  Ave.,  Omaha 

Heusel,  Wm.  G.  5 16 

Hooper 

Hew.son,  J.  Robert  1 37 

26th  & J St.,  Omaha 

Heywood.  Leo  T. 1 37 

828  Med,  Arts,  Omaha 

Hickey,  C.  W.  (Life)  1 37 

Bennington 

Hieb,  Wilbert  E.  6 52 

Hender.son 


Dist.  Co. 


Name  Code  Code 

Hill.  F.  C.  1 37 

636  Med.  Arts,  Omaha 

Hill,  W.  H.  5 16 

1737  E.  Military,  Fremont 

Hill.  W.  Ray 6 48 

Seward 

Hillyer,  R.  A.  2 30 

135  So.  14th,  Lincoln 

Hilton,  Hiram  D.  2 30 

1404-1405  Sharp  Bldg.. 

Lincoln 

Hineman,  M.  W.  8 35 

Gordon 

Hinrichs,  E.  J. 6 46 

Wahoo  , 

Hoagland.  Robert  A. 12  47 

Mitchell 

Hobbs,  E.  T. 2 30 

6500  Holdrege,  Lincoln 

Hodgson,  Paul  E.  1 37 

University  Hosp.,  Omaha 

Hoevet,  L.  H. 8 35 

Chadron 

Hoff,  R.  Paul  6 48 

Seward 

Hoffman,  Kenneth  C.  1 37 

Immanuel  Hospital,  Omaha 

Hoffmeister,  Geo.  (Life) 10  49 

Imperial 

Hoffmeister,  Geo.  F.  10  1 

418  N.  Hastings,  Hastings 

Hohlen.  K.  S.  J. 2 30 

2961  Sheridan,  Lincoln 

Holcomb.  Gerald  R.  10  1 

1018  N.  Burlington, 

Hastings 

Holcombe.  Robt.  C. 1 37 

3610  Dodge,  Omaha 

Holden.  W.  J. 1 37 

316  Med.  Arts,  Omaha 

Holmes,  Lee  C.  5 33 

Central  City 

Holmes,  William  E.  12  47 

1926  Ave.  “A,"’  Scottsbluff 

Hood,  L.  Thomas  1 37 

209  So.  42nd,  Omaha 

Hoody,  Steve 1 37 

4801  Center,  Omaha 

Hook.  R.  L. 8 35 

Rushville 

Horn,  Harold  R.  2 30 

3145  “O”  St.,  Lincoln 

Horwich.  Joseph  M.  1 37 

717  Kilpatrick  Bldg., 

Omaha 

Hotz.  Harley  1 37 

1013  Redick  Tower, 

Omaha 

House,  Robert 9 22 

Box  662,  Grand  Island 

Howard,  C.  D. 5 51 

Blair 

Howard,  M.  C.  1 37 

802  Med.  Arts,  Omaha 

Howe.  Robert  L.  7 36 

Nelson 

Howell.  W.  L. 12  4 

Hyannis 

Hoyt.  Melvin  S.  11  31 

1111  W.  4th,  North  Platte 

Hranac,  Chas.  E. 9 15 

Cozad 

Hmicek,  Leo  A. 12  47 

Bayard 

Hraby,  Allan  J. 1 37 

3169  Leavenworth,  Omaha 

Hubbard.  Theodore  F. 1 37 

1005  Meadow  Rd.,  Omaha 

Hughes.  D.  O. 7 27 

Fairbury 

Hughes.  Leo  V.  1 37 

3610  Dodge,  Omaha 

Hughes.  W.  T.  1 37 

Gretna 

Hull,  Wayne  M.  (Life) 1 37 

St.  Petersburg.  Fla. 

Hummel.  R.  O.  (Life) 2 30 

2435  Bradfield  Dr., 

Lincoln 

Hungerford,  Wm.  E.  1 37 

1904  Spencer,  Omaha 

Hunt,  Howard  B.  1 37 

Methodist  Hasp.,  Omaha 

Hyde.  John  R.  1 37 

540  Center  Bldg.,  Omaha 

Imes,  Loren  E. 9 22 

820  W.  Division.  Gr.  Island 

Ingham,  Chas.  G.  4 32 

Box  902,  Norfolk 

Inslee,  Donald  O. 9 16 

Gothenburg 

Irvin,  I.  W.  (Life)  3 34 

Auburn 


Dist.  Co. 


Name  Code  Code 

Iwerson,  Frank  J.  1 37 

1307  Med.  Arts,  Omaha 

Jackson,  Donald  R. 1 37 

8601  W.  Dodge  Rd.,  Omaha 

Jakeman,  H.  A.  5 16 

2195  N.  Broad,  Fremont 

James,  L.  D.  10  49 

Temple,  Texas 

James,  Lawrence  R. 1 37 

728  Doctors  Bldg.,  Omaha 

Jardon,  Oscar  9 19 

Loup  City 

Jaros,  S.  H.  1 37 

104  So.  39th,  Omaha 

Jarvis,  W.  J.  2 30 

3145  “O"  St.,  Lincoln 

Jenkins,  Hari'y  1 37 

113  Redick  Tower,  Omaha 

Jenkins,  Harry  J.  (Life) 1 37 

8403  Pacific,  Omaha 

Jensen,  W.  P. 1 37 

1420  Med.  Arts,  Omaha 

Jensen,  Wm.  1 37 

7310  Maple,  Omaha 

Jernstrom,  Roger 1 37 

7803  Woolworth  Ave., 

Omaha 


Jester.  Royal  F.,  Sr.  (Life)-  9 5 

814  W.  23rd,  Kearney 


Jester,  Royal  F.,  Jr. 9 5 

214  W.  25th,  Kearney 

John,  George  L. 4 9 

Wayne 

Johnson,  Geo.  N. 1 37 

3569  Leavenworth,  Omaha 

Johnson,  Gordon  F. 1 37 

728  Doctors  Bldg.,  Omaha 

Johnson,  H.  F. 1 37 

209  So.  42nd,  Omaha 

Johnson.  J.  A.  1 37 

602  Omaha  Loan  & Bldg., 

Omaha 

Johnson,  I.  Palmer 2 30 

140  So.  27th  Lincoln 

Johnson,  O.  D. 9 5 

103  W.  22nd,  Kearney 

Johnson.  Richard  D. 9 5 

103  W.  22nd,  Kearney 

Johnson.  Richard  N.  1 37 

3932  So.  24th,  Omaha 

Johnson,  Wilbur  8 25 

Valentine 

Johnson.  Wm.  H.  1 37 

3724  No.  30th,  Omaha 

Johnston.  R.  S. 9 6 

3 W.  27th.  Kearney 

Johnston.  Raymond  F. 9 5 

3 W.  27th.  Kearney 
Jolly-Fritz.  Roletta 10  1 

141  Lakeside  Dr., 

Hastings 

Jones.  Donald  W.  10  1 

Kastside  Blvd.  at  7th. 

Hast’ns^ 

Jones,  John  R.  1 37 

U of  N Hosp.,  Omaha 

Jones.  R.  Lester 1 37 

105  So.  49th.  Omaha 

Jones.  R.  T.  (Life)  10  49 

211Y2  Norris  Ave.,  McCook 

Jones,  Robert  Dale 1 37 

105  So.  49th.  Omaha 

Jones,  Robert  K.  2 30 

720  Stuart  Bldg.,  Lincoln 

Joyer,  Robert  M.  1 37 

432  So.  39th,  Omaha 

Judd,  J.  H.  1 37 

234  Doctors  Bldg.,  Omaha 

Jurgensen,  William  W. 1 37 

9304  Leavenworth.  Omaha 

Kadavy.  G.  J.  (Life)  1 37 

2703  So.  16th.  Omaha 

Kadel,  M.  A.  10  1 

State  Hospital.  Ingle- 
side,  Hastings 

Kalin.  John  A. 1 37 

1909  No.  81st,  Omaha 

Kamm,  Frank 10  1 

Blue  Hill 

Kammandel,  Henry  1 37 

415  Doctors  Bldg.,  Omaha 

Kamprath,  Coll  Q.  6 48 

Utica 

Kamprath,  Wilmar  M.  6 48 

Utica 

Karrer,  F.  M. 10  49 

310  W,  7th,  McCook 

Karrer  F.  W.  (Life)  6 52 

York 

Karrer,  F.  Wm.  1 37 

409  Doctors  Bldg.,  Omaha 
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Dist.  Co. 


Name  Code  Code 

Karrer,  R.  W. 12  47 

1810  1st  Ave.»  Scottsbluff 

Karrer,  Robt.  E.  6 52 

York 

Kaufmann.  Jack  E. 6 7 

David  City 

Keegan,  J.  Jay  (Life)  1 37 

669  No.  67th,  Omaha 

Kelley.  J.  Whitney 1 37 

1513  Med.  Arts,  Omaha 

Kelley.  Robert  C.  4 13 

Beemer 

Kelley.  Wm.  E. 1 37 

1319  Med.  Arts,  Omaha 

Kelly,  Gerard  1 37 

816  Med.  Arts,  Omaha 

Kelly.  James  F.,  Jr. 1 37 

816  Med.  Arts,  Omaha 

Kelly.  James  F.  ,Sr.  1 37 

816  Med.  Arts.  Omaha 

Kelly,  Lawrence  J.  12  47 

1909  Ave.  “M,’*  Scottsbluff 

Kemp.  Daniel  1 37 

2218  “L”  St.,  Omaha 

Kemp,  Wm.  T.  1 37 

3001  No.  16th,  Omaha 

Kennedy,  J.  F.  12  4 

916  W.  10th,  Alliance 

Kennedy,  John  C. 1 37 

1520  Med.  Arts,  Omaha 

Kenner,  W.  C.  2 38 

Nebraska  City 

Kenney,  Kenneth  J.  7 27 

Fairbury 

Keown,  J.  T.,  Jr.  4 9 

Pender 

Kilgore,  W.  S.  6 52 

York 

Kimball,  Kenneth  F. 9 6 

9 W.  31st,  Kearney 

Kingsley.  D.  W. 10  1 

700  Eastside  Blvd., 

Hastings 

Kirk.  E.  J. 1 37 

434  Aquila  Ct.,  Omaha 

Klaas,  R.  E. 4 32 

1 3th  & Nebraska.  Norfolk 

Klabenes,  Frank  J.  1 37 

234  Doctors  Bldg.,  Omaha 

Kleager,  Clyde  L.  10  1 

620  N.  Denver,  Hastings 

Kleinchmidt,  G.  W.  2 30 

S.E.  P.=‘v«hiatric  Clinic. 

Bryan  Hosp.,  Lincoln 

Knosp,  Glen  D.  - 2 9 

Elmwood 

Koefoot,  R.  B. 9 14 

Broken  Bow 

Koefoot,  Robert  R. 9 22 

706  W.  1st,  Grand  Island 

Koefoot.  Theo.,  Jr.  9 14 

Broken  Bow 

Kohtz,  R.  H.  4 29 

Bloomfield 

Kopp,  Robert  E.  4 41 

Plainview 

Kostal.  O.  A.  10  1 

Box  174,  Hastings 

Koszewski.  Bohdan  J.  1 37 

2602  J St.,  Omaha 

Kovar.  Wm.  R. 1 37 

3610  Dodge,  Omaha 

Kovarik,  James  R.  1 37 

3568  Dodge,  Omaha 

Kratochvil,  Bernard  1 37 

1307  Med.  Arts,  Omaha 

Kreitler,  Frank  7 45 

Crete 

Kreymborg,  O.  C.  11  31 

Box  739,  North  Platte 

Krickbaum,  John  3 34 

Auburn 

Krieg,  Jacob  12  47 

2122  Broadway,  Scottsbluff 

Kroupa.  W.  E.  1 37 

3568  Dodge,  Omaha 

Krush,  Thaddeus  P. 1 37 

Nebr.  Psychiatric  Inst., 

U.  of  N.,  Omaha 

Kuehn,  Gerald  A.  10  1 

418  N.  Hastings,  Hastings 

Kulesh,  Morton  H.  - 1 37 

701  Doctors  Bldg.,  Omaha 

Kuncl,  Joseph  (Life)  12  4 

1012  Laramie  Ave.,  Alliance 

Kunkel,  L.  N. 2 8 

Weeping  Water 

Kuper,  Herbert  D. 5 42 

2511  15th,  Columbus 

Kuxhausen,  D.  L.  10  49 

McCook  Clinic,  McCook 

Ladwig,  Harold  A.  1 37 

302  City  Natl.  Bank, 

Omaha 


Dist.  Co. 

Name  Code  Code 

Lamphere,  Richard  9 16 

Bertrand 

Landers,  Allan  C. 12  47 

Box  630,  Scottsbluff 

Landgraf,  Charles  W. 10  1 

605  N.  Denver,  Hastings 

Lane,  L.  Dean  9 6 

211  W.  33rd.  Kearney 

Langdon,  Edward  1 37 

823  Doctors  Bldg.,  Omaha 

Langdon.  Frederick  J. - 1 37 

3610  Dodge.  Omaha 

Langdon.  Robert  1 37 

3568  Dodge.  Omaha 

Lanspa,  Eugene  F. 1 37 

4801  Center,  Omaha 

Larson.  Arthur 1 37 

701  Doctors  Bldg.,  Omaha 

Larson,  D.  L.  11  10 

Chappell 

Larson,  Donald  J.  2 30 

307  So.  16th,  Lincoln 

Larson,  George  2 30 

1301  Shai-p  Bldg.,  Lincoln 

Larson,  Sherwood  L.  7 45 

Crete 

Latenser,  John  F.  1 37 

809  Doctors  Bldg.,  Omaha 

Lathrop,  M.  E.  6 46 

Wahoo 

Latta,  C.  Rex  1 37 

710  Doctors  Bldg.,  Omaha 

Laumen,  Edwin  L. 2 30 

1405  Sharp  Bldg.,  Lincoln 

Leahy,  James  J. 1 37 

3610  Dodge,  Omaha 

Lear,  William  J.  4 32 

900  Norfolk  Ave.,  Norfolk 

Lee,  Leonard  R. 2 30 

307  So.  16th,  Lincoln 

Lee,  Leroy  W. 1 37 

800  Doctors  Bldg.,  Omaha 

Lehnhoff,  Henry  J.  1 37 

720  Doctors  Bldg.,  Omaha 

Leininger,  E.  F.  10  49 

114  W.  “C”  St..  McCook 

Lemke,  Theodore  J.  5 42 

1454  28th  Ave.,  Columbus 

Lemon.  Henry  M.  1 37 

U.  of  N.  Hosp.,  Omaha 

Lempka.  Arnold  W.  1 37 

502  Med.  Arts,  Omaha 

Lennox,  Geo.  B.  - 1 37 

2527  Patrick.  Omaha 

Lewis,  George  E. 2 30 

723  Sharp  Bldg.,  Lincoln 

Lewis,  L.  G.  H.  2 30 

1033  Stuart  Bldg.,  Lincoln 

Lewis,  Raymond  G.  1 37 

5015  Dodge.  Omaha 

LeWorthy,  G.  W. 2 30 

3145  “O”  St.,  Lincoln 

Lipp.  Frank  E.  (Life)  1 37 

5812  Pierce,  Omaha 

Liston,  O.  E.  (Life)  2 8 

Elmwood 

Loeffel.  E.  J.  12  47 

Mitchell 

Lombardo.  Anthony  J. 1 37 

3929  Harney.  Omaha 

Long,  James  S.  10  24 

Alma 

Long,  Robert  S. 1 37 

8721  Shamrock  Rd.,  Omaha 

Long,  Wm.  B.  9 15 

Lexington 

Longacre,  O.  E.  (Life) 6 7 

Soldiers  & Sailors  Home, 

Grand  Island 

Longo,  Charles  A.  1 37 

Bellevue 

Longo,  Joseph  A.  1 37 

710  Kilpatrick  Bldg., 

Omaha 

Look,  Charles  E.  1 37 

3610  Dodge,  Omaha 

Loomis.  George  W.  1 37 

720  Doctors  Bldg.,  Omaha 

Lorincz,  Albert  B.  1 37 

Creighton  Clinic,  Omaha 

Loudon,  John  R.  2 30 

1110  Sharp  Bldg.,  Lincoln 

Loveland,  Grace 2 30 

909  Sharp  Bldg.,  Lincoln 

Lovett,  Ivan  C.  12  47 

21  E.  19th,  Scottsbluff 

Lovgren,  R.  E.  1 37 

719  Doctors  Bldg.,  Omaha 

Luby,  Robert  J. 1 37 

828  Med.  Arts,  Omaha  j 

Lucas,  Jos.  F.  1 37  } 

815  W.O.W.  Bldg.,  Omaha  j 

Lucas,  Thomas  - 9 14 

Broken  Bow 


Dist.  Co. 


Name  Code  Code 

Luce,  Roscoe  P.  7 27 

Fairbury 

Luikart,  Ralph  H.  1 37 

708  Med.  Arts,  Omaha 

Lukens.  Isaiah  5 6 

Tekamah 

Lunde,  F.  - 10  1 

Box  238,  Hastings 
(Ingleside) 

Lyman.  Edwin  D. - 1 37 

1201  So.  42nd,  Omaha 

Lynn,  Vincent  S.  - 7 17 

Geneva 

Mabie,  James  E.  8 26 

Bassett 

MacQuiddy,  E.  L..  Jr. 1 37 

478  Aquila  Ct..  Omaha 

MacVean,  M.  M.  (Life) 2 38 

Nebraska  City 

Madsen,  C.  C.  1 37 

6104Vi  Military,  Omaha 

Maggiore,  Carl  H.  9 22 

702  W.  1st,  Grand  Island 

Magid.  Bernard  1 37 

525  Doctors  Bldg.,  Omaha 

Magiera,  Stephen  L.  1 37 

209  Doctors  Bldg.,  Omaha 

Magill.  Van 10  49 

Curtis 

Magruder,  Thomas  G. 1 37 

1512  So.  60th,  Omaha 

Mailliard,  A.  E.  4 41 

Osmond 

Mailliard,  James  A.  1 37 

527  Med.  Arts,  Omaha 

Malashock,  Edward  M. 1 37 

800  Doctors  Bldg.,  Omaha 

Maly,  James  C.  5 • 

Fullerton 

Maness,  E.  Stewart 2 30 

1006  Sharp  Bldg.,  Lincoln 

Mangimelli,  Samuel  T. 1 37 

723  Barker  Bldg.,  Omaha 

Margolin,  J.  Milton  1 37 

902  Med.  Arts.  Omaha 

Margolin.  Morris  (Life) 1 37 

902  Med.  Arts,  Omaha 

Markley,  M.  E. 9 19 

North  Loup 

Marples,  Donald  R.  11  21 

Grant 

Marsh.  P.  Wayne  1 37 

Creighton  Uni.,  Omaha 

Martin,  Benjamin  O.  12  35 

Crawford 

Martin,  Francis  4 32 

1103  Madison,  Norfolk 

Martin,  Paul  J.  1 37 

826  Med.  Arts,  Omaha 

Martin,  Paul  R. 9 19 

Ord 

Marx,  Louis  E.  2 30 

901  Fed.  Sec.  Bldg.,  Lincoln 

Marx,  Paul  D.  2 30 

901  Fed.  Sec.  Bldg., 

Lincoln 

Mason,  C.  T.  7 36 

Superior 

Mason,  Roger  D.  10  49 

305  E.  1st.  McCook 

Mastin,  Robert  L.  10  1 

Route  2,  Hastings 

Matheny.  Z.  E.  (Life)  6 7 

4730  Cooper,  Lincoln 

Mathews,  M.  D.  9 26 

St.  Paul 

Matson,  Guy  M.  2 30 

2737  No.  49th,  Lincoln 

Matson,  Roy  M.  4 9 

Wayne 

Matthews,  Donald 2 30 

140  So.  27th,  Lincoln 

Mauer,  R.  T.  1 37 

1520  Med.  Arts,  Omaha 

Maxwell,  Paul  J.  2 30 

800  So.  13th.  Lincoln 

Maynard.  James  H. 1 37 

2505  No.  50th.  Omaha 

McArdle.  G.  Prentiss 1 37 

1216  Med.  Arts,  Omaha 

McAvin,  J.  S.  1 37 

Lutheran  Hosp.,  Omaha 

McCammond,  John  M. 9 5 

11  W.  31st,  Kearney 

McCarthy,  Harry  H.  1 37 

326  Med.  Arts,  Omaha 

McCarthy,  John  O.  1 37 

401  Center  Bldg.,  Omaha 

McCarthy,  Joseph  D. 1 37 

1036  Med.  Arts,  Omaha 

McCarthy,  T.  F.  (Life) 2 30 

No.  5 Theatre  Bldg., 

Lincoln 
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Dist.  Co. 


Name  Code  Code 

McCaslin,  Joseph 1 37 

6016  Ames  Ave.,  Omaha 

McClanahan,  Frank  C. 4 2 

Neligh 

McCleery,  D.  P.  3 20 

108  So.  6th,  Beatrice 

McCleneghen.  Sam  (Life) 1 37 

Rt.  1,  Valley 

McConahay,  Harold  10  40 

Holdrege 

McCormick,  Keith  M.  1 37 

3610  Dodge,  Omaha 

McCrann,  W.  J.  (Life) 1 37 

301  Courtney  Bldg.,  Omaha 

McDaniel,  V.  S.  10  1 

Box  148,  Hastings 
(Ingleside) 

McDermott,  Arnold  1 37 

712  Medical  Arts.,  Omaha 

McDermott,  K.  F. 9 22 

1704  W.  2nd,  Gr.  Island 

McDonald,  Raymond 1 37 

617  Med.  Arts,  Omaha 

McFadden,  Harry'  W. 1 37 

701  Doctors  Bldg.,  Omaha 

McGee,  Dean 9 15 

Lexington 

McGee,  Harry  E.  (Life) 1 37 

515  So.  52nd,  Omaha 

McGee,  Robert  5 3 

St.  Edward 

McGinnis.  Kenneth  T. 2 30 

3145  “O”  St.,  Lincoln 

McGoogan,  Leon  S.  1 37 

3568  Dodge,  Omaha 

McGrath.  Chas.  D.  9 22 

1704  W.  2nd,  Gr.  Island 

McGrath,  W.  D. 9 22 

1704  W.  2nd,  Gr.  Island 

McGrath,  William  M.  9 22 

1st  Natl.  Bank,  Gr.  Island 

McGreer,  John  T.  2 30 

924  Sharp  Bldg.,  Lincoln 

McGrew,  K.  C.  10  24 

Orleans 

Mclntire,  Matilda  S. 1 37 

1201  So.  42nd,  Omaha 

Mclntire,  Robt.  10  1 

612  W.  6th,  Hastings 

Mclntire.  Waldean  C.  1 37 

3610  Dodge.  Omaha 

McLaughlin.  C.  W..  Jr. 1 37 

409  Doctors  Bldg.,  Omaha 

McLeay,  John  F. 1 37 

1118  Med.  Arts,  Omaha 

McMahon,  Chas.  G. 7 36 

Superior 

McMartin.  W.  J.  1 37 

603  City  Natl.  Bank. 

Omaha 

McMillan.  Aaron  M.  1 37 

2854  Wirt.  Omaha 

McMillan.  John  A.  10  1 

Box  67.  Hastings 

McMurtrey.  George  B.  1 37 

634  Doctors  Bldg.,  Omaha 

McNamara,  J.  W. 1 37 

334  Doctors  Bldg.,  Omaha 

McNamara.  Lee  T.  1 37 

334  Doctors  Bldg.,  Omaha 

McNeill.  L.  S.  10  1 

605  No.  Denver.  Hastings 

McNulty.  Edward  A. 12  4 

916  W.  10th.  Alliance 

McWhorter.  Clarence  A. 1 37 

10711  Cedar,  Omaha 

Meckel,  Ben  K.  9 19 

Burwell 

Medlar,  Clyde  Avery  5 42 

1454  28th  Ave..  Columbus 

Meissner,  Richard  1 37 

521  Doctors  Bldg.,  Omaha 

Melcher.  W.  H.  (Life)  1 37 

9232  Dorcas.  Omaha 

Melcher,  Wm.  C.  1 37 

10060  Miami,  Omaha 

Merrick.  A.  J.  5 16 

1005  E.  23rd.  Fremont 

Meyers,  V.  Wm.  1 37 

326  Med.  Arts,  Omaha 

Miller.  C.  J.  (Life)  9 19 

Ord 

Miller.  Daniel  1 37 

326  Doctors  Bldg.,  Omaha 

Miller,  Harold  B.  2 30 

1403  Sharp  Bldg.,  Lincoln 

Miller.  N.  R. 2 30 

735  Stuart  Bldg.,  Lincoln 

Miller.  Otis  W.  9 19 

Ord 

Miller.  Samuel  D.  2 30 

5532  South.  Lincoln 
Miller,  Warren  R. 5 42 


1454  28th  Ave.,  Columbus 


Dist.  Co. 


Name  Code  Code 

Millett,  Clinton  1 37 

3610  Dodge,  Omaha 

Millett,  G.  J. 5 16 

2195  N.  Broad,  Fremont 

Minthom,  Murray  F. 1 37 

5620  Ames,  Omaha 

Minnick,  Clarence  10  49 

Cambridge 

Misko,  George  2 30 

1001  “O”  St.,  Lincoln 

Mitchell.  Howard  E. 2 30 

2300  So.  13th,  Lincoln 

Mitchell,  John  R.  1 37 

4815  Dodge,  Omaha 

Mnuk,  F.  J.  1 37 

3374  So.  13th,  Omaha 

Moell,  L.  Dwight 3 20 

109%  So.  6th,  Beatrice 

Moessner,  Samuel  F.  2 30 

820  Sharp  Bldg.,  Lincoln 

Mongeau,  D.  C.  9 22 

702  W.  Koenig,  Gr.  Island 

Moody,  W.  B.  1 37 

530  Med.  Arts,  Omaha 

Moon,  Chas.  F.  (Life)  1 37 

207  So.  42nd,  Omaha 

Moore,  Clyde  (Life)  1 37 

319  Med.  Arts.  Omaha 

Moore.  Harlan  E.  11  31 

Sutherland 

Moore.  Ralph  C. 1 37 

2017  So.  107th,  Omaha 

Moore.  Robert  F. 2 30 

V.A.  Hospital,  Lincoln 

Moore,  Y.  Scott 2 30 

135  So.  14th,  Lincoln 

Mooring.  Paul  K. 1 37 

301  Doctors  Bldg.,  Omaha 

Moragues.  Vincent  1 37 

Creighton  Univ.,  Omaha 
Moran,  C.  S. 1 37 


St.  Catherine’s  Hosp., 

Omaha 

Morgan,  D.  H„  Sr.  (Life) 10  49 

Box  491.  McCook 


Morgan,  Donal  H.,  Jr, 10  49 

Box  491.  McCook 

Morgan,  Harold  S.  2 30 

140  So.  27th,  Lincoln 

Morgan,  R.  J. 12  4 

916  W.  10th,  Alliance 

Morgan,  Roland  R. 10  49 

Cambridge 

Morris.  Haskel  1 37 

530  Med.  Arts.  Omaha 

Morrison.  Wm.  ^ 1 37 

710  Doctors  Bldg.,  Omaha 

Morrow,  B.  E.  (Life)  6 48 

Seward 

Morrow,  H.  H.  5 16 

423  W.  11th,  Fremont 

Morrow,  Lawrence - 5 6 

Tekamah 

Morrow.  Paul  N.  1 37 

3610  Dodge,  Omaha 

Morton.  H.  B.  2 30 

4401  Sumner,  Lincoln 

Mountford,  F.  A.  7 50 

Davenport 

Mountford,  Stanley  1 37 

Millard 

Muehlig,  G,  Kenneth  1 37 

636  Med.  Arts,  Omaha 

Muehlig.  Wilbur  A.  1 37 

636  Med.  Arts,  Omaha 

Mueller,  Albert  9 5 

Good  Samaritan  Hosp., 

Kearney 

Mueller,  R.  F, 2 30 

1425  Sharp  Bldg.,  Lincoln 

Muffly.  Charles  G.  4 9 

Pender 

Muffly.  Robert  B.  1 37 

602  So.  44th.  Omaha 

Mulcahy,  Gabriel  1 37 

Creighton  Univ.,  Omaha 

Mullmann.  Arnold  J. 5 6 

Oakland 

Munger,  A.  D.  (Life)  2 30 

Bullhead  City,  Ariz. 

Munger,  Horace  V.  2 30 

140  So.  27th,  Lincoln 

Murphy.  Albert  V.  1 37 

826  Med.  Arts.  Omaha 

Murphy,  Chas.  M. 1 37 

5901  Military,  Omaha 

Murphy,  J.  Harry* 1 37 

215  So.  42nd,  Omaha 

Murphy,  Jerome  P.  1 37 

1429  Med.  Arts,  Omaha 

Murphy,  Robert  E. 1 37 

204  So.  42nd,  Omaha 

Murray,  Don  E.  10  1 

604  W.  6th,  Hastings 


Dist.  Co. 


Name  Code  Code 

Murray,  Robert  G.  1 37 

Benson  Med.  Center,  Omaha 

Muskin.  Nathan - 1 37 

8601  W,  Dodge  Rd.,  Omaha 

Musselman.  Merle  M.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Myers,  H.  Dey  5 12 

Schuyler 

Nabity,  Stanley  N. 9 22 

217%  N.  Pine,  Gr.  Island 

Nachman.  E.  A. 1 37 

1137  Med.  Arts.  Omaha 

Nagengast.  Delwyn  J. 4 29 

Bloomfield 

Nebe.  Frederick  M.  2 30 

943  Stuart  Bldg.,  Lincoln 

Neely,  J.  Marshall  2 30 

Bryan  Mem.  Hosp..  Lincoln 

Neely,  Orvis  A.  2 30 

924  Sharp  Bldg.,  Lincoln 

Neil,  Stanley  R.  4 29 

Niobrara 

Neis.  Delbert  D. 1 37 

525  Doctors  Bldg.,  Omaha 

Neligh,  Rosalie  B. 1 37 

Woodmen  Circle,  Omaha 

Nelson,  C.  C. 5 16 

2195  N.  Broad,  Fremont 

Nelson.  F.  C.  1 37 

2734  No.  61st,  Omaha 

Nelson.  J.  C.  3 20 

Wymore 

Nelson.  Lyle  7 45 

Crete 

Nemec,  C.  J.  (Life)  1 37 

302  Doctors  Bldg.,  Omaha 

Neu,  Harold  N.  1 37 

324  City  Natl.  Bank, 

Omaha 

Neumayer,  Francis  2 30 

47th  and  “A”  Sts.,  Lincoln 

Nicholson,  Ralph  10  40 

Holdrege 

Niehaus,  Friedrich  W.  1 37 

824  Doctors  Bldg.,  Omaha 

Niehaus,  Karl  F.  1 37 

824  Doctors  Bldg.,  Omaha 

Niehaus,  William  C.  6 7 

David  City 

Niehus,  Wm.  B. 11  31 

402  S.  Jeffers,  No.  Platte 

Nilsson,  Donald  C.  1 37 

4209  Douglas,  Omaha 

Nolan.  James  R.  1 37 

7420  Center,  Omaha 

Norall,  Victor  D.  9 16 

Lexington 

Nordlund,  Harold  M, 6 52 

York 

Norman,  Chester  L. 2 30 

3560  So.  48th,  Lincoln 

Norton,  Robert  6 46 

Yutan 

Novak.  Wm.  F.  1 37 

307  Med.  Arts,  Omaha 

Nuss.  H.  V. 7 11 

Sutton 

Nutzman,  Chas.  L. 7 11 

Denver,  Colo, 

Nutzman,  Wm.  E.  9 6 

State  Hospital,  Kearney 

Nye,  Dan  A.  9 5 

5 W.  31st,  Kearney 

Nye.  Wm.  F.  2 30 

950  Stuart  Bldg,,  Lincoln 

Oba,  Calvin  M.  12  47 

116  W.  17th,  Scottsbluff 

Obert,  Francis  10  1 

Red  Cloud 

Oberst.  Byron  B.  1 37 

304  So.  42nd,  Omaha 

Ochs,  Randal  N. 2 30 

Loveland.  Colo. 

O’Donnell.  H.  J. 10  1 

Hastings  (Ingleside) 

Offerman.  A.  J. 1 37 

4805%  So.  24th,  Omaha 

O’Hearn.  J.  J.  1 37 

4811%  So.  24th,  Omaha 

Ohme,  k.  A.  12  47 

Mitchell 

O’HoIleran,  Lloyd  S.  12  10 

Sidney 

Olney.  R.  C.  2 30 

4740  '‘F”  St..  Lincoln 

Olson.  Leland  J.  1 37 

201  Doctors  Bldg.,  Omaha 

Olson.  Raymond  H.  12  4 

524  Box  Butte,  Alliance 

Olsson,  P.  Bryant 9 15 

Lexington 

O’Neil,  John  R.  5 12 

Clarkson 


688 


Nebraska  S,  M.  J. 


Dist.  Co. 


Name  Code  Code 

O’Neil.  Gerald  C. 1 37 

3610  Dodge,  Omaha 

O’Neil,  James  J.  1 37 

612  Med.  Arts,  Omaha 

Organ,  Claude  H.  1 87 

914  Med.  Arts,  Omaha 

Osborn.  Leslie 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Owen.  Bernard  A. 8 35 

Hay  Springs 

Owen.  L.  J. 2 30 

324  So.  Cotner,  Lincoln 

Owens,  C.  A.  (Life)  1 37 

Dana  Point,  Calif. 

Palmer,  Janet  Forbes 2 30 

343  Stuart  Bldg.,  Lincoln 

Pankau.  J.  B. 12  10 

Dalton 

Pantano.  Anthony  R.  1 37 

714  W.O.W.  Bldg..  Omaha 

Panzer,  H.  J.  8 25 

Bassett 

Papenfuss,  Harlan  I..  2 30 

1403  ShaiT)  Bldg.,  Lincoln 

Parkison,  Donald  E. 1 37 

Millard  Shopping  Center, 

Millard 

Paul.  Ralph  E.  3 28 

Seattle,  Wash. 

Paulson.  H.  O. 2 30 

508  Sharp  Bldg.,  Lincoln 

Paustian,  Frederick  F.  1 37 

301  Doctors  Bldg.,  Omaha 

Pavelka,  Donald  J.  1 37 

209  Doctors  Bldg.,  Omaha 

Pea.rse,  Warren  H.  1 37 

Univ.  Hospital,  Omaha 

Peartree.  Sherwood  P. 1 37 

U.  of  N.  (College  of 
Medicine,  Omaha 

Peck,  James  9 5 

7 W.  31st,  Kearney 

Pederson,  E.  Stanley 1 37 

622  Doctors  Bldg.,  Omaha 

Peetz.  Dwaine  J. 4 2 

Neligh 

Penner.  Donald  3 20 

205  N.  19th,  Beatrice 

Penner.  Elmer  3 20 

205  N.  19th,  Beatrice 

Penry,  R.  E. 7 50 

Hebron 

Pepper,  Maurice  L. 1 87 

1431  Med.  Arts,  Omaha 

Perrin,  Theodore  1 37 

St.  Joseph's  Hosp.,  Omaha 

Perry,  S.  H.  9 15 

Gothenburg 

Pestal,  Joe  (Life)  6 46 

Rawlins.  Wyo. 

Peters,  G.  E. 4 9 

Randolph 

Peters.  Richard  1 37 

8420  West  Center  Road, 

Omaha 

Peterson.  Paul  L.  2 30 

702  Sharp  Bldg.,  Lincoln 

Peterson,  Ronald  1 37 

6025  Ogden,  Omaha 

Peterson,  Theo.  A.  10  40 

Holdrege 

Pfeifer,  LaVerne  F.  2 30 

3705  South  St.,  Lincoln 

Pfundt,  T.  R.  1 37 

Creighton  Clinic,  Omaha 

Pierson,  Kenneth  4 2 

Neligh 

Pinkerton.  Clifford  C. 11  31 

402  S.  Jeffers,  No.  Platte 

Pinne,  Geo.  F.  1 37 

421  Do-’tors  Bldg.,  Omaha 

Pinney,  Geo.  L.  10  1 

418  N.  Hastings,  Hastings 

Pirotte,  Richard  A.  1 37 

2533  So.  90th,  Omaha 

Pitsch,  Richard  M. 6 48 

Seward 

Place.  Geo.  E.  2 30 

4825  St.  Paul.  Lincoln 

Placek,  Louis  T.  1 37 

211  Med.  Arts,  Omaha 

Pleiss,  Joseph  A.  1 37 

716  Med.  Arts,  Omaha 

Podlesak,  James  I.  2 30 

612-614  Terminal  Bldg., 

Lincoln 

Pogge,  Raymond  2 30 

Dorsey  Labs..  Lincoln 

Pollack,  John  D.  4 32 

312  Valley  View  Dr., 

Norfolk 

Porter,  John  W.  3 20 

1200  So.  9th,  Beatrice 


Dist.  Co. 


Name  Code  Code 

Post.  George  P.  12  47 

Bridgeport 

Potter,  Stanley  E,  1 37 

609  Doctors  Bldg.,  Omaha 

Potthoff,  Carl  J.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Potts,  L.  C.  11  21 

Grant 

Powell,  M.  J.  (Life)  7 27 

Fairbury 

Pratt,  Peyton  T.  1 37 

600  Doctors  Bldg.,  Omaha 

Prems,  Evald  10  40 

Holdrege 

Prentice,  O.  D.  12  47 

Morrill 

Prescher.  Donald  A. 1 37 

5404  Ames,  Omaha 

Prince.  Donald  F. 10  1 

Minden 

Proffitt.  J.  Alfred  9 22 

704  W.  Koenig.  Gr.  Island 

Pruner,  A.  C.  (Life) 1 37 

717  Med.  Arts,  Omaha 

Pulec,  Jack  L.  1 37 

Los  Angeles,  Calif. 

Pullman.  George  R.  1 37 

Lutheran  Hosp.,  Omaha 

Purvis,  Donald  2 30 

800  So.  13th,  Lincoln 

Pyle,  B.  W. 9 16 

Gothenburg 

Quaife,  Merton  A.  9 6 

(Service) 

Rochester,  New  York 

Quick,  Robert  7 45 

Crete 

Quigley,  D.  T.  (Life) 1 37 

721  Med.  Arts,  Omaha 

Quinlan,  Maurice  F.  1 37 

6016  Ames.  Omaha 

Quiring,  Henry  J.  1 37 

2734  No.  61st.  Omaha 

Racines.  J.  Y.  9 26 

Soldiers  & Sailors  Home, 

Grand  Island 

Raines,  Max  M.  11  31 

115  E.  “E”  St.,  No.  Platte 

Ramsay,  James  E.  8 25 

Atkinson 

Ranee,  Wm.  T. 1 37 

730  City  Natl.  Bank, 

Omaha 

Rasgorshek,  R.  H. 1 37 

425  Aquila  Ct.,  Omaha 

Rasmussen,  John  A. 1 37 

609  Doctors  Bldg.,  Omaha 

Rath,  Hans 1 37 

739  Doctors  Bldg.,  Omaha 

Rath,  Otto  G. 1 37 

3929  Harney,  Omaha 

Rathbun,  Sanford  M. 3 20 

114  So.  6th,  Beatrice 

Rathbun.  S.  R.  12  10 

Sidney 

Read.  Paul  S.  1 37 

6025  Ogden,  Omaha 

Redfield,  J.  B.  (Life)  11  31 

5OSV2  N.  Dewey,  No.  Platte 

Redgwich,  J.  P.  1 37 

207  So.  42nd,  Omaha 

Reed.  E.  B.  2 30 

3145  “O"  St.,  Lincoln 

Reed.  Paul  A.  7 60 

Deshler 

Reeder.  Grant  (Life)  5 16 

212  First  Natl.  Bank. 

Fremont 

Reeder.  Robert  C.  5 16 

212  First  Natl.  Bank, 

Fremont 

Reeder,  Wm.  J. - — — 5 8 

Cedar  Rapids 

Reedy.  Wm.  J. 1 37 

324  City  Natl.  Bank, 

Omaha 

Rees.  Barney  B,  1 37 

419  Doctors  Bldg.,  Omaha 

Reese.  S.  O.  2 30 

816  Sharp  Bldg.,  Lincoln 

Reeves,  E.  Howard  9 26 

Scotia 

Reichstadt,  Paul  F.  1 37 

3001  No.  16th,  Omaha 

Reighter,  Kenneth  M. 1 37 

3665  “Q”  St.,  Omaha 

Reiner,  Walter  M. 10  40 

Holdrege 

Reis,  Gerald  1 37 

1420  Med.  Arts,  Omaha 

Retelsdorf,  C.  Lee 1 37 

3610  Dodge,  Omaha 


Dist.  Co. 


Name  Code 

Code 

Reynolds,  W.  E.  — 

4 

9 

South  Sioux  City 
Richard,  Warren  E. — 

10 

1 

715  N.  St.  Joseph,  Hastings 

Richards,  F.  L. 

9 

5 

214  W.  25th.  Kearney 
Richardson,  Francis  

, 1 

37 

236  Swanson  Prof.  Center. 
Omaha 

Rickman.  James  H.  - 

, 2 

30 

626  Sharp  Bldg.,  Lincoln 
Riddell,  Ted - 

12 

47 

15  E.  18th,  Scottsbluff 
Rider,  E.  E.  (Life) - 

2 

30 

Orleans 

Rider,  Larry  (Life) - - 

2 

30 

Golden.  Colo. 

Ring,  Floyd  0.  - 

, 1 

37 

509  Doctors  Bldg.,  Omaha 
Robertson.  Geo.  E.  _ _ 

, 1 

37 

308  So.  39th,  Omaha 
Roffman,  Lari-y  

. 1 

37 

834  Doctors  Bldg.,  Omaha 
Rogers.  E.  A.  

2 

30 

St.  Dept.  Health,  Lincoln 
Root.  Charles  M. 

, 1 

37 

3610  Dodge,  Omaha 
Rose.  Forrest  I.  

. 2 

30 

1203  Sharp  Bldg.,  Lincoln 
Rose,  Kenneth  D.  

, 2 

30 

Student  Health  Center, 
U.  of  N.,  Lincoln 

Rosenau,  J.  A.  

.12 

47 

102  E.  21st,  Scottsbluff 
Rosenau.  Oliver  P. 

. 9 

15 

Cozad 

Rosenlof.  R.  C. — — — 

. 9 

5 

5 W.  31st,  Kearney 
Rouse,  James  W.  

. 1 

37 

1012  Med.  Arts,  Omaha 
Rubnitz,  A.  S.  

, 1 

37 

732  Med.  Arts,  Omaha 
Rudolph,  Larry  

. 6 

7 

David  City 

Ruffing.  John  J.  

.12 

4 

Hemingford 

Rum.bolz,  Wm.  L.  

. 1 

37 

207  So.  42nd,  Omaha 
Runco,  Vincent  

. 1 

37 

St.  Joseph's  Hosp.,  Omaha 

42 

Rundquist,  R.  B.  

. 5 

2360  Pershing  Rd.,  Columbus 

20 

Runty,  H.  D.  (Life)  

. 3 

DeWitt 

Russell,  Harry  

. 9 

22 

Box  801,  Grand  Island 
Rutt,  Fred  J.  

.10 

1 

704  Eastside  Blvd., 
Hastings 

14 

Rydberg,  C.  A.  (Life)  

. 9 

Litchfield 

Rvder.  Frank  D.  

. 9 

22 

1902  W.  Charles,  Gr.  Island 

37 

Ryder,  James  E.  

. 1 

1901  Missouri,  Omaha 
Sage,  John  C.  

. 1 

37 

8721  Shamrock  Rd., 
Omaha 

Sallenbach,  Donald  H.  

. 9 

5 

Gibbon 

Salter,  George  B.  

. 4 

32 

900  Norfolk  Ave.,  Norfolk 
Samuelson,  Myron  E.  

. 3 

20 

Wymore 

Sanders,  Edward  J.  

. 1 

37 

326  Med.  Arts,  Omaha 
Sanderson,  D.  D.  

9. 

30 

914  Stuart  Bldg.  Lincoln 
Satterfield.  R.  T.  

. 9 

19 

Sargent 

Sauer,  L.  E.  

. 5 

6 

Tekamah 

Saults,  Chas.  F.  

.12 

4 

Mullen 

Sawyers,  Gordon  E.  

-11 

31 

715  S.  Jeffers,  No.  Platte 
Schack.  Colin  B.  

. 1 

37 

207  So.  42nd,  Omaha 
Schenken,  John  R.  

. 1 

37 

Methodist  Hosp.,  Omaha 
Scherer,  Robert  H.  

. 4 

13 

West  Point 

Schlietemeier,  J.  P.  

. 1 

37 

1131  So.  99th.  Omaha 
Schmitz,  Gerhard 

.12 

47 

118  W.  18th,  Scottsbluff 
Schmitz,  Wm.  H.,  Jr.  

. 1 

37 

611  City  Natl.  Bank. 
Omaha 

37 

Schmitz,  W.  H.,  Sr. 

. 1 

611  City  Natl.  Bank, 
Omaha 

Scholz,  Jack  V.  

. 9 

15 

Cozad 

December,  1963 
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Dist.  Co. 


Name  Code  Code 

Schreiner,  Gilbert  C.  1 37 

3929  Harney,  Omaha 

Schultz,  Lloyd  1 37 

325  Doctors  Bldg.,  Omaha 

Schutz,  John  C.  3 28 

Tecumseh 

Schwedhelm,  A.  J.  4 32 

13th  & Nebraska,  Norfolk 

Schwertley,  F.  J.  (Life) 1 37 

614  Barker  Bldg.,  Omaha 
Scott,  Nathaniel  C. 1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Scott,  Paul  M.  3 34 

Auburn 

Sehnert,  Keith  W.  2 30 

Dorsey  Labs.,  Lincoln 

Seiver,  C.  P.  5 16 

507  E.  6th,  Fremont 

Seng.  O.  L.  12  4 

Box  150.  Alliance 

Seng,  Willard  G.  11  21 

Oshkosh 

Serbousek,  Richard  8 25 

Atkinson 

Serbousek,  Stanley  A.  12  4 

Chadron 

Shaffer,  Harry  D. 2 30 

724  Sharp  Bldg.,  Lincoln 

Shamberg.  Alfred  H. 12  10 

Kimball 

Shank.  F.  W.  10  49 

310  W.  7th,  McCook 

Shannon,  D.  D.  12  4 

916  W.  10th,  Alliance 

Shapiro,  Irving  1 37 

2010  No.  66th,  Omaha 

Shari-ar.  Lynn  2 30 

719  Shai-p  Bldg.,  Lincoln 

Shaughnessy,  E.  J.  11  31 

nil  W.  4th,  No.  Platte 

Shaw,  W.  L.  (Life)  10  1 

Reseda,  Calif. 

Shearer.  W.  L. 1 37 

1218  Med.  Arts,  Omaha 

Shiffermiiler,  Floyd  H. 8 25 

Ainsworth 

Shopp,  Bryce  G.  10  49 

Imperial 

Shramek,  C.  J.  1 37 

511  Redick  Tower,  Omaha 

Shreck.  H.  W.  10  1 

422  No.  Hastings,  Hastings 

Sievers,  Rudolph 5 51 

Blair 

Simanek,  Geo.  F.  (Life) 1 37 

Colorado  Springs,  Colo. 

Simmons.  Cecil  5 6 

8322  No.  37th,  Omaha 
Simmons,  Eugene  E.  (Life).  1 37 

6238  Glenwood  Rd.,  Omaha 

Simon,  Nathan  2 30 

1701  “K”  St.,  Lincoln 

Simonds,  Francis  (Life) 1 37 

615  So.  38th.  Omaha 

Simons.  Milton  1 37 

701  Doctors  Bldg.,  Omaha 

Simpson,  John  E.  (Life) 1 37 

1229  First  Natl.  Bank. 

Omaha 

Sitorius.  Rodney  A.  9 15 

Cozad 

Sjogren.  Merle  1 37 

105  So.  49th  St.,  Omaha 

Skoog-Smith.  Anton  W. 1 37 

839  So.  93rd.  Omaha 
Skworcow,  George  2 30 

V.  A.  Hosp..  Lincoln 

Slabaugh,  Robert  A.  1 37 

8601  W.  Dodge  Rd..  Omaha 

Slaughter.  Pauline  K.  4 32 

417  Madison  Ave.,  Norfolk 

Slavik.  Edward  R.  1 37 

8422  Center.  Omaha 

Sloss,  Pierce  T.  9 22 

1310  W.  Charles. 

Grand  Island 

Slunicko.  Jules  A.  1 37 

10806  Prairie  Hills  Dr., 

Omaha 

Slutzky.  Ben  1 37 

5009  Nicholas  St.,  Omaha 

Smith,  Arthur  L..  Jr.  2 30 

510  Anderson  Bldg., 

Lincoln 

Smith,  Arthur  L.  Sr. 2 30 

510  Anderson  Bldg., 

Lincoln 

Smith.  Clifford  L.  1 37 

506  Center  Bldg.,  Omaha 

Smith,  Dorothy  I.  1 37 

U.  of  N.  Hosp.  Omaha 


Dist. 

Co. 

Name 

Code 

Code 

Smith.  Edward  J.  - 

403  Center  Bldg.,  Omaha 

- 1 

37 

Smith,  Fay  _ - 

Imperial 

.10 

49 

Smith.  Francis  D.  

IJ.  of  N.  College  of 
Medicine,  Omaha 

_ 1 

37 

Smith.  Harold  V.  _ 

211  W.  33rd,  Kearney 

- 9 

5 

Smith,  L.  R. 

211  W.  33rd.  Kearney 

. 9 

5 

Smith.  Richard  D.  - - 

_ 1 

37 

111  Doctors  Bldg.,  Omaha 

Smith,  Robert  C.  

Box  276,  Hastings 

-10 

1 

Smith.  Roy  J.  _ 

Albion 

5 

3 

Smith,  Thomas  T.  _ _ _ 

211  Med.  Arts,  Omaha 

1 

37 

Sobota,  Joseph  E.  _ _ . 

3019  Ames,  Omaha 

1 

37 

Sojka,  Louis  A. 

2413  23rd,  Columbus 

. 5 

43 

Solomon,  W.  W. 

..  1 

37 

3024  No.  24th,  Omaha 


Sorensen,  C.  N.  12  47 

1801  Broadway.  Scottsbluff 


Sorensen,  Robert 

1135  N.  Oak  St.,  Fremont 

5 

16 

Sorrell,  Michael 

Tecumseh 

3 

28 

Soule,  Mary  A. 

442  Doctors  Bldg.,  Omaha 

1 

37 

Spencer,  Berl  . 

Ogallala 

11 

21 

Spethman,  Gerald 
Albion 

5 

3 

Spivey,  C.  D.  (Life)  _ 
Anselmo 

9 

14 

Srb.  A.  F.  

1719  So.  16th,  Omaha 

1 

37 

Srb.  G.  J.  

Dodge 

5 

16 

Stafford,  G.  E.  - 

800  So.  13th,  Lincoln 

2 

30 

Staley,  Sanford  0.  

11  W.  31st,  Kearney 

9 

5 

Stanard,  J.  T.  (Life)  

Seward 

6 

48 

Stappenbeck,  Alfred  P.  

Humboldt 

3 

44 

Starr,  Philip  H. 

503  Doctors  Bldg.,  Omaha 

1 

37 

Statton,  R.  F.  _ 

702  Sharp  Bldg.,  Lincoln 

2 

30 

Stearns,  R.  J.  (Life) 

2301  Ellison,  Omaha 

1 

37 

Steenburg,  Donald  B.  _ 
Aurora 

6 

23 

Steenburg.  E.  A.  - 
Aurora 

6 

23 

Steenburg,  E.  K.  

Washington,  D.C. 

6 

23 

Steenburg,  Houtz  G. 

Aurora 

6 

23 

Steffens,  L.  C.  

211  W.  33rd,  Kearney 

9 

5 

Stehl.  C.  H.  L. 
Box  902,  Norfolk 

5 

16 

Stein,  Rrbert  J.  _ - 

430  Stuart  Bldg.,  Lincoln 

2 

30 

Steinberg,  A.  A.  - - 

617  Kilpatrick  Bldg. 
Omaha 

, 1 

37 

Steinberg.  M.  M.  _ _ 

307  Med.  Arts,  Omaha 

. 1 

37 

Stemper.  Jack  M.  

4740  "A”  St.,  Lincoln 

, 2 

30 

Ste\’enson,  B.  M.  _ - 

211  W.  33rd,  Kearney 

. 9 

5 

Stevenson.  Edward  _ — 

108  S.  Vine.  North  Platte 

.11 

31 

Stewart,  Frank  A.  - 

2133  Winthrop  Rd., 
Lincoln 

2 

30 

Stewart,  Geo.  J.  — _ 
Box  408,  Norfolk 

. 4 

32 

Stewart.  H.  C.  

Pawnee  City 

. 3 

39 

Stivrins.  Kazimirs - . 

3145  "O”  St.,  Lincoln 

2 

30 

Stivrins,  Patricia  Cole 

3145  “O”  St.,  Lincoln 

2 

30 

Stone.  F.  P.  _ _ _ - 

2300  So.  13th,  Lincoln 

. 2 

30 

Stonecypher,  D.  D.,  Jr. 

Nebraska  City 

. 2 

28 

stonecypher,  D.  D.,  Sr.  

Nebraska  City 

. 2 

28 

Stoner,  Maurice  E. 

628  Med.  Arts,  Omaha 

. 1 

37 

Stout,  Kenneth  C.  

Benkelman 

.10 

49 

Dist.  Co. 


Name  Code  Code 

Stover,  Lee  2 30 

800  So.  13th,  Lincoln 

Strader,  R.  M.  2 30 

430  Stuart  Bldg.,  Lincoln 

Strough,  LaVem  C.  1 37 

Nebr.,  Psychiatric  Inst., 

Omaha 

Stryker.  Robert  M. 1 37 

8284  Hascall.  Omaha 

Sucgang.  F.  P.  12  4 

515  Niobrara  Ave.,  Alliance 

Sucha,  Eugene  L.  4 13 

West  Point 

Sucha,  Merlin  L.  5 12 

Schuyler 

Sucha.  W.  L.  (Life)  1 37 

4017  Page,  Omaha 

Sullivan,  H.  T. 1 37 

1036  Red"'  Tower 
Omaha 

Sullivan.  James  F.  1 37 

5212  Webster  St.,  Omaha 

Sullivan,  M.  M.  (Life) 9 19 

Spalding 

Sundell,  Ray  1 37 

3568  Dodge,  Omaha 

Surber,  E.  G.  4 32 

Box  225,  Norfolk 

Svehia,  Richard  B.  1 37 

528  Med.  Arts,  Omaha 

Swab,  Chas.  M.  1 37 

1316  Med.  Arts,  Omaha 

Swab,  Elizabeth  M.  1 37 

1316  Med.  Arts,  Omaha 

Swenson,  Samuel  A.,  Jr. 1 37 

110  Doctors  Bldg.,  Omaha 

Synhorst,  Robert  B.  2 30 

903  Sharp  Bldg.,  Lincoln 

Taborsky,  A.  F.  2 30 

629  Stuart  Bldg.,  Lincoln 

Takenaga,  R.  T. 11  31 

112  E.  6th,  No.  Platte 

Tamisiea,  Jerry  X.  1 37 

Methodist  Hosp.,  Omaha 

Tanner,  Frank  H.  2 30 

1835  S.  Pershing  Rd., 

Lincoln  , 

Tanner,  John  W. 1 3? 

8712  Pacific,  Omaha 

Taylor,  Bowen  E.  2 30 

3145  “O”  St.,  Lincoln 

Taylor.  H.  A.  (Life)  2 30 

4728  St.  Paul,  Lincoln 

Taylor,  R.  J.  1 37 

2602  J St.,  Omaha 

Taylor,  Robert.  W.  3 20 

108  So.  6th,  Beatrice 

Taylor,  Willis  H.,  Jr. 1 37 

3807  Cuming,  Omaha 

Teal.  F.  F.  (Life)  2 30 

2815  So.  37th,  Lincoln 

Teal,  Fritz  2 30 

2300  So.  13th,  Lincoln 

Tennant,  H.  S. 4 • 

Stanton 

Tenney.  Lloyd  E. 2 30 

820  Sharp  Bldg.,  Lincoln 

Thayer,  James  E.  12  10 

Sidney 

Therien.  R.  C. 1 37 

701  Doctors  Bldg.,  Omaha 

Thierstein,  S.  T.  2 30 

1108  Sharp  Bldg.,  Lincoln 

Thomas,  Chas.  W.  3 20 

Wymore 

Thomas,  Conrad  F.  10  18 

Franklin 

Thomas.  John  M. 1 37 

3929  Harney,  Omaha 

Thomas.  R.  L.  2 30 

Medical  Village.  Lincoln 

Thompson,  Dorothy  1 37 

Methodist  Hosp.,  Omaha 

Thompson,  I.  L.  (Life) 4 13 

West  Point 

Thompson,  John  C.  2 30 

307  So.  16th,  Lincoln 

Thompson,  John  R.  2 30 

U.  of  N.  Student  Health 
Center.  Lincoln 

Thompson,  John  S.  _ — 2 30 

Olympia  Fields,  Illinois 

Thompson,  Lynn  W. 1 37 

526  Doctors  Bldg.,  Omaha 

Thorough,  Paul  H.  2 30 

1325  Sharp  Bldg.,  Lincoln 

Tibbels,  R.  H.  6 6 

Oakland 

Tollefson,  Richard  L. 4 29 

Wausa 
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Nebraska  S.  M.  J 


Dist.  Co. 


Name  Code  Code 

Tollman,  J.  P. 1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Toren,  Richard  C.  2 30 

135  So.  14th,  Lincoln 

Tranisi,  Carl  P. 1 37 

8420  Center,  Omaha 

Travnicek,  F.  G.  7 45 

Wilbur 

Treptow,  Kenneth  R. 5 33 

Central  City 

Tribulato,  I.ouis  F. 1 37 

Wichita,  Kansas 

Troester,  O.  M.  (Life) 6 23 

Hampton 

Troia,  Carl  J.  1 37 

1227  Med.  Arts.  Omaha 

Truhlsen.  Stanley  M.  1 37 

710  Doctors  Bldg.,  Omaha 

Tucker,  J,  Guy 7 50 

Alexandria 

Tunakan,  Bulent  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Turner,  Robert  1 37 

8420  W.  Center  Rd.,  Omaha 

Tyson,  R.  W.  2 8 

Murray 

Underwood.  Geo.  R. 2 30 

5826  “J”  St..  Lincoln 

Va  Verka,  James  W.  1 37 

219  Med.  Arts.  Omaha 

Verges,  C.  J.  (Life)  4 32 

Box  117.  Norfolk 

Verges.  Val  C.  4 32 

Box  279,  Norfolk 

Vetter,  J.  G.  1 37 

721  W.O.W.  Bldg.,  Omaha 

Vickery,  Robert  D.  1 37 

815  Doctors  Bldg.,  Omaha 

Vlach,  C.  J.  4 9 

Hartington 

Waddell,  J.  C.  3 20 

114  So.  6th,  Beatrice 

Waddell.  W.  W.  3 20 

114  So.  6th,  Beatrice 

Waggener,  J.  R.  (Life) 3 20 

Adams 

Waggener,  Ronald  E. 1 37 

Methodist  Hosp.,  Omaha 

Wagner.  Daniel  1 37 

540  Center  Bldg.,  Omaha 

Wagner,  Loyd 10  1 

Mary  Lanning  Hosp., 

Hastings 

Waldbaum,  Milton  G. 1 37 

1512  So.  60th,  Omaha 

Walker.  H.  H. 11  31 

Box  676,  North  Platte 

Walker.  Hiram  R.  10  24 

Alma 

Wallace.  Hobart  E.  2 30 

5145  “O'*  St.,  Lincoln 

Wallace,  Stephen  E.  6 46 

Wahoo 

Walsh,  E.  M. 1 37 

5002  Dodge.  Omaha 

Waltemath,  Glenn  11  31 

1214  W.  “A"  St., 

North  Platte 

Walvoord,  Carl  A.  1 37 

4052  Grand.  Omaha 

Wanek,  Frank  W.  8 35 

Gordon 

Ward.  Vernon  9 5 

5 West  31st,  Kearney 

Ware,  Frederick  1 37 

720  Doctors  Bldg.,  Omaha 

Waring.  F.  Thomas  5 16 

203  lOOF  Bldg.,  Fremont 

Warner,  Ruth  2 30 

909  Stuart  Bldg.,  Lincoln 

Waters,  Chester  H.,  Jr. 1 37 

209  So.  42nd,  Omaha 

Waters,  Chester  H.,  Sr. 1 37 

(Lifp^ 

843  Fairacres,  Omaha 

Waters.  Robert  W.  8 25 

O’Neill 

Watke.  Fred  M.  (Life) 1 37 

4624  Davenport,  Omaha 

Watland.  Dean  C.  1 37 

423  Kiewit  Plaza,  Omaha 

Watson.  Don  P.  9 22 

704  W.  Koenig,  Gr.  Island 

Watson.  Donald  8 35 

Gordon 

Watson.  E.  A.  9 22 

710  W.  Koenig,  Gr.  Island 

Watson,  E.  A.  9 16 

Lexington 

Watson  Victor  R.  6 48 

Seward 


Dist.  Co. 


Name  Code  Code 

Wax.  James  I.  1 37 

2718  No.  93rd.  Omaha 

Way.  Charles  W. 6 46 

Wahoo 

Weaver,  Walt  2 30 

800  So.  13th,  Lincoln 

Webb,  Adin  H. 2 30 

2600  Washington,  Lincoln 

Weber,  C.  R.  10  1 

612  W.  6th,  Hastings 

Webman,  Arnold  I. 7 36 

3210  So.  28th,  Lincoln 

Webster.  F.  S,  2 30 

1000  So.  13th,  Lincoln 

Weeke^.  Thomas  L.  2 38 

Nebraska  City 

Weeks,  David  S.  1 37 

8284  Hascail.  Omaha 

Wegner.  E.  S.  2 30 

724  Sharp  Rldg.,  Lincoln 

Weiler,  Leo  F.  10  1 

204  Foote  Bldg.,  Hastings 

Weingarten.  William  H. 1 37 

in  Doctors  Bldg..  Omaha 

Welch.  J.  D.  (Life) 2 30 

New  York  City,  N.Y. 

IVeldon.  R.  C.  2 38 

Nebra‘«ka  Citv 

Wendt,  Bernard  F.  2 30 

735  So.  56th,  Lincoln 

Wengert,  D.  B.  5 16 

6^0  N.  “H”  St..  Fremont 

Weston.  Irving  E.  2 30 

735  So.  56th.  Lincoln 

Weyhrauch,  William  2 30 

3145  “O”  St.,  Lincoln 

Whitla,  Fay  E.  2 30 

2737  No.  49th,  Lincoln 

Whitlock.  H.  H.  2 30 

805  Sharp  Bldg.,  Lincoln 

Wiedman.  J.  G,  2 30 

1404  Sharp  Bldg.,  Lincoln 

Wiedman.  Wilbur  G. 2 30 

135  So.  14th,  Lincoln 

Wigton,  Robert  S.  1 37 

105  So.  49th.  Omaha 

Wilcox.  C.  W.  9 14 

Ansley 

Wilcox,  Malcolm  B.  9 5 

214  W.  25th,  Kearney 

Wildhaber,  W.  T.  3 20 

710  E.  Court,  Beatrice 

Wiley,  Stuart  P.  12  47 

Gerine 

Wilhelmj.  C.  M.,  Jr.  1 37 

634  Med.  Arts,  Omaha 

Wilkie.  Louis  J. 1 37 

816  Med.  Arts.  Omaha 

Wilkinson,  Donald  E. 12  4 

524  Box  Butte  Ave., 

Alliance 

Williams.  A.  Ruth  1 37 

fii2  Omaha  Loan,  Omaha 

Williams.  C.  R.  2 38 

Svracuse 

Williams.  Jon  T.  2 SO 

435  So.  16th,  Lincoln 

Williams.  Martin  P.  6 46 

A*«hland 

Williams.  Perry  T. 1 37 

1325  N.  Saddle  Creek  Rd., 

Omaha 

Williams,  Russell  R. - 1 37 

1412  Med.  Arts.  Omaha 

Wilson,  Carlyle  E.  1 37 

3610  Dodge,  Omaha 

Wilson,  D.  J.  1 37 

1113  Med.  Arts,  Omaha 

Wilson,  Nat  J.  2 30 

V.A.  Hospital,  Lincoln 

Wilson.  Rex  W.  8 25 

O’Neill 

Wilson,  Richard  B.  1 37 

Univ.  Hosp.,  Omaha 

Wisman  Jack  11  31 

2109  Beverly.  No.  Platte 

Wittson,  Cecil  L. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Wood.  Mavnard  A.  2 30 

3145  “O”  St.,  Lincoln 

Woodard.  J.  M.  6 23 

Aurora 

Woodin,  J.  G. 9 22 

1823  N.  Park,  Gr.  Island 

Woodruff,  Bradley  9 22 

1310  W.  Charles 
Grand  Island 

Woodward,  James  2 30 

910  Sharp  Bldg.,  Lincoln 

Worthman,  H.  W.  2 8 

Louisville 


Dist.  Co. 

Name  Code  Code 

Worthman.  John 2 8 

Louisville 

Wright.  W.  D.  1 37 

302  Doctors  Bldg.,  Omaha 

Wright.  Wm.  E.  4 29 

Creighton 

Wurl,  Otto  A.  1 37 

3610  Dodge,  Omaha 

Wycoff,  Ray  S. 9 15 

Lexington 

Wyrens.  Raymond  J.  1 37 

5015  Dodge,  Omaha 

Yaw,  Elwood  E. 10  49 

Imperial 

Yoachim,  Wm.  P.  7 27 

Fairbury 

Yost,  Howard  5 16 

215  E.  22nd,  Fremont 

Yost,  J.  G.  10  1 

608  W.  6th,  Hastings 

Young,  Geo.  A.  1 37 

1317  Ridgewood,  Omaha 

Youngman,  Robert  A. 6 46 

Ceresco 

Zahller,  F.  Marshall.  Jr. 1 37 

60th  and  Ogden,  Omaha 

Zarbano,  Sebastian  1 37 

512  Center  Bldg.,  Omaha 

Zastera,  J.  R.  1 37 

816  Med.  Arts,  Omaha 

Zeman,  E.  D.  2 30 

1145  South.  Lincoln 

Ziegler,  R.  G.  11  31 

1111  W.  4th.  No.  Platte 

Zikmund,  E.  T.  5 33 

Central  City 

Zimmer.  Clarence  7 46 

Friend 

Zlomke,  Wayne  9 19 

Ord 

Zoucha.  Adam  E. - 1 37 

4320  So.  24th,  Omaha 

Zukaitis,  Raymond  R, 1 37 

7631  Main,  Ralston 


1963  DECEASED  MEMBERS 


Bartels,  W.  W. 2 30 

Lincoln 

December  7,  1963 

Clark.  Geo.  L.  2 30 

Lincoln 

August  5,  1963 

Drasky,  Stanley  11  31 

North  Platte 
April  10,  1963 

Fahnestock,  C.  L.  (Life) 2 30 

Lincoln 
April  18.  1963 

Flanagan,  May  (Life)  2 30 

Lincoln 

August  8,  1963 

Harris.  T.  T.  (Life)  1 37 

Omaha 

August  23,  1963 

MacQuiddy,  E.  L.,  Sr. 1 37 

(Life)  Omaha 
October  9,  1963 

Mercer,  Nelson  S.  (Life) 1 37 

Omaha 

October  17,  1963 

Rice.  C.  E.  3 20 

Odell 

July  4.  1963 

Sher,  Philip  (Life)  1 37 

Omaha 

October  24,  1963 

Thompson.  Chester  Q.  1 37 

(Life)  Omaha 
April  24,  1963 

Trowbridge,  J.  A.  (Life) 7 36 

Superior 
March  14,  1963 

Williams.  J.  B.  (Life)  2 30 

Glendale,  Calif. 

March  26,  1963 


December,  1963 
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LEROY  LEE,  Councilor 


DOUGLAS 

OMAHA— 

Abts,  A.  W. 

7906  Dodge  St. 

Adams,  Payson 
415  Doctors  Bldg. 

Adkins.  Nathan 
622  Doctors  Bldg. 
Aftonomos,  Lefkos  T. 

5404  Ames  Ave. 

Aita,  John  A. 

2302  North  55th  St. 
Alhertson.  L.  C. 

4118  No.  78th 
Allely,  John  R. 

434  Doctors  Bldg. 

Allen,  John  F.  (Life) 

La  Jolla,  Calif. 

Allihand.  George  T. 

234  Doctors  Bldg. 

Allison.  George  J. 

Ralston,  Nehr. 

Andersen.  Alfred  C. 

4826  South  24th  St. 
Andersen.  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

5002  Davenport 
Anderson.  Lawrence  L. 

1336  Medical  Arts  Bldg. 
Angle,  Carol  R. 

418  South  82nd  St. 

Angle.  Wm.  D. 

418  So.  82nd  St. 

Antony.  Arthur  C. 

5715  Military  Ave. 
Armhrust.  Walter 
5401  Leavenworth 
Arrasmith,  K.  Don 
3610  Dodge  St. 

Austria.  G.  O. 

2321  M St. 

Baca.  D.  E. 

2580  So.  90th  St. 

Bach.  Stanley  M. 

625  Doctors  Bldg. 

Bantin,  C.  F. 

6858  Minne  Lusa  Blvd. 
Bantin.  E.  W.  (Lifel 
6862  Minne  Lusa  Blvd. 
Bare.  James  E. 

120  W.  2nd,  Papillion 
Barmore.  John  L. 

423  Kiewit  Plaza 
Barry.  M.  W. 

1416  Medical  Arts  Bldg. 
Barry,  Richard  V. 

1519  So.  55th 
Barta,  Frank  R. 

303  So.  56th  St. 

Bartek.  Julius  G. 

619  Barker  Bldg. 

Baum.  Cletus  J. 

403  Center  Bldg. 

Beher,  Meyer 

301  Doctors  Bldg. 
Beitenman,  Edward 

Nehr.  Psychiatric  Inst. 
Bendorf,  D.  H. 

5434  No.  42nd 
Best.  R.  Russell 
609  Doctors  Bldg. 
Bevilacqua,  Lee  R. 

4105  Harrison 
Bisgard,  J.  Dewey 
542  Doctors  Bldg. 

Black,  Albert  S..  Jr. 

1414  Medical  Arts  Bldg. 
Bleicher,  Jerome  E. 

2602  J Street 
Blodig,  John  L. 

2908  So.  74th 
Boelter,  Wm.  C. 

534  Doctors  Bldg. 

Boler,  Thomas  D.  (Life) 
651  North  59th  St. 
Bonniwell.  Chas.  M. 

8613  North  30th  St. 
Booth.  Richard 

St.  Joseph’s  Hospital 
Borghoff,  Joseph  J. 

7906  Dodge  St. 

Brannen.  Chas.  F. 

1901  Missouri  Ave. 
Brazer,  J.  G. 

5114  Lafayette 


Bressman,  Chas.  M. 

8613  North  30th  St. 

Brett.  Dale  Edward 
609  Doctors  Bldg. 

Brinkman.  H.  H. 

5519  Military  Ave. 

Brodkey.  M.  H. 

320  Medical  Arts  Bldg. 
Brody,  Alfred  W. 

Creighton  Univ., 

School  of  Medicine 
Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 
Brush,  John  H. 

1329  Medical  Arts  Bldg. 
Bucholz.  Donald  J. 

3610  Dodge  St. 

Bunting.  Richard 
622  Doctors  Bldg. 

Burney,  Dwight  W„  Jr. 

609  Doctors  Bldg. 

Burns,  B.  C.,  Sr. 

421  Farm  Credit  Bldg. 
Bums.  B.  C..  Jr. 

407  So.  86th  St. 

Cameron.  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell.  Louis  S. 

609  Doctors  Bldg. 

Camazzo,  S.  J. 

723  Barker  Bldg. 

Carp.  Oscar 

515  Medical  Arts  Bldg. 
Carter.  James  G. 

423  Kiewit  Plaza 
Cassidy.  W.  A. 

234  Doctors  Bldg. 

Catania,  Nancy 

820  Medical  Arts  Bldg. 
Christensen.  J.  B. 

1329  Medical  Arts  Bldg. 
Christlieb.  J.  M. 

7021  Bellevue  Blvd. 

Clark.  W.  M. 

1113  Redick  Tower 
Clemens.  Richard  P. 

2205  Military  Ave. 

Cochran.  Robert  M. 

452  Aquila  Court 
Coe.  John  D. 

409  Doctors  Bldg. 

Comine,  J.  J. 

412  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Med.  Arts  Bldg. 
Connor.  P.  James 

628  Medical  Arts  Bldg. 
Connors.  E.  K. 

317  Doctors  Bldg. 

Conoan.  E.  A. 

Canal  Zone 
Cook,  Lyman  J.  (Life) 

1612  Medical  Arts  Bldg. 
Cotton.  Walter  T. 

834  Doctors  Bldg. 
Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot.  Michael 
542  Doctors  Bldg. 

Crotty.  Richard  Q. 

615  Medical  Arts  Bldg. 
David,  Joseph 

Nebr.  Psychiatric  Inst. 
(Holt  & N.W.) 

Davis.  Allan 

401  Doctors  Bldg. 

Davis.  Edwin  (Life) 

800  Doctors  Bldg. 

Davis,  Herbert  H.  (Life) 
112  S.  Elmwood  Rd. 

Davis.  John  B. 

734  Doctors  Bldg. 

Davis.  J.  Calvin 
425  Aquila  Court 
Davis,  J.  Calvin.  Ill 
320  Doctors  Bldg. 

Davis,  Neal 

416  South  93rd  St. 
DeLanney,  L.  A.  (Life) 
Walnut  Creek,  Calif. 
Dendinger,  W.  M. 

402  Aquila  Court 
Denker,  John  C. 

Valley 

Dewey,  John  L. 

104  So.  39th  St. 
Dickerson,  Wm.  J. 

3610  Dodge  St. 


Dinsmore,  James 
209  So.  42nd 
Donahue.  Francis  D. 

1204  Medical  Arts  Bldg. 
Donelan.  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

828  Medical  Arts  Bldg. 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdla.  Theodore 
460  Aquila  Court 
Drozda.  Joseph  P. 

1315  Deer  Park  Rd. 

Dunlap,  James 

721  Med.  Arts  Bldg. 

Dunn,  F.  Lowell 
847  Fairacres  Road 
Dutch,  Stephen  J. 

Nebr.  Psychiatric  Inst. 
Dworak,  Henry  L. 

503  Center  Bldg. 

Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Eaton.  Louise 

Nebr.  Psychiatric  Institute 
Eaton.  Merrill  T. 

Nebr.  Psychiatric  Institute 
Egan,  Richard  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston.  Harry  R. 

4930  South  24th  St. 
Engdahl,  Wallace  E. 

8613  North  30th  St. 
Ewing.  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

1418  Medical  Arts  Bldg. 
Fangman,  Richard  J. 

5002  Dodge  St. 

Farrell.  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell.  Robert  F.  (Life) 

San  Francisco.  Calif. 
Fellman,  A.  C. 

309  Doctors  Bldg. 

Filkins,  John  C. 

521  Doctors  Bldg. 

Findley,  Palmer  (Life) 

3325  Fontenelle  Blvd. 
Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson.  Alister  I. 

924  Medical  Arts  Bldg. 
Fisher,  Eugene 
7310  Maple 
Fitch,  Donald  Max 
Univ.  of  Nebr.  Hosp. 
Fitzgibbons,  Robert  J. 

1412  Medical  Arte  Bldg. 
Fitzmaurice,  Francis 
2820  So.  32nd  Ave. 
Fitzpatrick,  John  R. 

1429  Med.  Arts  Bldg. 
Fleishman.  Max 
260  Aquila  Court 
Fleming,  E.  F. 

3650  Burt  St. 

Foster,  Miles  E.,  Jr. 
Sycamore  Farm 
Waterloo.  Nebr. 

Francis.  Marvin  B. 

201  E.  20th  Ave.,  Bellevue 
Frank,  Muriel  N. 

Methodist  Hospital 
Freed,  Albert  E. 

5020  Dodge  St. 

Frevmann,  John  J. 

lil3  Medical  Arte  Bldg. 
Frost.  Dwight  M. 

4102  Woolworth 
Gardiner,  J.  F. 

628  Medical  Arte  Bldg. 
Gatewood,  John  W. 

326  Medical  Arte  Bldg. 
Gedgoud.  John  L. 

304  South  42nd  St. 

George,  John  H, 

320  Doctors  Bldg. 

Gibbs.  Gordon  E. 

Univ.  of  Nebr.  College 
of  Medicine 
Giffen.  Horace  K. 

Immanuel  Hospital 


Gifford,  Harold 

1620  Medical  Arte  Bldg. 
Giles,  Wm.  F. 

915  Med.  Arts  Bldg. 

Gillies.  Ray  O..  Jr. 

631  Medical  Arts  Bldg. 
Gleeson.  John  J.  (Life) 

2307  South  33rd  St. 

Glow,  Donald  Thomas 
304  South  42nd  St. 

Goodrich,  Guy  W. 

1107  South  79th  St, 

Graham.  William  E. 

8721  Shamrock  Rd. 

Graves,  Harris  B. 

434  Doctors  Bldg. 
Greenberg.  A. 

320  Medical  Arte  Bldg. 
Greenberg.  M.  M. 

1421  Dodge  St. 

Greenberg,  Richard  S. 

1421  Dodge  St. 

Greene,  Arthur  M. 

501  Doctors  Bldg. 

Greene.  Earl  G..  Jr. 

3703  Mormon 
Grier.  John  J. 

1107  Medical  Arte  Bldg. 
Grier,  M.  E. 

828  Medical  Arte  Bldg. 
Grier,  Thomas 

828  Med.  Arts  Bldg. 
Grissom,  Robert  L. 

U.  of  N.  College  of  Medicine 
Gross.  Joseph  F. 

1307  Medical  Arte  Bldg. 
Gunderson.  Shaun  D. 

622  Doctors  Bldg. 

Gumett.  Thos.  J. 

527  Medical  Arte  Bldg. 
Hahn,  W.  N.  (Life) 

Boca  Raton,  Florida 
Haller,  Michael 
4105  Harrison 
Hamsa.  W.  R. 

609  Doctors  Bldg. 

Hanisch,  Louis  E. 

739  Doctors  Bldg. 

Hankins,  Chas.  R. 

823  Doctors  Bldg. 

Hansen.  Clifford  H. 

209  Doctors  Bldg. 

Hardy,  C.  C.  (Life) 
Willoughby,  Ohio 
Harley,  Wilbur  J. 

WestJem  Electric  Co. 
Harris,  T.  T.  (Life) 
(Deceased  8-23-63) 
Hartigan,  John 

527  Medical  Arts  Bldg. 
Hartmann.  Clarence 
6025  Ogden 
Hash  Robert  F. 

802  Medical  Arts  Bldg. 
Haslam.  George  J. 

618  Doctors  Bldg. 

Hawkins,  Robert  E. 

211  Medical  Arte  Bldg. 
Hayes,  O.  R. 

Clarkson  Hospital 
(Buffalo  Co.) 

Heaney.  Robert 
Creighton  Univ. 

Heffron.  John  F. 

2580  So.  90th  St. 
Henderson,  Harry  C. 

105  So.  49th  St. 

Henn.  Mary  J. 

U.  of  N.  College  of  Medicine 
Herrick.  Howard  D. 

Nebr.  Psychiatric  Inst. 
Hession,  John  F. 

2602  J St. 

Heumann.  J.  M.  F.  (Life) 
6110  Military  Ave. 

Hewson,  J.  Robert 
26th  and  J St. 

Heywood.  Leo  T. 

828  Medical  Arte  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill,  F.  C. 

636  Medical  Arte  Bldg. 
Hodgson,  Paul  E. 

University  Hospital 
Hoffman,  Kenneth  C. 
Immanuel  Hospital 
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Holcombe,  Robt.  C. 

3610  Dodge 
Holden,  W.  J. 

316  Medical  Arts  Bldg. 
Hood.  L.  Thomas 
209  South  42nd  St. 

Hoody,  Steve 
4801  Center  St. 

Horwich,  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  ReHick  Tower 
Howard,  M.  D. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

3169  Leavenworth 
Hubbard,  Theodore  F. 

1005  Meadow  Road 
Hughes,  Leo  V. 

3610  Dodge  St. 

Hughes.  W.  T. 

Gretna 

Hull,  Wayne  M.  (Life) 

St.  Petersburg,  Florida 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt,  H.  B. 

Methodist  Hospital 
Hyde,  John  R. 

540  Center  Bldg. 

Iwerson.  Frank  J. 

1307  Medical  Arts  Bldg. 
Jackson.  Donald  H. 

8601  W.  Dodge  Rd. 
James,  Lawrence  R. 

728  Doctors  Bldg. 

Jaros,  S.  H. 

104  So.  39th 
Jenkins,  Harry 

113  Redick  Tower 
Jenkins,  Harry  J.  (Life) 
H403  Pacific 
Jensen,  Werner  P. 

1420  M*=‘  'ical  Arts  Bldg. 
Jensen,  William 
7310  Maple 
Jernstrom,  Roger 

7803  Woolworth  Ave. 
Johnson.  Ge  )rge  N. 

3569  Leavenworth 
Johnson.  Gordon  F. 

728  Doctors  Bldg. 
Johnson,  Herman  F. 

209  South  42nd  St. 
Johnson.  J.  A. 

602  Omaha  L.&.B.  Assn. 
Johnson.  Richard  N. 

3932  South  24th  St. 
Johnson,  Wm.  H. 

3724  No.  30th 
Jones,  John 
U of  N Hosp. 

Jones,  R.  Lester 

105  South  49th  St. 

Jones.  Robert  Dale 

105  South  49th  St. 

Joyer,  Robert 

432  South  39th  St. 

Judd.  J.  H. 

234  Doctors  Bldg. 
Jurgensen,  Wm.  W. 

9304  Leavenworth 
Kadavy,  G.  J.  (Life) 

2703  South  16th  St. 
Kalin.  John  A. 

1909  No.  81st 
Kammandel,  Henry 
415  Doctors  Bldg. 

Karrer,  F.  William 
409  Doctors  Bldg. 
Keegan,  J.  Jay  (Life) 

669  No.  57th  St. 

Kelley,  J.  Whitney 

1513  Medical  Arts  Bldg. 
Kelley.  Wm.  E. 

1319  Medical  Arts  Bldg. 
Kelly,  Gerard 

816  Medical  Arts  Bldg. 
Kelly,  James  F.,  Jr. 

816  Med,  Arts  Bldg. 
Kelly,  James  F.,  Sr. 

816  Medical  Arts  Bldg. 
Kemp,  Daniel 
2218  L St. 

Kemp.  Wm.  T. 

3001  North  16th  St. 
Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

234  Doctors  Bldg. 
Koszewski  Bohdan  J. 

2602  J Street 
Kovar,  W.  R. 

3610  Dodge  St. 


Kovarik,  James  R. 

3568  Dodge  St. 

Kratochvil,  Bemard 
1307  Med.  Arts  Bldg. 
Kroupa.  W.  E. 

3568  Dodge  St. 

Krush,  Thaddeus  P. 

Nebr.  Psychiatric  Institute 
Kulesh.  Morton  H. 

701  Doctors  Bldg. 

Ladwig,  Harold  A . 

302  City  Natl.  Bank  Bldg. 
Langdon,  Edward 
823  Doctors  Bldg. 

Langdon,  Frederick  J. 

3610  Dodge  St. 

Langdon,  Robert  M. 

3568  Dodge  St. 

Lanspa,  Eugene  F. 

4801  Center  St. 

Larson,  Arthur  L. 

701  Doctors  Bldg. 

Latenser,  John 
809  Doctors  Bldg. 

Latta,  C.  Rex 
710  Doctors  Bldg. 

Leahy,  James  J. 

3610  Dodge  St. 

Lee,  Leroy  W. 

800  Doctors  Bldg. 

Lehnhoff,  Henry  J. 

720  Doctors  Bldg. 

Lemon,  Henry  M. 

U.  of  N.  Hospital 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Lewis,  Raymond  G. 

5015  Dodge  St. 

Lipp,  Frank  E.  (Life) 

5812  Pierce  St, 

Lombardo.  Anthony  J. 

3929  Harney 
Long,  Robert  S. 

8721  Shamrock  Road 
Longo,  Charles  A. 

2225  Jefferson 
Bellevue,  Nebr. 

Longo,  Joseph  A. 

710  Kilpatrick  Bldg. 

Look,  Charles  E. 

3610  Dodge  St. 

Loomis,  George  W. 

720  Doctors  Bldg. 

Lorinez,  Albert  B. 

C reighton  Uni  vers  i ty 
Lovgren.  Robert  E. 

719  Doctors  Bldg. 

Luby,  Robert  J. 

828  Medical  Arts  Bldg. 
Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Luikart,  Ralph 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacQuiddy.  E.  L..  Sr.  (Life) 
(Deceased  10-9-63) 
MacQuiddy.  E.  L.,  Jr. 

478  Aquilla  Ct. 

Madsen.  C.  C. 

6104^/^  Military  Ave. 
Magid,  Bernard 
525  Doctors  Bldg. 

Magiera.  Stephen  L. 

209  Doctors  Bldg. 
Magruder,  Thomas  G. 

1512  South  60th  St. 
Mailliard,  James  A. 

527  Medical  Arts  Bldg. 
Malashock.  Edward  M. 

800  Doctors  Bldg. 
Mangimelli,  Samuel  T. 

723  Barker  Bldg. 
Margolin.  J.  Milton 
902  Medical  Arts  Bldg. 
Margolin.  Morris  (Life) 

902  Medical  Arts  Bldg. 
Marsh.  P.  Wayne 
Creighton  University 
Martin,  Paul  J. 

826  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maynard,  James  H. 

2505  North  50th  St. 
McArdle.  G.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 


McCarthy.  John  O. 

401  Center  Bldg. 

McCaslin,  Joseph 
6016  Ames  Ave. 
McCleneghan,  Sam  (Life) 
Route  1 
Valley,  Nebr. 

McCormick,  Keith  M. 

3610  Dod"e  St. 

McCrann,  W.  J.  (Life) 

301  Courtney  Bldg. 
McDermott,  Arnold 
712  Medical  Arts 
McDonald,  Raymond 
617  Medical  Arts  Bldg. 
McFadden,  Harry  W„  Jr. 

701  Doctors  Bldg. 

McGee,  Harry  E.  (Life) 

515  South  52nd  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

Meintire.  Matilda  S. 

1201  So.  42nd 
Meintire,  W.  C. 

3610  Dodge  St. 

McLaughlin,  C.  W.,  Jr, 

409  Doctors  Bldg. 

McLeay,  John  F. 

1118  Med.  Arts  Bldg. 
McMartin,  W.  J. 

603  City  Natl.  Bank  Bldg. 
McMillan.  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

110  Doctors  Bldg. 
McNamara,  J.  W. 

334  Doctors  Bldg. 
McNamara,  Lee  T. 

334  Doctors  Bldg. 
McWhorter,  Clarence 
10711  Cedar 
Meissner,  Richard 
521  Doctors  Bldg. 

Melcher,  Wm.  C. 

10060  Miami 
Melcher.  Wm.  H.  (Life) 

9232  Dorcas 

Mercer,  Nelson  S.  (Life) 

2506  Dodge  St. 

(Deceased  10-17-63) 

Meyers,  V.  Wm. 

326  Med.  Arts  Bldg. 

Miller,  Daniel  M. 

326  Doctors  Bldg. 

Millett,  Clinton  C. 

3610  Dodge  St. 

Minthorn,  Murray  F. 

5620  Ames 
Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 

Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F.  (Life) 

207  South  42nd  St. 

Moore.  Clyde  (Life) 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

2017  South  107th  Street 
Mooring,  Paul  K. 

301  Doctors  Bldg. 
Moragues,  Vincent 
Creighton  University 
Moran.  C.  S. 

St.  Catherine’s  Hospital 
Morris,  Haskell 

530  Medical  Arts  Bldg. 
Morrison.  Wm.  Howard 
710  Doctors  Bldg. 

Morrow.  Paul  N. 

3610  Dodge  St. 

Mountford,  Stanley 
Millard,  Nebr. 

Muehlig.  G.  Kenneth 
636  Med.  Arts  Bldg. 
Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Muffly,  Robert  Benton 
Nebr.  Psv<'hi«tric  Inst. 
Mulcahy,  Gabriel 
Creighton  Univ., 

School  of  Med. 

Murphy.  Albert  V. 

826  Medical  Arts  Bldg. 
Murphy.  Charles  M. 

5901  Military  Avenue 
Murphy,  J.  Harry 
215  South  42nd  St. 
Murphy,  Jerome  P. 

1429  Medical  Arts  Bldg. 
Murphy.  Robert  E. 

204  So.  42rd 
Murray,  Robert  G. 

Benson  Medical  Center 


Muskin.  Nathan 
8601  W.  Dodge  Rd. 
Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Nachman,  E.  A. 

1137  Medical  Arts  Bldg. 

Neis,  Delbert  D. 

525  Doctors  Bldg. 

Neligh,  Rosalie  B. 

Woodmen  Circle 
33rd  and  Famam 
Nelson,  Floyd  C. 

2734  North  61st  St. 

Nemec.  C.  J.  (Life) 

302  Doctors  Bldg. 

Neu.  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Niehaus.  Friedrich  W. 

824  Doctors  Bldg. 

Niehaus.  Karl 
824  Doctors  Bldg. 

Nilsson,  Donald  C. 

4209  Douglas 
Nolan,  James  R. 

8420  Center 
Novak,  W.  F. 

307  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 

Offerman,  A.  J, 

48051/2  South  24th  St. 
O’Heam,  J.  J. 

4811i/>  So.  24th  St. 

Olson,  Leland  J. 

201  Doctors  Bldg. 

O’Neil,  Gerald  C. 

3610  Dodge  St. 

O'Neil.  James  J. 

612  Medical  Arts  Bldg. 
Organ.  Claude  H. 

914  Medical  Arts  Bldg. 
Osborn,  Leslie  A. 

Nebr.  Psychiatric  Institute 
Owens.  C.  A..  Jr.  (Life) 

Dana  Point,  California 
Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 

Parkison,  Donald 
Millard  Shopping 
Center,  Millard 
Paiistian,  Frederick  F. 

301  Doctors  Bldg. 

Pavelka,  Donald  J. 

209  Doctors  Bldg. 

Pearse,  Warren  H. 

University  Hospital 
Peartree,  Sherwood  P. 

U.  of  N.  College  of  Medicine 
Pederson,  E.  Stanley 
622  Doctors  Bldg. 

Pepper,  M.  L. 

1431  Medical  Arts  Bldg. 
Perrin,  Theodore 
St.  Joseph’s  Hosp. 

Peters,  Richard 

8420  W.  Center  Rd. 

Peterson.  Ronald  I. 

6025  Ogden 
Pfundt,  T.  R. 

Creighton  Clinic 
Pinne,  George  F. 

421  Doctors  Bldg. 

Pirotte.  Richard  A. 

2533  South  90th  St. 

Placek,  Louis  T. 

211  Medical  Arts  Bldg. 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter.  Stanley  E. 

609  Doctors  Bldg. 

Potthoff,  Carl  J. 

U.  of  N.  College  of  Med. 
Pratt.  Peyton  T. 

600  Doctors  Bldg. 

Prescher,  Donald  A. 

5404  Ames 
Pruner.  A.  C.  (Life) 

717  Med.  Arts  Bldg. 

Pulec,  Jack  L. 

Los  Angeles,  Calif. 

Pullman,  George  R. 

Lutheran  Hospital 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Quinlan.  Maurice  F. 

6016  Ames 
Quiring,  Henry  J. 

2734  No.  61st  St. 

Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

609  Doctors  Bldg. 


December,  1963 


693 


Rath,  Hans 

739  Doctors  Bids. 

Rath,  Otto  G. 

3929  Harney 
Read  Paul  S. 

6025  Ogden 
RedgwicK,  J.  P. 

207  South  42nd  St. 

Reedy,  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

419  Doctors  Bldg. 
Reichstadt,  Paul  F. 

3001  North  16th  St. 
Reighter.  Kenneth  M. 

3665  Q St. 

Reis,  Gerald 

1420  Med.  Arts  Bldg. 
Retelsdorf.  C.  Lee 
3610  Dodge  St. 

Richardson.  Francis 

236  Swanson  Prof.  Center 
Ring,  Floyd  O. 

509  Doctors  Bldg. 
Robertson,  G.  E. 

308  South  39th  St. 
Roffman,  Larry 
834  Doctors  Bldg. 

Rout.  Charles  M. 

3610  Dodge  St. 

Rou^e,  .lames  W. 

1012  Med.  Arts  Bldg. 
Rubnitz.  A.  S. 

732  Medical  Arts  Bldg. 
Rumbolz.  Wm.  L. 

207  South  42nd  St. 

Runco.  Vincent 

St.  Joseph's  Hospital 
Ryder,  James  E. 

1901  Missouri  Ave. 

Sage,  John  C. 

8721  Shamrock  Rd. 
Sanders,  Edw.  J. 

326  Medical  Arts  Bldg. 
Schack.  Colin  B. 

207  South  42nd  St. 
Schenken.  John  R. 

Methodist  Hospital 
Schlietemier.  J.  P. 

1131  So.  99th 
Schmitz.  W.  H.,  Sr. 

611  City  Natl.  Bank  Bldg. 
Schmitz,  Wm.,  Jr. 

611  City  Natl.  Bank  Bldg. 
Schreiner.  Gilbert  C. 

3929  Harney 
Schultz,  Lloyd 

325  Doctors  Bldg. 
Schwertley,  F.  J.  (Life) 

614  Barker  Bldg. 

Scott.  Nathaniel  C. 

U.  of  N.  College  of  Med. 
Shapiro.  Irving 

2010  North  66th  St. 


LANCASTER 

LINCOLN— 

Ahrens.  H.  G. 

339  No.  Cotner 
Alcorn,  F.  A. 

2201  South  nth  St. 
Andrews.  Clayton  F.  (Life) 
2626  South  24th  St. 
Ang'e.  E.  E. 

3705  South  St. 

Arnholt.  M.  F. 

3421  "O”  St. 

Arnold,  C.  H.  (Life) 

2487  Lake  St 
Baldwin,  John  D. 

430  Stuart  Bldg. 

Ballew,  .1  W. 

1701  “K”  St. 

Bancroft,  Paul  M. 

1431  South  33rd  St. 
Barkey.  V.  S. 

6320  Have1o-k  Ave. 
Bartels,  W.  W. 

(Deceased  7-23-63) 
Baithell.  John  H. 

1012  Sharp  Bldg. 

Becker,  W.  C.  (Life) 

1501  So.  52nd 
Bell.  C.  D. 

918  Sharp  Bldg. 
Bengtson,  John  W. 

3145  “O”  St. 

Bitner.  Mary  S. 

State  Capitol 
(Platte  County) 


Shearer.  W.  L. 

1218  Medical  Arts  Bldg. 
Sher.  Philip  (Life) 

4801  No.  52nd  St. 

(Deceased  10-24-63) 

ShrameK,  C.  J. 

511  R^ick  Tower 
Simanek,  George  F.  (Life) 
Colorado  Springs.  ()olo. 
Simmons.  Cecil  F. 

8322  No.  37th  St. 

(Burt  Co.) 

Simmons,  E.  E.  (Life) 

6238  Glenwood  Road 
Simonds,  Francis  L.  (Life) 
615  So.  38th  St. 

Simons,  Milton 
701  Doctors  Bldg. 

Simpson.  J.  E.  (Life) 

1229  First  Natl.  Bank  Bldg. 
Sjogren.  Merle 
105  So.  49th  St. 
Skoog-Smith.  Anton 
839  So.  93rd 
Slabaugh.  Robert  A. 

8601  W.  Dodge  Rd. 

Slavik.  Edward  R. 

8422  Center 
Slunicko.  Jules  A. 

10806  Prairie  Hills  Dr. 
Slutzky.  Ben 

5009  Nicholas  St. 

Smith,  Clifford  L. 

506  Center  Bldg. 

Smith.  Dorothy  I. 

Uni.  of  Nebr.  Hosp. 

Smith.  Edward  J. 

403  Center  Bldg. 

Smith.  Francis  D. 

U.  of  N.  College  of  Med. 
Smith.  Richard  Dale 
111  Doctors  Bldg. 

Smith,  Thomas  T. 

211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames  Ave. 

Solomon,  W.  W. 

3024  North  24th  St. 

Soule,  Mary  A. 

442  Doctors  Bldg. 

Srb.  Adolph  F. 

1719  South  16th  St. 

Starr,  Philip  H. 

503  Doctors  Bldg. 

Stearns,  R.  J.  (Life) 

2301  Ellison 
Steinberg,  A.  A. 

617  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

307  Medical  Arts  Bldg. 
Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strough.  L.  C. 

Nebr.  Psychiatric  Inst. 


Stryker,  Robert  M. 

8284  Hascall  St. 

Sucha,  W.  L.  (Life) 

4017  Page  St. 

Sullivan,  H.  T. 

1036  Redick  Tower 
Sullivan,  James  F. 

5212  Webster  St. 
Sundell.  Ray 
3568  Dodge  St. 

Svehla,  Richard  B. 

528  Medical  Arts  Bldg. 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson.  Samuel  A..  Jr. 

110  Doctors  Bldg. 
Tamisiea,  Jerry  X. 

Methodist  Hospital 
Tanner.  John  W. 

8712  Pacific 
Taylor,  R.  J. 

2602  J St. 

Taylor.  Willis  H.,  Jr. 

3807  Cuming  St. 
Therien.  R.  C. 

701  Doctors  Bldg. 
Thomas.  John  Martin 
3929  Harney 
Thompson,  C.  Q.  (Life) 
(Deceased  4-24-63) 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson.  Lynn  W. 

526  Doctors  Bldg. 
Tollman,  J.  P. 

Univ.  of  Nebraska 
College  of  Medicine 
Tranisi,  Carl  P. 

8420  Center 
Tribulato.  Louis  F. 

Wichita,  Kan. 

Troia,  Carl 

1227  Med.  Arts  Bldg. 
Truhlsen,  Stanley  M. 

710  Doctors  Bldg. 
Tunakan,  Bulent 

Nebr.  Psychiatric  Inst. 
Turner,  Robert 

8420  W.  Center  Rd. 
VaVerka.  James  W. 

219  Medical  Arts  Bldg. 
Vetter.  J.  G. 

721  W.O.W.  Bldg. 
Vickery,  Robert  D. 

815  Doctors  Bldg. 
Waggener.  Ronald  E. 

Methodist  Hospital 
Wagner,  Daniel 
540  Center  Bldg. 
Waldbaum,  Milton  G. 

1512  South  60th  St. 


Walsh.  E.  M. 

5002  Dodge  St. 

Walvoord,  Carl  A. 

4052  Grand  Ave. 

Ware,  Frederick 
720  Doctors  Bldg. 

Waters.  C.  H.  (Life) 

843  Fairacres  Road 
Waters,  Chester  H..  Jr. 

209  South  42nd  St. 

Watke,  F.  M.  (Life) 

4624  Davenport 
Watland.  Dean  C. 

423  Kiewit  Plaza 
Wax,  James  J. 

2718  No.  93rd  St. 

Weeks,  David  S. 

8284  Hascall  St. 

Weingarten,  Wm.  H. 

Ill  Doctors  Bldg. 

Wigton.  Robert  S. 

105  South  49th  St, 

Wilhelmj,  C.  M..  Jr. 

634  Med.  Arts  Bldg. 

Wilkie.  Louis  J. 

816  Medical  Arts  Bldg. 
Williams,  A.  Ruth 

612  Omaha  Loan  Bldg. 
Williams,  Perry  T. 

1325  No.  Saddle  Creek  Rd. 
Williams,  Russell  R..  Jr. 

1412  Medical  Arts  Bldg. 
Wilson,  Carlyle  E.,  Jr. 

3610  Dodge  St. 

Wilson.  Donald  J. 

1113  Medical  Arts  Bldg. 
Wilson,  Richard  B. 

University  Hospital 
Wittson,  Cecil  L. 

Nebr.  Psychiatric  Institute 
Wright.  W.  D. 

302  Doctors  Bldg. 

Wurl.  Otto  A. 

3610  Dodge  St. 

Wyrens,  Raymond  J. 

5015  Dodge  St. 

Young.  George  A.,  Jr. 

1317  Ridgewood  Ave. 

Zahller,  F.  Marshall.  Jr. 

60th  and  Ogden 
Zarbano.  Sebastian 
512  Center  Bldg. 

Zastera,  Jack  R. 

816  Medical  Arts  Bldg. 
Zoucha,  Adam  E. 

4320  South  24th  St. 

Zukaitis,  R.  R. 

7631  Main  St. 

Ralston,  Nebr. 


SECOND  DISTRICT 

JOHN  T.  McGREER,  JR.,  Councilor 


Black,  Paul  (Life) 

147  No.  9th 
Blum,  Henry 
Room  2, 

Nebr.  TTieatre  Bldg. 

Boykin.  J.  Melvin 
Veterans  Hospital 
Bradley,  Warren  Q. 

924  Sharp  Bldg. 

Brauer,  Russell  C. 

4150  South  St. 

Brill,  I.  William 

Student  Health  Center, 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  So.  16th  St. 

Brooks.  E.  B. 

939  Stuart  Bldg. 

Brooks,  Robert  A. 

1403  Sharp  Bldg. 

Brown.  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Cain,  Jerome  A. 

1550  South  17th  St. 
Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carveth,  W.  W. 

626  Sharp  Bldg. 

Cherry.  L.  D. 

921  Stuart  Bldg. 

Clark.  George  L. 

(Deceased  8-5-63) 

Clothier.  John  G. 

Veterans  Hospital 


Clyne.  John  C. 

Plaza  Med.  Bldg., 

339  No.  Cotner 
Cole.  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey,  George  W. 

2900  Jackson  Dr. 
Crawford.  Mark  E. 

939  Stuart  Bldg. 

Curry,  John  R. 

1033  Stuart  Bldg. 
Davies,  L.  T. 

816  Sharp  Bldg. 

Dean,  G.  W. 

817  South  27th  St. 
Deppen,  E.  N. 

1500  "P”  St. 

Deubler,  Keith 
3145  “O”  St. 

Ebers.  Dale  W. 

800  South  13th  St. 
Ehrlich.  Robert  W. 

816  Sharp  Bldg. 
Emerson,  Clarence  (Life) 
1700  South  24th  St. 
Epp.  Milford  J. 

1108  Sharp  Bldg. 
Fahnestock.  C.  L.  (Life) 
(Deceased  4-18-63) 
Ferciot.  C.  F. 

1000  South  13th  St. 
Fijan.  Kenneth  J. 

3145  "O”  St, 


Finney,  L.  E. 

323  South  14th  St. 
Flanagan.  M.  L.  (Life) 
(Deceased  8-8-63) 
Flansburg,  H.  E. 

1103  Sharp  Bldg. 

Frazer,  M.  D. 

Bryan  Memorial  Hospital 
Fritsch,  John  H. 

3145  “O”  St. 

Fuenning,  S.  I. 

317  North  18th  St. 
Garlinghouse,  R.  E. 

140  South  27th  St. 
Garlinghou’e,  R.  O. 

921  Stuart  Bldg. 

Gartner.  Lee  D. 

903  Sharp  Bldg. 

Gelber.  M.  R. 

Veterans  Hospital 
Getscher,  Phillip  E. 

306  Sharp  Bldg. 

Gibson.  L.  V. 

915  Terminal  Bldg. 
Gilbert.  Louis  W. 

903  Sharp  Bldg. 

Gillespie.  Robert  W. 

500  So.  17th 
Goetowski.  Paul 

1000  South  13th  St. 
Gogela,  Louis  J. 

1318  Sharp  Bldg. 
Gorthey,  Russell  L. 

140  South  27th  St. 
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Grant,  Robert  S. 

Medical  Village 
48th  and  “A”  Sts. 

Gray,  Richard  W, 

State  Hospital 
Gutch,  Charles  F. 

Veterans  Hospital 
(Gage  County) 

Hachiya.  Keay 

1950  South  44th  St. 
Hanigan,  J.  J. 

1700  South  24th  St. 
Hansen.  Hodson,  A. 

Medical  Village. 

48th  and  “A”  Sts. 
Harrington.  A.  E. 

914  Stuart  Bldg. 

Harvey,  Harold  E. 

140  South  27th  St. 
Harvey,  Harry  E. 

140  South  27th  St. 

Hasty,  Robert  C. 

V.A.  Hospital 
Hathaway,  F.  H. 

1001  “O”  St. 

Heidrick,  Paul  J. 

739  Stuart  Bldg. 

Hervert,  J.  Wm. 

3145  “O”  St. 

Hillyer,  R.  A. 

135  South  14th 
Hilton,  Hiram  D. 

1404-1405  Sharp  Bldg. 
Hobbs,  E.  T. 

6500  Holdrege  St. 

Hohlen,  K.  S.  J. 

2961  Sheridan  Blvd. 
Horn,  Harold  R. 

3145  “O”  St. 

I Hummel,  R.  O.  (Life) 

2435  Bradfield  Drive 
Jarvis,  W.  J. 

3145  “O”  St. 

Johnson,  L.  Palmer 
140  So.  27th  St. 

Jones,  Robert  K. 

720  Stuart  Bldg. 
Kleinschmidt,  G.  W. 

' Bryan  Hosp. 

^ Southwest  Psy.  Clinic, 

Larson.  Donald  J. 

, 307  So.  16th 

Larson,  George 
1301  Sharp  Bldg. 
Laurnen,  Edwin  L. 

1405  Sharp  Bldg. 

Lee.  Leonard  R. 

1 307  South  16th  St. 

Lewis,  George  E.,  Jr. 

723  Sharp  Bldg. 

Lewis.  L.  G.  H. 

1033  Stuart  Bldg. 
LeWorthy,  G.  Wm. 

3145  St. 

!|  Loudon,  John  R. 

I 1110  Sharp  Bldg. 

I Loveland,  Grace 

j 909  Sharp  Bldg. 

I Maness.  E.  Stewart 

. 1006  Sharp  Bldg. 

I Marx,  L.  E. 

901  Federal  Sec.  Bldg. 

I Marx,  Paul  D. 

I 901  Federal  Sec.  Bldg. 

I Matheny,  Z.  E.  (Life) 

I 4730  Cooper  (Butler  Co.) 

Matson,  Guy  M. 

' 2737  North  49th  St. 

I Matthews,  Donald  E. 

140  South  27th  St. 


Maxwell,  Paul  J. 

800  So.  13th  St. 
McCarthy,  T.  F.  (Life) 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

3145  ‘ O”  St. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

Miller,  Harold  B. 

1403  Sharp  Bldg. 

Miller.  N.  R. 

735  Stuart  Bldg. 

Miller,  S.  D. 

5532  South  St. 

Misko.  G.  H. 

1001  “O’*  St. 

Mitchell,  Howard  E. 

2300  South  13th  St. 
Moessner,  S.  F. 

820  Sharp  Bldg. 

Moore,  Robt. 

Veterans  Hospital 
Moore,  Y.  Scott 
135  So.  14th  St. 
Morgan,  Harold  S. 

140  South  27th  St. 
Morton,  H.  B. 

4401  Sumner 
Mueller.  R.  F. 

1425  Sharp  Bldg. 
Munger,  A.  D.  (Life) 
Bullhead  City,  Ariz. 
Munger,  Horace  V. 

140  South  27th  St. 

Nebe,  F.  M. 

943  Stuart  Bldg. 

Neely.  J.  Marshall 

Bryan  Memorial  Hosp. 
Neely,  Orvis  A. 

924  Sharp  Bldg. 
Neumayer,  Francis 
Medical  Village 
48th  and  “A”  Sts. 
Norman,  Chester  L. 

3560  South  4«th  St. 
Nye.  William  F. 

950  Stuart  Bldg. 

Ochs.  Randal  N. 

Loveland,  Colo. 

Olney,  R.  C. 

4740  “F“  St. 

Owen.  L.  J. 

324  So.  Cotner 
Palmer,  Janet  Forbes 
343  Stuart  Bldg. 
Papenfuss,  Harlan  L. 

1403  Sharp  Bldg. 
Paulson,  H.  O. 

508  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer,  LaVerne  F. 

3705  South  St. 

Place,  George  E. 

4825  St.  Paul  St. 
Podlesak,  J.  I. 

612-614  Terminal  Bldg. 
Pogge,  Raymond  C. 

Dorsey  Laboratories 
Purvis.  Donald  F. 

800  South  13th  St. 
Reed.  E.  B. 

3145  “0“  St. 

Reese,  S.  O. 

816  Sharp  Bldg. 
Rickman.  James  H. 

626  Sharp  Bldg. 

Rider,  Larry  (Life) 
Golden,  Colo. 


Rogers.  E.  A. 

State  Dept.  Health 
State  Capitol 
Rose,  Forrest  I. 

1203  Sharp  Bldg. 

Rose.  Kenneth  D. 

Uni.  of  Nebr.  Student 
Health  Center 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Sehnert,  Keith  W. 

Dorsey  Laboratories 
Shaffer.  Harry  D. 

724  Sharp  Bldg. 
Sharrar.  Lynn  E. 

719  Sharp  Bldg. 

Simon,  Nathan 
1701  “K”  St. 

Skworcow.  George 
Veterans  Hosp. 

Smith,  A.  L.,  Jr. 

510  Anderson  Bldg. 
Smith,  A.  L„  Sr. 

510  Anderson  Bldg. 
Stafford.  G.  E. 

SOD  South  13th  St. 
Statton.  Roy  F. 

702  Sharp  Bldg. 

Stein,  Robert  J. 

430  Stuart  Bldg. 
Stemper,  Jack  M. 

4740  “A”  St. 

Stewart,  Frank  A. 

2133  Winthrop  Rd. 
Stivrins.  Kazimirs 
3145  O St. 

Stivrins.  Patricia  Cole 
3145  O St. 

Stone,  Frank  P. 

2300  South  13th  St, 
Stover,  Lee 

800  South  13th  St. 
Strader,  R.  M. 

-^30  Stua’-t  Bldg. 
Synhorst,  Robert 
903  Sharp  Bldg. 
Taborsky,  A.  F. 

629  Stuart  Bldg. 
Tanner,  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor.  Powen  E. 

3145  “0“  St. 

Taylor,  H.  A.  (Life) 

4728  St.  Paul  Ave. 

Teal.  F.  F.  (Life) 

2815  So.  37th  St. 

Teal.  Fritz 

2300  South  13th  St. 
Tenney.  Lloyd  E. 

820  Sharp  Bldg. 
Thierstein,  Samuel  T. 

1108  Sharp  Bldg. 
Thomas,  R.  L. 

Medical  Village 
48th  and  “A”  Sts. 
Thompson.  J.  C. 

307  South  16th  St. 
Thompson,  John  R. 
Student  Health  Center, 
University  of  Nebraska 
Thompson,  John  S. 

Olympia  Fields,  111. 
Thorough,  Paul  H. 

1325  Sharp  Bl'^g. 
Toren,  Richard  C. 

135  So.  14th 
Underwood,  G.  R. 

5826  “J”  St. 

Wallace,  Hobart  E. 

5145  “O’  St. 


Warner.  Ruth  A. 

9')9  Stuart  Bldg. 
Weaver,  Walt 
800  So.  13th  St. 

Webb.  A.  H. 

2600  Washington 
Webman,  A.  I. 

3210  So.  28th  St. 
(Nuckolls  Co.) 

Webster,  F.  S. 

1000  South  13th  St. 
Wegner.  E.  S. 

724  Sharp  Bldg. 
Welch,  J S.  (Life) 

New  York  City.  N.Y, 
Wendt.  Bernard  F. 

735  South  56th  St. 
Weston.  Irving  E. 

735  So.  56th 
Weyhrauch,  Wm. 

3145  “0“  St, 

Whitla,  Fay  E. 

2737  No.  49th 
Whitlock,  H.  H. 

805  Sharp  Bldg. 

Wie  ’man.  J.  G. 

1404-1405  Sharp  Bldg. 
Wiedman,  Wilbur  G. 

135  So.  14th  St. 
W’Hiams,  J.  B.  (Life) 
(Deceased  3-26-63) 
Williams,  Jon  T. 

435  South  16th  St. 
Wi^on,  Nat  J. 

V.A.  Hospital 
Wood.  Mavnard  A. 

3145  St. 

Woodward,  J.  M. 

910  Sharp  Bldg. 
Zeman,  E.  D. 

1145  South  St. 


CASS 

ELMWOOD— 

Knosp,  Glen  D. 

Liston.  O.  E.  (Life) 
LOUISVILLE— 
Wor*hman.  H.  W. 
Worthman.  John 
MURRAY— 

Tyson.  R.  W. 

NEHAWKA— 
Andersen.  R.  R. 

PLATTSMOUTH— 
Brendel.  R.  F. 

Dietz.  Robert  J. 

WEEPING  WATER— 
Kunkel,  L.  N. 


OTOE 

NEBRASKA  CITY— 
Conebrake,  A.  H. 
Burbridge,  Glen  E. 
Fenstermacher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

MacVean.  M.  M.  (Life) 
Stonecypher,  D.  D.,  Sr. 
Stonecypher,  D.  D.,  Jr. 
Weekes,  T.  L. 

Weldon,  R.  C. 

SYRACUSE— 
Formanack,  C.  J. 

Gately.  H.  S. 

Williams.  C.  R. 


GAGE 

ADAMS— 

Waggener.  J.  T.  (Life) 
BEATRICE— 

Brott,  Clarence  R. 

109  So.  6th 
Brown.  R. 

109  So.  6th 
Chapp,  John 
821  No.  13th 
EHa.s,  H.  F. 

1200  So.  9th 
Frerichs,  C.  T. 

114  So.  6 th 
Gillespie.  Patrick  C. 

1708  No.  15th 
Hepperlen,  H.  M.,  Jr. 
206  Steinmeyer  Bldg. 


THIRD  DISTRICT 

W.  W.  WADDEL,  Councilor 


McCleery,  D.  P. 

108  So.  6th 
Moell.  L.  Dwight 

109  So.  6th 
Penner,  Donald  H. 

205  No.  19th 
Penner.  Elmer  L. 

205  No.  19th 
Porter,  John  W. 

1200  So.  9th 
Rathbun,  Sanford  M. 

114  So.  6th 
Taylor.  R.  W. 

108  So.  6th 
Waddell.  J.  C. 

114  So.  6th 
Waddell.  W.  W. 

114  So.  6th 
Wildhaber,  Wm.  T. 

710  East  Court  St. 


ODELL- 
Rice,  C.  E. 

(Deceased  7-4-63) 
WYMORE— 

Nelson.  J.  C. 

Samuelson.  Mvron  Earle 
Thomas,  C,  W. 

NEMAHA 

AUBURN— 

Bence,  Jackson 
Irvin.  I.  W.  (Life) 
Krickbaugh,  John  H. 
Scott,  Paul  M. 

PAWNEE 

PAWNEE  CITY— 
Anderson,  A.  B..  Jr. 
Stewart,  H.  C. 


RICHARDSON 
FALLS  CITY— 
Brennan,  Louis  V. 

Cowan,  S.  D. 

Farmer,  Wm. 

Gentry,  Richard  D. 
Gillispie,  J.  D. 

G enn.  W.  V. 

Heins.  Robert  L. 

HUMBOLDT— 

Heim,  H.  S. 

Stappenbeck.  A.  P. 

JOHNSON 

STERLING— 

PpmI.  Ralph  E. 

Seattle,  Wash. 
TECUMSEH- 
Schutz.  John  C. 

Sorrell,  Michael 
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MADISON 

MADISON— 

Berrick,  Wm.  H. 

Ewing.  Eugene  G. 

NEWMAN  GROVE— 
Carlson,  Emery  W. 

NORFOLK— 

Brauer,  S.  H. 

1112  Verges 

Charlton.  George  E.  (Life) 
Colorado  Springs,  Colo. 
Conwell,  G.  D. 

509  Norfolk  Ave. 

Dunlap,  James 
1112  Verges 
Earner,  B.  R. 

900  Norfolk  Ave. 

Gysin.  Walter 

Box  902,  Norfolk  St.  Hosp. 
Ingham.  Cbas.  G. 

Box  902,  Norfolk  St.  Hosp. 
Klaas.  R E. 

13th  & Nebraska 
Lear,  W.  J. 

900  Norfolk  Ave. 

Martin,  Francis 
1103  Madison 
Pollack.  John  D. 

Rt.  3,  312  Valley  View  Dr. 
Salter,  George  B. 

900  Norfolk  Ave. 
Schwedhelm.  A.  J. 

13th  & Nebraska 
Slaughter,  Pauline  K. 

417  Madison  Ave. 

Stehl.  C.  H.  L. 

Box  902  (Dodge  Co.) 
Stewart,  George  J. 

Box  408,  719  Norfolk  Ave. 


DODGE 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Bridges,  James 

1725  E .Military 
Chlehorad,  Wm.  J. 

1501  N.  Hancock 
Davies,  Dale  H. 

450  E.  23rd 
Eaton,  William  Bryon 

204  I.O.O.F.  Bldg. 
Harvey,  Alexander  T. 

2195  N.  Broad 
Harvey,  Andrew 

631  N.  Main 
Haslam,  G.  A. 

625  N.  Main 
Hill,  W.  H. 

1737  E.  Military 
Jakeman.  Harry  A. 

2195  N.  Broad 
Merrick.  A.  J. 

1005  E.  23rd 
Millett,  Geo.  J. 

2195  N.  Broad 
Morrow.  H.  H. 

423  W.  11th 
Nelson,  Carrol  C. 

2195  N.  Broad 
Reeder.  Grant  (Life) 

212  jFirst  Natl.  Bank 
Reeder.  Robert  C. 

212  First  Natl.  Bank 


BUTLER 

DAVID  CITY— 
Ekeler,  Louis  J. 
Kaufman,  Jack 
Niehaus,  Wm.  C. 
Rudolph,  Larry 

SEWARD 

MILFORD— 

Frans,  James  R. 


FOURTH  DISTRICT 

GEORGE  SALTER,  Councilor 


Surber,  E.  G. 

Box  225 

Verges.  C.  J.  (Life) 

Box  117 
Verges,  Val  C. 

Box  279,  105  So.  8th 
TILDEN— 

Barr,  Carl  C. 

Barr,  Robert  E. 

CUMING 


CREIGHTON— 
Green,  (Ilarl  R. 
Wright,  W.  E. 

NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L. 

VERDIGRE— 
Carlson,  James  C. 


BEEMER— 

Kelley,  Robert  C. 

WEST  POINT— 
Anderson,  A.  W. 
Chadek,  L.  J. 

Erickson,  L.  L. 

Scherer,  Robert  H. 
Sucha,  Eugene 
Thompson,  I.  L.  (Life) 
WISNER— 

Hansen,  Warren  D. 


PIERCE 

OSMOND— 
Mailliard,  A.  E. 

PIERCE— 

Calvert,  John  H. 
Devers,  W.  I. 

PLAINVIEW— 
Kopp,  Robert  E. 


KNOX 

BLOOMFIELD— 
Kohtz,  R.  H. 
Nagengast,  Delwyn  J. 


STANTON 

STANTON— 
Tennant,  H.  S. 


ANTELOPE 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E.  (Life) 
McClanahan,  Frank  C„  Jr. 
Peetz,  Dwaine  J. 

Pierson,  Kenneth 

ORCHARD— 

Fletcher,  D.  L.  (Life) 


CEDAR 

(Five  County) 
COLERIDGE— 
Dewey.  F.  G.  (Life) 
HARTINGTON— 
Vlach,  C.  J. 


FIFTH  DISTRICT 

R.  C.  REEDER,  Councilor 


Seiver,  Charlotte 
507  E.  6th 
Sorensen,  Robert  M. 

1135  N.  Oak 
Waring,  F.  Thomas 
203  lOOF  Bldg. 
Wengert,  D.  B. 

640  N.  "H'’  St. 

Yost.  Howard 
215  E.  22nd 
NORTH  BEND— 

Dyer,  J.  L. 

HOOPER— 

Heusel,  Wm.  G. 

WASHINGTON 

ARLINGTON— 

Bloch,  D.  M. 

(Dodge  Co.) 

Bloch,  Dean  M. 

(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Grace,  Leslie  I. 

Howard,  C.  D. 

Sievers,  Rudolph 

COLFAX 

CLARKSON— 

O’Neal.  John  R. 

SCHUYLER— 

Fend,  Howard  S. 

Myers,  H.  Dey,  Jr. 

Sucha,  Merlin  L. 


BOONE 

ALBION— 

Smith,  Roy  J. 

Spethman,  Gerald 

CEDAR  RAPIDS— 
Reeder,  W.  J. 

ST.  EDWARD— 
McGee.  Robert 

BURT 

OAKLAND— 
Mullmann,  Arnold  J. 
Tibbels,  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer.  L.  E. 

PLATTE 

COLUMBUS— 
Anderson,  R.  C. 

1359  26th  Ave. 
Brillhart,  E.  G. 

loth  St.  and  31st  Ave. 
Burns,  Robert  I. 

135  E.  Parkway 
Campbell,  C.  H.  (Life) 
C-2  Gerrard  Court 
Deyke,  Vem  F. 

13th  St.  and  31st  Ave. 


SIXTH  DISTRICT 

C.  L.  ANDERSON,  Councilor 


SEWARD— 

Carr,  J.  W. 
Herpolsheimer,  R.  W. 
Hill.  W.  Ray 
Hoff.  R.  Paul 
Morrow,  B.  E.  (Life) 
Pitsch,  Richard  M. 
Stanard,  John  T.  (Life) 
Watson.  V.  Robert 
UTICA— 

Kamprath,  Coll  Q. 
Kamprath,  Wilmar  M. 


SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

Williams,  Martin  P. 

CERESCO— 
Youngman,  R.  A. 

YUTAN— 

Norton,  Robert 


LAUREL— 
Carroll,  R.  P. 

RANDOLPH— 
Billerbeck,  Henry  J. 
Peters.  G.  E. 


DIXON 

(Five  County) 

PONCA— 

Bray,  R.  E. 

WAKEFIELD— 

Coe.  C.  M. 


THURSTON 

(Five  County) 
PENDER— 

Keown,  J.  T.,  Jr. 

Muffly,  Chas.  G. 

DAKOTA 

(Five  County) 
SOUTH  SIOUX  CITY— 

Gathman,  L.  T. 

Reynolds,  Wm.  E. 

WAYNE 

(Five  County) 
WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
John,  George  L. 

Matson,  Roy  M 


Heine,  Clinton  D. 

13th  St.  & 31st  Ave. 
Heiser,  E.  N. 

13th  St.  and  31st  Ave. 
Kuper,  H.  D 
2511  15th 

Lemke,  Theo.  J.,  Jr. 

1454  28th  Ave. 

Medlar,  Clyde  A. 

1454  28th  Ave. 

Miller,  W.  R. 

1454  28th  Ave. 
Rundquist,  R.  B. 

236()  Pershing  Road 
Sojka,  Louis  A. 

2413  23rd 

NANCE 

FULLERTON— 

Maly,  James  C. 

GENOA— 

Bass,  R.  L. 

Dalton,  Kenneth  R. 

Davis,  Homer  (Life) 

MERRICK 

CENTRAL  CITY— 
Adamson,  James 
Campbell,  John 
Holmes,  Lee  C. 

Treptow,  Kenneth  R. 
Zikmund,  E.  T. 

CLARKS— 

Douglas,  R.  R. 


WAHOO— 

French,  Evan  M. 
Hansen,  John  E. 
Hinrichs,  E.  J. 
Lathrop,  M.  E. 
Pestal,  Joe  (Life) 
Rawlins,  Wyo. 
Wallace,  Stephen  E. 
Way,  Charles 
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YORK 

YORK— 

Anderson.  Leo 
Bell,  James  D. 

Bell,  J.  S. 

Greenberg.  B.  N. 
Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 


SALINE 

CRETE— 

Forney.  L.  W. 

Kreitler,  Frank 
Larson,  S.  L. 

Nelson,  Lyle 
Quick,  Robert 
DE  WITT— 

Runty.  H.  D.  (Life) 
(Gage  Co.) 

FRIEND— 

Hamilton,  F.  T.  (Life) 
Zimmer,  Clarence 
WILBUR— 

Travnicek.  F.  G. 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Hineman,  Marquis 
Wanek,  Frank 
Watson.  Donald 

RUSHVILLE— 

Crum.  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen,  Bernard  A. 


HALL 

CAIRO— 

Harb,  Fred 


GRAND  ISLAND— 
Adams.  Leo  M. 

First  Natl.  Bank  Bldg. 
Anderson,  H.  C. 

217  N.  Pine,  Box  801 
Anderson.  John  S. 

1704  W.  2nd 
Arrasmith,  W.  J 

2020  W.  Charles 
Bechtel,  M.  D. 

1806  N.  Cleburn  St. 
Bosley,  Warren  G. 

418  W.  Division 
Brugh,  E.  A. 

323  W.  Koenig 
Campbell,  John  F. 

702  W.  Koenig 
DeMay,  G.  H. 

721  W.  7th 
DeMay,  Richard  F. 

721  W.  7th 
Easley,  John  H. 

220  Hedde  Bldg. 

Filip,  Alexander  J. 

704  W.  Lst 
Forester,  Karl 

(Adams  Go.) 

Soldiers  & Sailors  Home 
Geer,  Robei-t  R. 

105  N.  Eddy 
Gilloon,  A.  G. 

1802  N.  Cleburn 
Graupner,  G W. 

217  N.  Pine 
House,  Robert  M. 

Box  662 
Imes,  Loren  E. 

820  W.  Division 
Koefoot,  Robert  R. 

706  W.  1st 


Kilgore.  W.  S. 
Nordlund,  Harold  M. 

HENDERSON— 
Friesen,  H.  F. 

Hieb,  Wilbert  E. 

HAMILTON 

AURORA— 

Steenburg,  D.  B. 


Steenburg,  E.  A. 
Steenburg,  E.  K. 

Washington,  D.C. 
Steenburg.  Houtz  G. 
Woodard,  J.  M. 

HAMPTON— 
Troester,  O.  M.  (Life) 


SEVENTH  DISTRICT 
H.  V.  NL^SS,  Councilor 

THAYER  NUCKOLLS 


ALEXANDRIA — NELSON — 

Tucker.  J.  Guy 


BYRON— 

Decker,  Rudolph  F. 

DESHLER— 
Reed,  Paul  A. 


SUPERIOR— 

Mason,  C.  T. 

McMahon.  C.  G. 
Trowbridge.  J.  A.  (Life) 
(Deceased  3-14-63) 


DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 
Bunting,  L.  G. 
Penry,  R.  E. 


FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 


EIGHTH  DISTRICT 

REX  WILSON,  Councilor 


BOYD 

(Holt  and  Northwest) 
LYNCH 

Becker,  Wm.  F. 

ROCK 

(Holt  and  Northwest) 
BASSETT— 

Mabie,  James  E. 

Panzer,  H.  J. 


HOLT 

(Holt  and  Northwest) 

ATKINSON— 

Ramsay.  James  E. 
Serbousek,  Richard 

O’NEILI^ 

Carstens.  Geo.  J. 

Waters.  Robert  W. 

Wilson.  Rex  W. 


NINTH  DISTRICT 

DAN  NYE,  Councilor 


Longacre.  O.  E.  (Life) 
Soldiers  & Sailors  Home 
(Butler  Co.) 

Maggiore,  Carl  H. 

702  W.  1st 
McDermott.  K.  F. 

1704  W.  2nd 
McGrath.  Chas.  Dean 
1704  W.  2nd 
McGrath.  Wilmar  D. 

1704  W.  2nd 
McGrath.  W.  M. 

First  Natl.  Bank  Bldg. 
Mongeau,  D.  C. 

702  W.  Koenig 
Nabity,  Stanley  F. 

217  N.  Pine 
Profitt,  J.  Alfred 
704  W.  Koenig 
Racines,  J.  Y. 

(Howard  Co.) 

Soldiers  & Sailors  Home 
Ru.ssell,  Harry 
Box  801 

Ryder,  Frank  D. 

1902  W.  Charles 
Sloss,  Pierce  T. 

1310  W.  Charles 
Watson.  Donald  P. 

704  W.  Koenig 
Watson.  E.  A. 

710  W.  Koenig 
Woodin.  J.  G. 

1823  N.  Park 
Woodruff.  Bradley  B. 

1310  W.  Charles 


BUFFALO 

GIBBON— 

Sallenbach,  Donald  H. 

KEARNEY— 

Bancroft,  B.  R. 

Kearney  Medical  Arts  Bldg. 
Bauer,  Lawrence  Wm. 

211  W.  33rd 


Curtiss.  Chas.  P. 

7 W.  31st 

Hansen,  H.  C.  (Life) 
2206  12th  Ave. 

Jester,  R.  F.  Sr.  (Life) 
814  W.  23rd 
Jester.  Royal  F..  Jr. 

214  W.  25th 
Johnson,  O.  D. 

103  W.  22nd 
Johnson,  Richard  D. 

103  W.  22nd 
Johnston,  Raymond  F. 

No.  3 W.  27th 
Johnston.  R.  S. 

No.  3 W.  27th 
Kimball.  Kenneth  F. 

9 West  31st 
Lane.  L.  D. 

211  W.  33rd 
McCammonds,  John 
11  W.  31st 
Mueller.  Albert 

Good  Samaritan  Hosp. 
Nutzman,  Wm. 

State  Hospital 
Nye.  Dan  A. 

5 W.  31st 
Peck,  James 
7 W.  31st 

Quaife,  Merton  (Service) 
Rochester,  New  York 
Richards,  F.  L. 

214  W.  25th 
Rosenlof,  R.  C. 

5 W.  31st 
Smith,  Harold  V. 

211  W.  33rd 
Smith,  L.  R. 

211  W.  33rd 
Staley.  Sanford  O. 

11  W.  31st 
Steffens,  L.  C. 

211  W.  33rd 


POLK 

OSCEOLA— 
Carson,  Jim  S. 
Eklund,  H.  S. 

STROMSBURG— 
Anderson.  C.  L. 

SHELBY— 
Bierbower.  R.  L. 


JEFFERSON 

FAIRBURY— 

Cassel.  R.  L. 

Falloon,  Frank 
Hughes,  D.  O. 

Kenney.  K.  J. 

Tnice.  R.  P 
Powell,  M.  D.  (Life) 
Yoachim.  W.  P. 

CLAY 

SUTTON— 

Nuss,  H.  V. 

DENVER,  COLO.— 
Nutzman.  C.  L. 

1042  T.ocust 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 
Anderson.  R.  C. 
Shiffermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin,  Thos,  W. 

Farner,  John  E. 

Gordon.  J.  L. 

Johnson.  Wilbur  E. 


Stevenson.  B.  M. 

211  W.  33rd 
Ward.  Vernon 
5 W 31st 
Wilcox,  M.  B. 

214  W.  25th 

RAVENNA— 
Carignan,  Chas.  B.,  Jr. 


CUSTER 

ANSELMO— 
Spivey,  C.  D.  (Life) 

ANSLEY— 

Wilcox.  C.  W. 

BROKEN  BOW— 
Blair,  R.  L. 

Koefoot,  R.  B. 
Koefoot.  Theo.,  Jr, 
Lucas,  Thomas 

CALLAWAY— 
Chaloupka,  M.  L. 
(Buffalo  Co.) 

SARGENT— 
Satterfield.  R.  T. 
(Four  Co.) 


DAWSON 

COZAD— 

Hranac,  Chas.  Eugene 
Rosenau,  O.  P. 

Scholz.  Jack  Victor 
Sitorius,  Rodney  A. 

GOTHENBUR(3 — 
Ayres.  M.  J. 

Inslee,  Donald  O. 
Perry,  S.  H. 

Pyle,  B.  W. 
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LEXINGTON— 
Finegan.  John  C. 
Long,  Wnj.  B. 

McGee.  Dean 
Norall,  V.  D. 

Olsson.  P.  Bryant 
Watson.  E.  A. 

W.vcoff,  Ray  S. 

OVERTON— 

Gilg.  A.  Dean 

HOOKER 

MULLEN— 
Blattspieler.  S.  F. 

(Lincoln  Co.) 

Saults,  Chas.  F. 

(Box  Butte  Co.) 


HOWARD 

ST.  PAUL— 
Hanisch,  E.  C. 
Hanisch,  Robert 
Mathews.  M.  D. 


GREELEY 

(Four  County) 

SCOTIA— 

Reeves.  E.  Howard 
(Howard  Co.) 

SPALDING— 

Fox.  Robert  J. 
Sullivan.  M.  M.  (Life) 


VALLEY 

(Four  County) 
NORTH  LOUP— 
Markley,  M.  E. 

ORD— 

Martin,  Paul  R. 

Miller,  C.  J.  (Life) 
Miller,  Otis  W. 

Zlomke.  Wayne 

GARFIELD 

(Four  County) 

BURWELL— 

Cram.  Roy  S. 

Meckel.  Ben  R. 


SHERMAN 

LITCHFIELD— 
Rydberg.  C.  A.  (Life) 
(Custer  Co.) 

LOUP  CITY— 
Amick.  Carl  G.  (Life) 
(Custer  Co.) 

Bogle.  John  H. 

(Four  County) 
Jardon.  O.  Max 
(Four  County) 

GRANT 

HYANNIS— 

Howell.  W.  L. 

(Box  Butte  Co.) 


TENTH  DISTRICT 

L.  S.  McNeill,  Councilor 


ADAMS 

HASTINGS— 

Anderson.  H.  F. 

419  N.  Burlington  Ave. 
Charlton.  George  Paul 
418  N.  Hastings  Ave. 
Dean.  Earl  J. 

708  Eastside  Blvd. 
DeBacker.  L.  J. 

201  Gaston  Bldg. 

Foote,  C.  M. 

422  N.  Hastings  Ave. 
Foote,  D.  B. 

422  N.  Hastings  Ave. 
Foote.  E.  C.  (Life) 

422  N.  Hastings  Ave. 
Glenn.  Elmer  E. 

620  N.  Denver  Ave. 
Guildner.  C.  W. 

131  N.  Hastings  Ave. 
Hoffmeister.  George  F. 

418  N.  Hastings  Ave. 
Holcomb.  Gerald  R. 

1018  N.  Burlington 
Jolly-Fritz.  Roletta 
141  Lakeside  Drive 
Jones,  Donald  W. 

Eastside  Blvd.  at  7th 
Kingsley.  D.  W. 

700  Eastside  Blvd. 
Kleager.  Clyde  L. 

620  N.  Denver 
Ko.stal.  O.  A. 

618  N.  Denver.  Box  174 
Kuehn.  Gerald  A. 

418  N.  Hastings  Ave. 
Landgraf.  Chas.  W.,  Jr. 

605  N.  Denver  Ave. 
Mastin.  Robert  L. 

Rt.  2.  Hastings 
Mclntire.  Robert  H. 

612  W.  6th 
McMillan.  John  A. 

Box  67 

McNeill.  L.  S. 

605  N.  Denver 
Murray.  Don  E. 

604  W.  6th 
Pinney.  George  L. 

418  N.  Hastings 
Richard.  Warren  E. 

715  N.  St.  Joseph 


Rutt,  Fred  J. 

704  Eastside  Blvd. 
Shaw,'  W.  L.  (Life) 
Reseda.  Calif. 

Shreck,  H.  W. 

422  N.  Hastings  Ave. 
Smith,  Robert  C. 

Box  276 
Wagner,  Loyd 

Mary  Lanning  Hospital 
Weber,  C.  R. 

612  W.  6th 
Weiler.  Leo 

204  Foote  Bldg. 

Yost,  John  G. 

608  W.  €th 

INGLESIDE— 
Anderson.  A.  W. 

(Dawson  Co.) 
Gouldman.  Carl 
Box  240 
Kadel.  M.  A. 

Lunde,  F. 

Box  238 
McDaniel.  V.  S. 

Box  148 
O’Donnel,  H.  J. 


FRANKLIN 

FRANKLIN— 
Doering,  William 
Thomas,  Conrad 


HARLAN 

ALMA— 

Bartlett.  W.  C.  (Life) 
Long,  James  S. 
Walker,  Hiram  R. 

ORLEANS— 
McGrew,  K.  C. 

Rider.  E.  E.  (Life) 
(Lancaster  Co.) 


WEBSTER 

BLUE  HILI^ 
Kamm.  Frank 
(Adams  Co.) 


RED  CLOUD— 

Bennett.  Wilbur  Keith 
(Adams  Co.) 

Obert,  Francis 
(Adams  Co.) 

RED  WILLOW 

(Southwest  Nebraska) 
McCOOK— 

Batty,  John  L. 

310  W.  7th 
Dickinson.  L.  E..  Jr. 

114  E.  "C"  St. 
Donaldson.  J.  H..  Jr. 

602-604  Norris  Ave. 
James.  L.  D. 

Temple,  Texas 
Jones,  R.  T.  (Life) 

217  Norris  Ave. 

Karrer.  F.  M. 

310  W.  7th 
Ku.xhausen,  Donald 
McCook  Clinic 
Leininger,  E.  F. 

114  W.  "C”  St. 

Mason.  Roger  Dale 
305  E.  1st 

Morgon,  D.  H.,  Sr.  (Life) 
305  E.  1st.  Box  491 
Morgan,  Donal  H.,  Jr. 

305  E.  IsL  Box  491 
Shank.  F.  W. 

310  W.  7th 

DUNDY 

(Southwest  Nebraska) 
BENKLEMAN— 

Stout,  Kenneth  C. 

CHASE 

(Southwest  Nebraska) 
IMPERIAL— 

Hoffmeister.  George  (Life) 
Shopp,  Bryce  G. 

Smith.  Fay 
Yaw,  El  wood 

WAUNETA— 

Carlson,  C.  R. 


HITCHCOCK 

(Southwest  Nebraska) 
STRATTON— 

Harris.  Jack  T. 

FRONTIER 

(Southwest  Nebraska) 
CURTIS— 

Magill.  Van  H. 

FURNAS 

(Southwest  Nebraska) 
ARAPAHOE— 

Francis,  Gordon 
CAMBRIDGE— 

Gross.  Chas.  Gene 
Minnick.  Clarence 
Morgan,  Roland  R. 

OXFORD— 

Bentley.  Neil  B. 

KEARNEY 

MINDEN— 

Andrews,  H.  S.  (Life) 
(Adams  Co.) 

Butler.  Robert  E. 

(Buffalo  Co.) 

Chappel,  E.  R. 

(Buffalo  Co.) 

Finkner.  John  R. 

(Adams  Co.) 

Prince,  Donald  F. 

(Adams  Co.) 

PHELPS 

BERTRAND— 

Lamphere,  Richard 
(Dawson  Co.) 
HOLDREGE— 

Best.  Robert 
Bivens.  Wm.  S. 

Brewster,  Donald  E. 
Brewster,  F.  W. 
McConahay,  H.  A. 
Nicholson,  Ralph 
Peterson.  Theo.  A. 

Prems.  Evald 
Reiner.  Walter  M 


ELEVENH  DISTRICT 

MAX  M.  RAINES,  Councilor 


LINCOLN 

NORTH  PLATTE— 
Callaghan.  A.  J. 

719  S.  Dewey 
Chick.  Nicholas 

112  N.  Dewey 
Claussen.  Bruce  F. 

321  E.  -B”  St. 

Cooper,  George 

501  S.  Jeffers 
DeVol,  R.  A. 

300  S.  Dewey.  Box  738 
Drasky.  Stanley 

(Deceased  4-10-63) 
Getty.  Robert  F. 

501  S.  Jeffers 
Heider,  C.  F.,  Sr. 

501  S.  Jeffers 
Heider,  C.  F.,  Jr. 

501  S.  Jeffers 
Hoyt.  Melvin  S. 

20  So.  Carr 


Kreymborg,  O.  C. 

110  S.  Sherman  Box  739 
Niehus,  Wm.  B. 

402  S.  Jeffers 
Pinkerton,  Clifford  C. 

402  S.  Jeffers 
Raines.  Max  M. 

115  E.  “E”  St. 

Redfield.  J.  B.  (Life) 

508  N.  Dewey 
Sawyers,  Gordon 
715  S.  Jeffers 
Shaughnessy.  E.  J. 

1111  W.  4th 
Stevenson.  Edward 
108  S.  Vine 
Takenaga.  R.  T. 

112  E.  6th 
Walker.  H.  H. 

305  W.  4th,  Box  676 
Waltemath,  G.  F. 

1214  W.  “A”  St. 


Wisman,  Jack 
2109  Beverly 
Ziegler,  Robert  G. 

1111  W.  4th 
SUTHERLAND— 
Baker,  John  C. 

Moore.  Harlan  E. 

DEUEL 

(Cheyenne.  Kimball 
and  Deuel) 
CHAPPELL— 

Hartsaw,  John  E. 

Larson,  D.  L. 

GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH— 

Albee.  A.  B. 

Seng,  W.  G. 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Burwell,  J.  R. 

Chase.  Robert  C. 

Cleaver.  Edgar 
(S.W.  Nebr. ) 

Eberle,  Donald 
Harvey.  E.  A.  (Life) 

New  Plymouth.  Idaho 
Spencer,  Berl 


PERKINS 

(Garden-Keith-Perkins) 

GRANT— 

Colglazier,  E.  E. 

Potts,  L.  C. 

Marples,  Donald 
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TWELFTH  DISTRICT 

C.  J.  CORNELIl'S,  Councilor 


SCOTTS  BLUFF 

GERING— 

Barnwell,  Robert  B. 

900  11th 

Gentry,  Harold  E.,  Jr. 

1720  10th 
Gentry,  W.  J. 

1720  10th 
Gentry,  W.  Ma.x 
1720  10th 
Harvey,  W.  C.,  Sr. 

1955  10th 

Harvey,  W.  C.,  Jr. 

1955  10th 

Wiley,  Stuart  Paul 


MITCHELI^ 

Hoagland.  Robert  A. 
Loeffel,  Edwin  J. 

Ohme,  Kenneth 

MORRILL— 

Prentice.  O.  D. 

SCOTTSBLUFF— 

Baker,  Ellis  E. 

1624  Ave.  “A” 

Baker,  Paul  Q. 

1624  Ave.  “A” 

Brown,  W.  O. 

1801  Broadway 
Campbell,  Stuart  H. 

3639  Ave.  “B,”  Box  630 
Frank.  Carl  L. 

1624  Ave.  “A” 

Gridley.  L.  J. 

214-16  W.  27th 
Hanna,  Joe  T. 

1926  Ave.  “A” 

Hatch,  Francis 

St.  Maiys  Hosp. 


Hayhurst,  J.  D. 

218  W.  27th 
Heinke,  John  P. 

1723  Ave.  "A” 

Herhahn.  Frank  T. 

2122  Broadway 
Holmes,  Wm.  E. 

1926  Ave.  “A’’ 

Karrer,  R.  W. 

1810  1st  Ave. 

Kellv.  Lawrence  J. 

1909  Ave.  M 
Kreig.  Jacob.  Jr. 

2122  Broadway 
Landers.  Allan  C. 

3639  Ave.  “B,"  Box  630 
Lovett,  Ivan  C. 

21  E.  19th 
Oba,  Calvin  M. 

116  W.  17th 
Riddell.  Ted  E. 

15  E.  18th 
Rosenau.  John  A. 

102  E.  21st 
Schmitz,  Gerhard 

118  W.  18th 
Sorensen.  C.  N. 

1801  Broadway 


BOX  BUTTE 

ALLIANCE— 
Burnham,  A.  G. 

524  Box  Butte  Ave. 
Fitzgerald,  Thos,  D. 

202  W.  3rd 
Gardner,  Joseph  H. 

202  W.  3rd 
Kennedy,  J.  F. 

916  W.  10th 


Kuncl,  Joseph  (Life) 

1012  Laramie  Ave. 
McNulty.  Edward 
916  W.  10th 
Morgan,  R.  J. 

916  W.  10th 
Olson,  Raymond  H. 

524  Box  Butte  Ave. 
Seng.  O.  L. 

619  Box  Butte.  Box  150 
Shannon,  Dewitt  D. 

916  W.  10th 
Sucgang,  F.  P. 

515  Niobrara  Ave. 
Wilkinson.  Donald  E. 

524  Box  Butte  Ave. 

HEMINGFORD— 
Ruffing.  John  J. 


DAWES 

(Northwest  Nebraska) 
CHADRON— 

Alderman,  Allen  J. 
Courshon.  A.  J. 

DeFlon.  Eric  G. 

Griot,  A.  J. 

Hoevet,  L.  H. 

Serbousek.  Stanley 
(Box  Butte  Co.) 

CRAWFORD— 

Bishop,  Ben 
Martin,  Benjamin  O. 


CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Bitner,  C.  U. 

Cook,  Hull  A. 

Cornelius,  C.  J..  Jr. 
Dorwart.  Clinton  B. 
O’Holleran,  Lloyd  S. 
Rathbun.  S.  R. 

Thayer.  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 

KIMBALL— 

Calkins.  Robert  C. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 


MORRILL 

BAYARD— 

Hrnicek.  Leo  A. 
(Scotts  Bluff  Co.) 

BRIDGEPORT— 

Blackstone.  H.  A. 

(Scotts  Bluff  Co.) 
Post.  George  Peter 
(Scotts  Bluff  Co.) 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  X Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  L'niversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Oma.ha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Heiwert,  M.D.,  Pi-esident 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Maxine  Bohaboy,  President 
Lincoln  General  Hospital,  Lincoln,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Haimey,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretarv 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier. 


oacetest’ 

urine  ketones 

0 clinitest 

urine  suga 

Olctotest 


albustix 

urine  f>rotein 

clinistix 


urine  glucose 


hemastix’ 

hematuria  j hemoglobinu  ria 

ketostix’ 

urine  ketones  11 

phenistix 

^ urine  phenylketones 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


41-A 


ai  lyvi^ty 

anxiety 

anxiety 

anxiety 

a nxiety 

anxiety 

anxiety 

anxiety 

anxiety 


anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective 


ROCHE 


LIBRIUM*  . 

(chlopdiazepoxide  HGI) 
the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Gerratnc 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  functioh,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 
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